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a clear idea of the nature of the work when it is later quoted by others. The names, degrees, and addresses 
of all authors should be given at the end of the paper. 

3. Each article should be accompanied by a synopsis up to 250 words long on a separate sheet, giving under 
its title some indication of the nature of the article and the name and address of one author. As soon as the article is 
accepted for publication, this synopsis will be published in a special section of the Journal as a form of advance notice. 

4. It is best to write simply and directly, avoiding complex sentences and specialized. technical 
words where possible, so that even non-specialist readers can hope to understand. Great importance is 
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reviews of past studies when the reader can be referred to a book or a recent review elsewhere, Case 
histories, if indispensable, must be short and confined to the essential facts needed for the particular 
article. It is always wise to ask colleagues to read and criticize an carly version of the manuscript, 
particularly to make sure it is unambiguous and clear in its meaning, orderly, and not repetitive. 
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when printed. If they have to be re-drawn by the printer the cost, which may amount to several pounds, 
will be charged to the author. After printing, blocks are returned by the printers to the senior author. 

9. References should be listed alphabetically at the end of the paper, the titles of journals being 
given in full. Book titles are to be given with initial capitals for important words, and with place of 
publication. References to articles should include the names of all authors. The title of the article should 
be given without initial capitals and within quotes; the last as well as the first page should be included in 
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In the body of the paper, references may be by author and date: ‘Abenson (1969) : or by reference 
number: ‘Abenson (27, as the author wishes. 

Please check the accuracy of all references in the manuscript belore submission, to make sure there 
are no typing errors in dates and page numbers, and that dates and spelling of names correspond in text and 
reference list. 

Big corrections are too expensive to be allowed at the proof stage. but dates and other numbers should 
then be scrupulously rechecked. 

10. Fifty reprints of cach article are supplied free of charge to the senior author: delivery instruc- 
tions, and orders for additional copies at the same time, must be sent to the printers, Headley Brothers 
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Nydrane 


(beclamide) 
for 


BEHAVIOUR DISORDERS AND EPILEPSY 
in children and adults 


Non toxic—routine blood counts not necessary 


Does not cause sedation or somnolence—particularly 
useful for children of school age 


Free from common side effects of anticonvulsant drugs 
(e.g. gum hypertrophy and somnolence) 


As adjuvant therapy in epilepsy, often permits reduced 
dosage of anticonvulsant drugs, many of which are potentially 
toxic. Control is maintained and unpleasant and toxic 
reactions avoided 


Further information and samples from 


Rona Laboratories Ltd 
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ST. ANDREW'S HOSPITAL 
NORTHAMPTON 


Medical Director; James Harper, M.B., F.R.C.P.(Edin), F.R.C.Psych. 


St. Andrew’s Hospital is a private psychiatric hospital situated 
in 130 acres of parkland in the county town of Northampton. In 
general, patients are admitted to Wantage House, a reception unit 
in the grounds, which is equipped for the investigation and treatment 
of all forms of psychiatric illness. In addition, there is accommo- 
dation mainly in private rooms, both in the main hospital and in 
various villas, for longer-stay patients and geriatric patients. 


The hospital’s amenities include Gloucester House, which com- 
prises an Occupational Therapy department, a swimming pool, a 
squash court and library, while in the grounds there are tennis courts, 
a nine-hole golf course, etc. 


Fees range from £31.50 per week, and subscribers to private 
medical insurance schemes, such as British United Provident Associ- 
ation and Private Patients Plan, may claim benefit in respect of these 
charges. 


Further particulars may be obtained from the Medical Director, 
St. Andrew’s Hospital, Northampton (Tel.: Northampton 34354), 
who can be seen in consultation by appointment, either at the hospital 
or at 55 Harley Street, London W.1. 
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The Presidential Election and the Future 


The postal vote among Fellows and Members 
of the Royal College of Psychiatrists resulted in 
the election to the. Presidency of Professor 
Martin Roth. This was on the first vote, by a 
large and decisive margin. : 

Professor Roth was appointed in 1956 to the 
Chair of Psychological Medicine at the Uni- 
versity of Durham, later the University of 
Newcastle upon Tyne, and is Head of the 
Departments of Psychological Medicine at 


the Royal Victoria Infirmary and the Newcastle ' 


General Hospital. In these capacities he has 
shown himself an inspiring teacher and leader 
of research, and an energetic and helpful 
colleague with other professors and depart- 
mental heads in University affairs. His long 
period of service on the Medical Research 
Council and Clinical Research Board, his work 
for W.H.O., and his wide international repute 
and relationships should prove of value in 
forging some of the links at home and abroad 
that the Royal College wil need to make its 
influence felt, particularly in the early years. 

The election of oür first President is the result 
of a democratic process which was built into 
the structure of the College from its earliest 
planning. The pioneers who, at such labour, 
built these foundations foresaw that healthy 
` development of the College and the united 
loyalty of all those who had chosen psychiatry 
for their vocation could only be assured if all 
who were qualified could be directly involved 
in the key process of government: the choice of 
the governors. Holders of all offices and 
seats on the Council are chosen by postal 
ballot, ie. by the general membership, un- 
hindered by the need of attending any meeting 
and therefore independently at any time, now 
or in the future, of the wishes or predilections 
of any ruling ‘establishment’. 

The debt that the College owes to these 
founding fathers, who laboured so long to 
realize our aims and who planned so wisely, is 
one which will never be forgotten and can 
never bé repaid. 
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It would be appropriate to pay special tribute 
here to those among them who were deservedly 
nominated in the Presidential ‘election. No 
tribute could have been too great for the 
immense exertions of Dr. A. B. Monro on whom, 
as General Secretary of the Royal Medico- 
Psychological Association, the main burden 
fell, supported as he was by a succession of 
Presidents and a hard-working committee, 
including Dr. J. G. Howells as one of its most 
energetic members. An equally valuable contri- ` 
bution has been made by the Association's 
Registrar, Dr. William Sargant, who built up 
the strength of the Association by providing for 
the younger generations of psychiatrists teach- 
ing courses in which they received the inspira- 
tion of learning the best and most modern 
methods of treatment, whether physical, psycho- 
logical or social The Maudsley Bequest lectures 
stirred interest and enthusiasm and were widely 
appreciated. 

These are formative years for the new College. 
We shall not be expected to follow, with slavish 
imitation, patterns set by Colleges with centuries - 
of illustrious history behind them... How we, 
achieve our aims is indeed governéd' by pre- 
scribed rules, by our Charter and Bye-laws. But 
the aims are for us to decide. After centuries of 
neglect, psychiatry has become a sister service 
with medicine and surgery. The róle of a 
Cinderella is no longer appropriate to the 
maturity she has reached, to her powers and 
her duties. To the community, psychiatry owes 
not only help for those who are mentally ill but, 
more generally, an informed contribution to the 


‘relief of human suffering more widely envisaged. 


And to her own disciples she owes not only 
positions of responsibility and esteem but 
encouragement and opportunity for some of the 
most gifted and idealistic of the younger 
generation, with whom the future of the Royal 
College mainly lies. These are the often very 
talented young men and women, who seek in 
psychiatry an avenue for an attack on age-old 
ills and sicknesses which we are at last beginning 
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to recognize. They are aware, more acutely 
than an older generation, of what psychiatry 
offers in approaching such contemporary pro- 
blems as alcoholism, drug dependence, delin- 
quency and violence, as well as neuroses and 
psychoses; and they are attracted by the skills 
to be mastered and the opportunities for service 
that offer themselves. 

The raising of professional standards and the 
improvement of facilities for postgraduate 
education will inevitably be first among the 
College’s priorities. But the activities of its 
various Sub-Committees foreshadow other im- 
portant róles that can now be developed with 
fresh vigour and enthusiasm. The Research and 
Clinical Section of the old Association has, 
through its work, already set a pattern for 
fruitful scientific collaboration between psychi- 


atrists in different centres. The emergence of the 
Royal College will add a powerful impetus to 
such endeavours. Having regard to the range of 
disciplines and skills that its membership spans, 
the College should be able to express itself on 
certain issues! of public importance with that 
blend of objective and critical judgement and 
good sense that the practice of clinical psychiatry 
by means of scientific outlook and learning can, 
at its best, confer. And its new status as a Royal 
College should help to ensure that in matters 
in which a psychiatric viewpoint is relevant its 
counsels are heeded. It is a time of exciting new 
opportunities and difficult challenges, and a 
spirit of co-operation within the College should 
ensure that the many portents of success as we 
commence are translated into reality. 


Brit. F. Psychiat. (1972), 120, 3-17 


The Language of Schizophrenia: A Review and Interpretation 


By BRENDAN MAHER 


Psychopathologists have tended to regard the 
phenomena of schizophrenic language as reflec- 
tions of a more basic disturbance of thought. 
Writings on these topics generally link them 
together (e.g., Kasanin's Language and Thought 
in Schizophrenia, 1944). Critchley (1964), from 
his survey of major aspects of psychotic speech, 
concluded that the ‘causation of schizophrenic 
speech affection lies in an underlying thought 
disorder, rather than in a linguistic inaccess- 
ibility'. Differences of opinion are evident as 
to what the nature of this thinking disorder 
might be. Regression (Gardner, 1931; Kasanin, 
1944), excessive concreteness of thought (Gold- 
stein, 1944; Milgram, 1959) and deficiency 
in logical deductive reasoning (Von Domarus, 
1944) are some of the more prominent hypo- 
theses to be found in the literature relating 
to this problem. 

Most of these hypotheses share a set of 
implicit assumptions about the kind of model 
that is appropriate to conceptualizing the 
relationship between language and thought. 
The model might be likened to a typist copying 
from a script before her. Her copy may appear 
to be distorted because the script is distorted 
although the communication channel of the 
typist's eye and hand are functioning correctly. 
Alternatively, the original script may be perfect, 
but the typist may be unskilled, making typing 
errors in the copy and thus distorting it. 
Finally, it is possible for an inefficient typist 
to add errors to an already incoherent script. 
Unfortunately, the  psychopatbologist can 
observe only the copy (language utterances): 
he cannot examine the script (the thought). 
In general most theorists concerned with 
schizophrenic language have accepted the 
first of the three alternatives, namely that a 
good typist is transcribing a deviant script. 
The patient is correctly reporting a set of 
disordered thoughts. As Critchley put it: 


*Any considerable aberration of thought or 
personality will be mirrored in the various 
levels of articulate speech—phonetic, phonemic, 
semantic, syntactic and pragmatic.’ The 
language is a mirror of the thought. 

In this paper the writer will review the 
present state of knowledge about language 
disturbances in schizophrenia and will suggest 
a theoretical formulation that may serve to 
encompass many reported empirical findings. 
Excluded from the review will be those dis- 
orders of thought in which no accompanying 
disturbance of language occurs. Thus delusional 
thinking, in which the chief evidence of the 
thought disorder lies in the implausibility of the 
patient’s statements rather than in any aber- 
ration of his language usage, will be omitted. 

As a propaedeutic to the discussion of empiri- 
cal findings it will be useful to review briefly 
some techniques and concepts from linguistics, 
communication and information theory and 
from the psychology of language. ~ 


Information, Redundancy and Transttional 
Probabilities 

Communications engineers, notably Shannon 
(1948, 1951), have introduced a technical 
concept of information which has significance 
for the study of schizophrenic communication. 
It has, however, a highly specialized meaning 
differing from the normal connotation of 
‘information’. A unit of communication may be 
said to convey information when its occurrence 
cannot be predicted with complete accuracy 
from knowledge of the previous units in the 
message. Obversely, when it can be predicted 
from the prior elements in the message the 
unit is defined as redundant. The difference 
between this meaning of the term redundant 
and the more common meaning of semantic 
redundancy may be shown by a relatively 
simple illustration. Let us take a situation in 
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which a listener receives the following in- 
complete message: The title of a popular old song 
is “Boys and girls come out to...’ The listener can 
guess with a high degree of certainty what 
the missing word is. In this sense, the word 
play is redundant. Its occurrence at the appro- 
priate point in the sentence can be predicted 
with considerable assurance simply from the 
previous elements in the message. However, it 
is not redundant in the sense that it duplicates 
a unit already included in the message. The 
contrast can be seen from a different example 
where a complete message might have been 
‘Parents are requested to bring their children and 
offspring, but the final word is omitted. It 
would be very difficult to predict that the 
word offspring was the missing unit. In this 
sense it is not redundant but conveys informa- 
tion. On the other hand offspring is a synonym 
for children in ordinary usage and is thus seman- 
tically redundant. 

These technical concepts of information and 
redundancy depend in turn upon the existence 
of transitional probabilities in language usage. At 
the level of single letters in words, the transi- 
tional probability, in English, that the letter Q, 
will be followed by the letter U is close to 
1-0, i.e., almost certain. The probability that 
the letter N will be followed by the letter X is 
quite low but that it will be followed by G is 
quite high, and so on. When the transitional 
probability that one unit will be followed by 
another specific unit is very high, then the 
actual occurrence of the second unit is relatively 
redundant. 

In the normal English sentence, the pre- 
dictability of one word's following another may 
be estimated at two levels, either syntactic or 
lexical. Given the message: The beggar's coat 
was very . . . it is quite probable that the missing 
final word is an adjective, such as ragged, 
worn, tattered, etc., thus predicting the syntax 
class of the missing word would be relatively 
easy. On the other hand, predicting the specific 
word used, the lexical unit, is more difficult. 

Measurement of redundancy in language 
samples has been made possible by the use of a 
rather simple procedure, the technique of 
Cloze Analysis (Taylor, 1953). In this procedure, 
the text to be measured is prepared with every 


nth word (usually every fifth) omitted. Normal 
readers are then given copies of the text and 
asked to enter their estimates of the missing 
words in the appropriate spaces. The redun- 
dancy of passages may be compared in terms 
of the accuracy with which normal readers 
estimate the identity of the missing words. 
Percentage comparisons permit quantification 
of the differences between passages. 

Edgar Rubin*, the Danish psychologist, 
suggested that redundancy in the language 
might be viewed as a safety margin for the 
understanding of communication under the 
many difficult conditions that this may be 
necessary—noise, fatigue of the listener and 
the like. A language that had little or no 
redundancy would be subject to easy mis- 
understanding under all but ideal conditions 
of reception. Military voice codes of the 
*A-Able, B-Baker, C-Charlie’ variety are good 
examples of this principle. Noise on a radio 
channel may obliterate a single letter, such as 
‘Œ, but would have less probability of obliter- 
ating all of the word ‘Charlie’. If the receiver 
hears ‘—-arlie’ he can estimate the missing 
part of the word fairly easily and hence receive 
the message correctly. 


Statistical Properties of Language: Zipf^s Law 
Some years ago G. K. Zipf (1949) advanced 
the Principle of Least Effort to account for some 
statistical regularities in human behaviour. 
Summarized crudely the principle states that 
human behaviour (like the activity of many 
physical systems) develops towards the con- 
servation of energy. However, the most that is 
possible in the planning of effort is that the 
average amount of work required is reduced. 
Thus when Morse was designing the telegraphic 
code he gave the shortest symbol (the dot) 
to the most used letter in English, E. Assign- 
ment of other transmission symbols to letters 
of the alphabet was also guided, albeit approxi- 
mately, by their frequency of use, the least 


* Although the major development of the concepts of 
information and redundancy was achieved by the work of 
Shannon, Rubin had already performed studies and re- 
ported his ideas on these problems in the late 1920s 
at the University of Copenhagen. For a published version 
of his writings on redundancy the reader is referred to 
Rubin (1956). 
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used letters being assigned the longest trans- 
mission symbols. Any one telegraph message 
might happen to require long transmission 
symbols, but the average of messages sent with 
this code would be efficiently brief. 

The details of Zipf's theory may be omitted 
here, but we should note the nature of his 
findings regarding the relationship between 
word frequency and rank of frequency in language 
usage. In any passage of language we may count 
the total number of words used (‘tokens’) 
and the total number of kinds of words used 
(‘types’). For example, in the sentence immed- 
iately preceding this one there are 26 words, 
but owing to the repetition of words such as 
‘the’ and ‘of’, ‘used’, etc., there are only 19 
different types. In long passages we may, 
rather laboriously, tabulate the frequency of 
use of each type that appears in the passage 
and derive a rank order (Rank 1 being assigned 
to the type used most often, and so on) and then 
plot the rank order of types against the actual 
numbers of their frequencies. Thus, the type 
assigned Rank 1 might have occurred 50 
times, Rank 2, 25 times and so forth. When 
this kind of plot is conducted, Zipf discovered 
that there appears to be a regularity in the 
relationship which can be expressed by the 
statement ‘Rank X Frequency is a constant’. 
When the two scales (rank and frequency) 
are made logarithmic the resulting graphic 
plot is linear, sloping down from left to right. 

Zipf studied this phenomenon in many 
languages and from diverse sources within 
English. He was able to demonstrate considerable 
stability of the relationship in all of these 
sources. This relationship has been termed 
Aipf's Law. A more sophisticated exposition 
of it has been made by Mandelbrot (1953) 
in which the nature of the cost-conservation 
(or effort-conservation) basis of the law is 
demonstrated mathematically. 

However, a much simpler use of the type- 
token frequencies has been used by many investi- 
gators through the 7 ype-Token Ratio. This is 
computed by dividing the number of tokens 
in a sample into the number of types, the result- 
ing ratio being reported as a decimal. Over 
several years the TTR has been computed for 
samples of schizophrenic writers by different 


investigators, with results to be discussed later 
in this paper. 

Measures derived from the study of informa- 
tional or statistical regularities in normal 
language provide a somewhat limited basis 
for the study of psychotic utterances. If we 
find that the language of some schizophrenic 
patients deviates from normal patterns of 
redundancy or from normal rank-frequency 
relations we have established the deviancy 
in relation to a quantifiable criterion of 
normalcy. We have not, however, discovered 
the nature of the processes that produce the 
deviancy—we can only say that the language 
was not produced in accordance with some 
of the usual principles governing language 
utterances. Redundancy measures and Zipf 
constants might be likened to oral body tem- 
peratures. When the reading deviates from the 
norm we know that something has occurred 
to interfere with a normal bodily process: 
the kind of thing that might have happened 
cannot be inferred from the temperature 
reading alone, and many different types of 
process might produce the same temperature 
deviations. However, we can use shifts in these 
readings either towards or away from normalcy 
as crude indices of the shifting of the patho- 
logical process in the direction of improvement 
or deterioration. Thus measures derived from 
the techniques of linguistic analysis described 
above may have considerable clinical usefulness 
even though they do not yet contribute directly 
to our knowledge of the aetiology of psycho- 
pathology. 


Generative Grammar 

Many linguists, including especially Chomsky 
(cf. Chomsky, 1965), have been working on 
problems concerned with establishing the basic 
grammars for a language. The complexity 
of the linguistic principles that they have 
derived prevents adequate description here. 
However, a considerable share of their effort 
has been devoted to the question of transitional 
principles in sentences, i.e. the discovery of the 
rules whereby a sentence in one form (‘John 
is wearing a hat) may be transformed to 
some other form (‘A hat is worn by John’) 
while preserving the semantic meaning of the 
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original sentence. There would appear to be 
a prima facie possibility that the grammatical 
principles of a language might have psycho- 
logical significance. It is possible that they are 
learned, or, as some linguists have suggested 
(c£. Lenneberg, 1967), that they may be influ- 
enced by innate structural limitations of the 
information-processing capacities of the central 
nervous system. However, although there have 
been suggestions by others (e.g. Pavy, 1968) 
that generative grammars may help unravel 
the problem of grammatical deviations in 
schizophrenic language nothing has yet been 
forthcoming along these lines. 

With these concepts and terms in mind we 
may now turn to review the data so far obtained 
by research into schizophrenic language. Let 
us consider first the results of inquiries into 
the formal characteristics of psychopathological 
utterances. 


FORMAL CHARACTERISTICS 

Information- Redundancy 

Several investigations have been made into 
the redundancy of schizophrenic speech and 
writing using the Cloze procedure. Salzinger, 
Portnoy and Feldman (1964) report that the 
speech of schizophrenic patients is less redundant 
(i.e. is harder to predict on the basis of partial 
samples) than that of normals, and this decreas- 
ing redundancy is associated with increasing 
stay in hospital (correlation— +47). Rice (1970) 
reports that redundancy is related to psy- 
chiatrists’ clinical impressions of the degree 
of disorganization revealed by written language 
utterances in patients: the two measures corre- 
lated — +71 (low redundancy being found in the 
highly disorganized and vice versa). Nor were 
these measures affected by chlorpromazine 
medication. Speech emitted under the influences 
of small doses of chlorpromazine communicates 
less well than speech emitted without the drug, 
the redundancy decreasing with increasing 
dosages (Salzinger, Pisoni, Feldman and Bacon, 
1961). Redundancy scores for speech uttered 
under the influence of LSD are lower than 
normal values (Check and Amarel, 1967), 
but under adrenaline redundancy increases 
(Honigfeld, 1965). 


In a rather complex study of redundancy 
in schizophrenics Bertoch (1966) found that 
those patients who exhibited the most severe 
thinking disorder—on the basis of interview— 
were least redundant when composing verbal 
responses to ambiguous pictorial stimuli but 
most redundant when composing responses 
to relatively unambiguous stimuli. It is possible 
to interpret these results to mean that when 
the patient with thought disorder is faced 
with the necessity of talking about events that 
are clearly defined, he does so in a more con- 
ventional and stereotyped manner than the 
normal control; when required to communicate 
about ambiguous events, he is more disorgan- 
ized and hence less redundant than the normal. 

All in all, we can summarize this area of 
investigation by concluding that in general 
severity of schizophrenic disorder as judged 
by clinical interview and observation is reliably 
related to unpredictability of language utter- 
ance (low redundancy). However, as already 
mentioned, this kind of finding does not of 
itself shed direct light on the underlying 
aetiology of the language disturbances; it 
simply demonstrates it in quantitative terms. 
The findings with regard to drugs raise the 
rather interesting question of the relationship of 
biological variables to language production, 
a matter that we shall discuss later. 


Redundancy and the Perception of Language 

There is a solid body of evidence to the 
effect that redundancy in language utterance 
aids in later recall of what was uttered (Miller 
and Selfridge, 1950), and how easily it may be 
read (Weaver and Kingston, 1963). Presumably 
the greater efficiency of processing highly 
redundant utterances reflects the fact that 
words that are missed in perception or forgotten 
in the recall task are interpolated on the basis 
of the probabilities provided by perception or 
recall of the surrounding words. In this sense, 
perception and recall include processes very 
similar to those by which a reader decides 
what words to enter when completing a language 
sample that has been mutilated for Cloze 
analysis. Lawson, McGhie and Chapman 
(1964) report that whereas normal subjects 
benefit in a recall task from an increase in the 
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redundancy of the passage to be recalled, 
schizophrenic subjects improve much less. 
From this we might conclude that redundancy 
in the language dees not do as much to help 
the schizophrenic to process it. 

However, the method used by Lawson et al. 
to create redundancy was to construct passages 
based upon increasingly long strings of words 
with suitable transitional probability orderings. 
They did not manipulate syntactic rules as 
well, and thus their data leave unanswered 
the question of whether or not the schizophrenic 
patient is able to utilize syntactic rules in 
his perception of speech. Lewinsohn and 
Elwood (1961) found contrary results to those 
of Lawson et al, using the same method. 
Levy and Maxwell (1968), and Raeburn and 
Tong (1968), used the transitional probability 
procedure also, and found that acute schizo- 
phrenic patients were impaired in their ability 
to benefit from the increased contextual cues. 

Gerver (1967) introduced the factor of 
grammatical constraint into a further study 
of this problem in order to investigate the 
effect of linguistic rules on the perception of 
speech by schizophrenic patients. Subjects were 
required to listen to sentences that were 
(a) grammatical and meaningful, (b) grammati- 
cal but meaningless, and (c) ungrammatical, 
meaningless strings of words. They were 
presented against a background of white 
noise, there being six different signal-to-noise 
ratios. Immediately after hearing each sentence 
the subject was required to repeat it aloud 
to the experimenter. The results showed that 
schizophrenic subjects were inferior in per- 
formance to normals, but that their scores were 
significantly aided by syntactic and semantic 
organization within the material to be recalled. 

Most recently, Truscott (1970) has reported 
a highly systematic investigation of this problem. 
She employed four classes of verbal material 
(a) normal sentences, e.g., Snug rings bind 
chubby fingers, (b) anomalous sentences, Snug 
olives spread splintered subdivisions, (c) anomalous 
but semantically related word strings, Rings 
snug fingers chubby bind, and (d) random word 
strings, Olives snug subdivisions splintered spread. 
Schizophrenic subjects were inferior to normal 
controls on all of these classes of language, 


the greatest difference being in the case of the 
normal sentences, where normal controls showed 
dramatically improved recall while the schizo- 
phrenic subjects were only a little better than 
they were with semantically-related and random 
word strings. 

Salmon, Bramley and Presly (1967) report 
data on the Word-in-Context technique applied 
to  thought-disordered and — non-thought- 
disordered schizophrenics. In this technique, 
developed by Heim and Watts (1958), the 
subject is required to infer the meaning of 
unfamiliar words from clues provided by the 
context of sentences in which the words are 
embedded. Although the test has been regarded 
by its authors as a useful tool in research on 
thought processes and concept formation, we 
might note that it presents a task similar to 
that of the Cloze procedure—namely that of 
guessing what word or definition should be 
entered in a sequence of words on the basis 
of the redundancy of the previous words in the 
sequence. Salmon et al. (1967) report that 
thought-disordered patients were inferior to 
non-thought-disordered patients on this test. 
Their obtained differences were not statistically 
significant but were in the predicted direction. 
Unfortunately they did not obtain comparable 
data from normal controls and it is not possible 
to be certain that their patients were absolutely 
less competent at this task than non-schizo- 
phrenic subjects might be. 


SUMMARY 

All in all, however, the empirical data 
available strongly support the view that the 
schizophrenic is not able to gain as much 
advantage from the redundancy of language 
(both semantic and syntactic) as the normal 
does. Several theoretical possibilities exist 
as explanations of this and will be taken up 
later in this paper. 


STATISTICAL PROPERTIES OF SCHIZOPHRENIC 
LANGUAGE 
Several studies have been conducted to 
evaluate the nature of the Type-Token Ratio 
in schizophrenic utterances. For the sake of 
convenience the results of these studies are 
presented in Table I. As will be evident from 
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TABLE I 
T ype-token ratios obtained from schizophrenic patients 








Reference Subjects and controls TTR 
Fairbanks (1944) Schizophrenics, speech "57 
College Freshmen, speech -64 
Mann (1944) Schizophrenics, written -66 
Freshmen, written -71 
Pavy, Grinspoon and Chronic schizophrenics, written 39-57 
Shader (1969) Chronic schizophrenics, written, 
under medication -58 
Acute schizophrenics, written 66-70 
Acute schizophrenics, written, 
under medication *69 
Critchley (1964) (1) Schizophrenic. patient, 
written +26 
(2) Schizophrenic patient, 
written 65 
Maher, McKean and Thought-disordered schizo- 
McLaughlin (1966) phrenics, written “71 
Non-thought-disordered 
schizophrenics, written “74 





the Table, TTRs of schizophrenic utterances 
tend to be lower than those from normal 
samples, but the range of differences in both 
sources is rather wide. These results, if taken as 
reliable, would suggest that schizophrenic 
language is characterized by a tendency to 
repetition of words, and perhaps also of phrases 
or other verbal units, and that these repetitions 
will occur at shorter intervals than will be 
found in the usage of words by normal indivi- 
duals. Detailed analysis of repetition patterns 
in language has been conducted by Mittenecker 
(1951, 1953). He has tabulated repetition of 
words, parts of words and syllables in German 
language samples. A repetition is counted 
whenever it occurs within 35 syllables of its 
previous appearance. His data indicate that 
frequent repetitions at smaller intervals is 
characteristic of both schizophrenic subjects 
and schizothymic normal individuals. Paranoid 
patients resembled normals generally more than 
they did schizophrenics in these measures. 

A direct study of the relationship between 
word frequency and rank (Zipf’s Law) has 
been reported by dal Bianco (1957). Un- 
fortunately it is based upon very limited data, 
and it is not possible to draw statistically 
reliable conclusions. However, the schizo- 
phrenic language samples deviate from the 


normal linearity of the rank-frequency rela- 
tionship in a manner consistent with the notion 
that the patient uses a more restricted vocabu- 
lary. In this respect they replicate the single-case 
analysis reported by Whitehorn and Zipf 
(1943) in which the rank frequency distribution 
of words in the letters of a paranoid patient 
showed a steeper slope of the curve, and hence 
more repetition, than was the case with normal 
adults. 

The interpretation of repetitions is a matter 
for debate. Several plausible hypotheses may 
be offered. Mittenecker has suggested that 
repetition arises in language because the utter- 
ance of words activates them ‘submentally’, 
and this activation persists for some time after- 
wards, increasing the probability that they 
will be uttered again. Individual differences in 
the intensity of this process will be reflected 
by differing tendencies to repeat words. Persons 
with fluctuating high intensities will produce 
very frequent repetitions, and some such process 
might be inferred to be happening in the case 
of schizophrenia (Mittenecker, 1951). Bobon 
(1967), following a discussion of language 
aberrations in French-speaking schizophrenics, 
suggests that repetition is evidence of excessive 
rigidity and need for security and should be 
interpreted as an anxiety-reducing symptom. 
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A third possibility is that the patient's inability 
to profit from the redundancies of his own 
language means that the utterance of a word 
does not reduce the probability that it will 
be repeated soon afterwards (a reduction of 
probability that should influence utterances 
by a normal speaker). It is as if the patient has 
‘forgotten’ what he just said or wrote and thus 
repeats himself. Such an interpretation may be 
made from the hypotheses of short-term memory 
deficit or of deficit in the processing of incoming 
sensory input (Venables, 1964; Yates, 1966). 
Finally, we should note that repetition might 
arise not because of some process of increased 
activation of previously uttered words but 
because low-frequency words in the patient's 
vocabulary have dropped out of usage; this 
might be due either to a general depression of 
infrequently practised activities or to the 
saving in effort resulting from doing without 
less immediately available vocabulary resources. 


SUMMARY 


The sum and substance of the data available 
from statistical measures such as frequency 
counts, repetition indices and the like is that 
the schizophrenic tends to use a restricted 
vocabulary, and that this restriction necessarily 
involves the frequent repetition of the same 
words in passages of utterance. Mittenecker's 
observation that the patient also tends to 
repeat at the level of syllables suggests that the 
problem is not one of the limited availability of 
vocabulary as such, but an active tendency for 
words or parts of words, once uttered, to 
intrude into the utterance again soon. 


ASSOCIATIONAL PROPERTIES OF SCHIZOPHRENIC 
LANGUAGE 

Clinical reports have abounded with descrip- 
tions of the tendency of schizophrenic language 
to be disrupted by irrelevant associations. 
Examples are plentiful, and a few will suffice 
here. A patient writes, ‘I like coffee, cream, 
cows, Elizabeth Taylor’ (Maher, McKean and 
McLaughlin, 1966). One of Bleuler’s patients, 
when asked with whom she had been walking 
the previous day, enumerated the members 
of her family, listing ‘Father, son’ and adding 
‘and the Holy Ghost. Mittenecker (1:951) 


quotes a patient as saying in German, *. . . Das 
ist vom Kaiserhaus, sie haben es von den 
Voreltern, von der Vorwelt, von der Urwelt. 
Frankfurt-am-Main, das sind die Franken, die 
Frankfurter Wurstchen, Frankenthal, Franken- 
stein...’ [‘It is from the Imperial House, they 
have it from ancestors, from the ancestral 
world, from the pre-world. Frankfort-on-Main, 
there are the Franks, Frankfurter sausages, 
Frankenthal, Frankenstein . . .”] 

This well-established phenomenon has given 
rise to several hypotheses. The first of these is 
that the manner in which the patient forms 
associations is deviant. In its simplest form 
this hypothesis leads to the prediction that the 
responses of schizophrenic patients to word 
association tests will differ significantly from 
those of normal individuals. Many studies 
have been undertaken on this point, but a 
large percentage of them must be regarded 
with caution because of a failure to ensure that 
the patients heard the stimulus words correctly. 
Moon, Mefferd, Wieland, Porkorny and 
Falconer (1968) showed that schizophrenics 
had significantly more auditory misperceptions 
of stimulus words than normal controls with 
whom they were matched for auditory acuity 
(the misperceptions not being due, presumably, 
to difficulties in auditory acuity but to diffi- 
culties in recognition). When these mis- 
perceptions were controlled, schizophrenic and 
normal samples were similar in the pattern 
of associations produced. Findings of difficulty 
in auditory perception in schizophrenia have 
been reported quite frequently in the literature 
but not taken into serious account by most 
experimenters studying word association 
patterns. A very thorough study of the structure 
of associations in normal and schizophrenic 
subjects was reported by Moran, Mefford and 
Kimble (1964), with the conclusion that both 
groups shared a common associative structure. 
Additional reports by Lang and Luoto (1962) 
and by Spence and Lair (1964) suggest that the 
associational mediations of schizophrenics are 
similar to those of normal subjects. 

As against these data may be set the many 
studies reporting that schizophrenic patients 
give idiosyncratic responses to word association 
test words. Several of these have been reviewed 
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by Pavy (1968). None of them controlled for 
possible misperception of the stimulus words by 
the subject. In the circumstances it seems that 
there is no solid reason to suppose that the 
associative processes (that is to say the principles 
by which words become associated with each 
other) are different in schizophrenic patients 
from those operating in normals. On the other 
hand there is good reason to hypothesize that 
perceptual inaccuracy is not uncommon in 
schizophrenia and should lead to occasional 
misperception of the stimulus words. A conse- 
quence would be that the associative response 
may be normal in terms of the stimulus as 
misperceived, but will appear irrelevant or 
idiosyncratic to the experimenter. In this 
connection we may note that the basis for the 
associative chaining in the examples given above 
is generally fairly obvious—the associations 
between coffee and cream, between father, son and 
Holy Ghost, and between Frankfurter and Franken- 
stein do not appear difficult to fathom. What 
seems to be bizarre is not the nature of the 
associations that intrude into the utterance, 
but the fact that they intrude at all. 


Competing Associations 

Clinicians have frequently remarked on the 
tendency of schizophrenic patients to exbibit 
‘punning’ confusions in their language usage. 
Puns made deliberately by normal individuals 
depend for their humorous effect upon the fact 
that both the speaker and the listener can 
keep the several meanings of the word in mind 
at the same time. Schizophrenic punning, on 
the other hand, may appear as a pun only to 
the listener—there being no awareness of the 
double meanings on the part of the speaker. 
Chapman, Chapman and Miller (1964) have 
reported investigations of the hypothesis that 
the schizophrenic is particularly incapable 
of inhibiting from consciousness the ‘dominant’ 
meaning of a multiple-meaning word. In a 
double-meaning word, for instance, both of the 
meanings may not be equally frequent in 
normal usage. The word ‘date’ referring to 
a day of the year might occur more often than 
‘date’ meaning the fruit of the date-palm. 
Because of differential frequency of use the 
associations to the more common meaning may 


develop in greater number and more strength 
than those to the less common meaning. Being 
vulnerable to associative intrusion, the schizo- 
phrenic may be peculiarly liable to the intrusion 
of associations to the dominant meaning on 
those occasions when his intention was to use 
the word in its least common meaning. In their 
investigations, Chapman et al. (1964) were 
able to demonstrate that schizophrenics were 
indeed liable to this kind of confusion when 
required to interpret the meanings of words 
in sentences. A typical sentence would be as 
follows: ‘The tennis player left the court because he 
was tired? Three alternative explanations of 
this sentence were provided, one referring to a 
tennis-court, another referring to a court of 
law and a third referring to an irrelevant topic. 
Their findings clearly support the view that 
intrusions of dominant meanings occur in the 
responses of schizophrenics but that intrusions 
of weaker meanings are much less common. 

It is worth noting that this tendency to select 
the stronger meanings of double-meaning 
words can be understood as a predictable 
consequence of the failure of the context to 
influence the patient's perception of an utter- 
ance. In the context of 'tennis-player, the 
intended meaning of ‘court’ should be clear. 
If the context is ignored or ineffective in 
determining the perception of meaning, the 
patient is likely to interpret it as if there were 
no context at all. This will influence his per- 
ception towards the most usual meaning of the 
word when it is presented alone—i.e., the 
‘strongest’ meaning. 


Salzinger’s Immediacy Hypothests 

Salzinger (1966) and his colleagues (e.g., 
Salzinger, Portnoy, Pisoni and Feldman, 
1970) have presented an hypothesis of schizo- 
phrenic behaviour generally under the term 
‘the immediacy hypothesis’. Stated in simple 
form it hypothesizes that schizophrenic behaviour 
is primarily controlled by stimuli which are 
immediate in the environment. In the case of 
language it can be deduced from this that any 
specific word in a schizophrenic utterance is 
more likely to be a response to some immediately 
proximate word than to words that had occurred 
much earlier in the utterance. Or, put more 


BY BRENDAN MAHER II 


briefly, schizophrenic utterance is less influ- 
enced by the context provided by the patient's 
own prior utterance than is the case with 
the language of normal subjects. An investiga- 
tion of this (Salzinger et al., 1970) showed 
that with increasing context it was increasingly 
possible for normal judges to predict which 
word had been omitted from the language of a 
normal speaker, whereas the provision of longer 
samples of context from schizophrenic utterance 
was less helpful. However, the judges were 
not able to do better in estimating the word 
omitted from schizophrenic utterances, given 
only a brief context, than they were with normal 
utterances. In short, the data do not support 
the view that schizophrenic language is more 
predictable from the immediately surrounding 
words than is normal language. It does support 
the position that longer contexts of schizophrenic 
languages are less influential in determining 
utterance than is the case in normal utterance. 
This latter finding, of course, is in line with the 
earlier reports of Lawson, McGhie and Chapman 
(1964) about the inability of the patient to use 
context in perceiving the speech of others. 
It extends this to include the inferred inability 
of the schizophrenic to be guided by the con- 
textual restraints of his own initial utterances. 


Literal—Figurative Confusion 

Double-meaning words sometimes divide 
their meanings between literal and figurative 
usage. Thus the word ‘blue’ has the literal 
(colour) meaning and the figurative (depressed 
mood) meaning. There are at the moment no 
data on the relative dominance of these two 
classes of meaning in normal usage. Prima 
facie it seems probable that the literal meaning 
will tend to be dominant inasmuch as the 
figurative meaning represents a later extension 
of an existing meaning to another class of 
phenomenon. However, this is an empirical 
question and requires investigation. For the 
present we may wish to point out that the 
distinction between figurative and literal mean- 
ings of words may be confounded by differences 
in the dominance of one kind of meaning over 
the other in general usage. Although a study 
by Chapman (1960) reported that schizophrenics 
made more errors of literal misinterpretation 


of words than did normals, an attempt at 
replication by Eliseo (1963) with control for 
vocabulary level of all subjects failed to find 
such a difference. All in all, it is difficult to 
support the conclusion that the schizophrenic 
is specifically troubled by confusion between 
literal and figurative meanings of words, and 
more probable that seeming instances of this 
kind of confusion are reflections of the in- 
appropriate intrusion of dominant meanings. 


The Concrete—Abstract Hypothests 

Several psychopathologists have suggested 
that the changes occurring in schizophrenia 
include a tendency to shift to more concrete 
and less abstract modes of thought and lan- 
guage (Goldstein and Scheerer, 1941; Flavell, 
1956; Milgram, 1959). While the notion of 
impairment of abstracting ability as defined 
by Goldstein includes a rather heterogeneous 
collection of difficulties, it involves the assump- 
tion that the patient would have a greater 
likelihood of using concrete words and diffi- 
culty in distinguishing between the concrete 
and abstract meanings of a word that possessed 
both kinds of meaning. Benjamin and Watt 
(1968) studied the liability of patients to two 
kinds of confusion; concrete-abstract and domi- 
nant-meaning versus weak-meaning as in the 
Chapman usage. Controls were used in the 
selection of words, ensuring that meaning 
strength and concreteness were unrelated in 
this experiment. Their findings, although in- 
conclusive on the point, tend to support 
the view that it is meaning strength rather than 
concreteness that influences the patient in his 
response to words. As this is the only reported 
study in which appropriate controls were used 
it provides the only reliable data on the problem. 
Demonstrations of a tendency to concreteness 
are unconvincing if this kind of control is not 
applied. While the Chapman hypothesisaccounts 
for the difficulty the patient has with double- 
meaning words it leaves unmentioned the other 
kinds of associational intrusion that are found 
in schizophrenic utterances. It may perhaps 
then be incorporated into a summary statement 
that schizophrenic language is disrupted by 
associations; that these associations are essen- 
tially normal in content; that they appear to 


I2 THE LANGUAGE OF SCHIZOPHRENIA: A REVIEW AND INTERPRETATION 


intrude more easily at some points of a sentence 
than at others, and that intrusion is more 
likely by associations that are dominant than 
by those that are weak. This last effect produces 
particular confusions surrounding the use of 
double-meaning words. 

This summary of some of the pertinent 
research leads us to consider the possible 
aetiology of associational disturbances in general. 
In the paragraphs that follow an explanatory 
hypothesis will be advanced, drawing on data 
from studies of language, but also from investi- 
gations of other kinds of schizophrenic path- 
ology. Before outlining this hypothesis, it 
may be useful to consider the logical and strategic 
specifications for an explanatory hypothesis 
of this kind. As far as possible it seems preferable 
to seek explanations of language symptoms by 
assuming that they are most likely to be aspects 
of a unitary pathological process. This means 
that (celeris paribus) we would prefer explana- 
tions which manage to relate the language 
disturbance to other schizophrenic disturbances 
of perception, motor activity, etc.; we would 
eschew explanations which assume special 
pathological processes operating in the case 
of schizophrenic language differing from those 
used to account for the other anomalies of 
behaviour in these patients. 

Secondly, a satisfactory explanation should 
permit predictions about the character and loca- 
tion of language disruptions: it should not be 
confined to post hoc interpretation of particular 
anomalies, varying in form from case to case. 
This does not mean that an explanation is 
unsatisfactory if it cannot predict precisely 
where the patient will have trouble in producing 
a clear utterance, but it does mean that the 
gross probabilities of difficulty with different 
types of utterance should be predictable from 
the explanatory hypothesis. 

At the present time, these requirements are 
expressions of hope rather than descriptions 
of contemporary attainments. It is with these 
hopes that the following hypothesis is presented. 


ASSOCIATIVE INTRUSION AND ATTENTIONAL 
Dertiarr: AN HYPOTHESIS 
It is proposed here that the language dis- 
turbances seen in some schizophrenic patients 


might be understood as the consequences of 
an inability to maintain attentional focusing. 
This deficiency is probably mediated bio- 
logically, although the mediating processes 
may fluctuate with varying conditions of en- 
vironmental stress. The central feature of this 
hypothesis is that the attentional disturbances 
believed to affect the processing of sensory 
input (cf. Venables, 1964; Shakow, 1963) 
also underlie the failure to inhibit associations 
from intruding into language utterance. Intru- 
sion of associations into language may be 
regarded as similar in character to the ‘intrusions’ 
of background auditory and visual stimuli 
into the perceptual processes of the schizo- 
phrenic patient. Attentional focusing of the 
patient is assumed to fluctuate so that vulner- 
ability to distraction varies from moment to 
moment. Intrusions occur when attentional 
focusing is broad and are absent when it is 
narrow. 

From this point of view, the utterance of 
normal, coherent speech may be seen as the 
result of the successful and instantaneous 
inhibition of associations to elements in the 
utterance. Each element of the utterance 
(syllable, word or phrase) may automatically 
activate associated elements in much the same 
way that single words activate associations 
when given in the Word Association Technique. 
These activated associations do not enter 
consciousness during the course of organized 
utterance. They do not enter consciousness 
because they are inhibited: the utterance of a 
sentence is thus an extremely complex act 
which involves amongst other things the con- 
tinuous inhibition of distracting associations. 
In this respect it resembles successful contin- 
uous focusing of attention on a changing visual 
stimulus field, inasmuch as the latter is also 
accomplished via the ‘tuning out’ of other 
elements of the visual field. 

The inhibitory or ‘tuning out’ process is 
assumed to be an active one. It will fluctuate 
as a function of several variables. In states of 
relaxation inhibitory efficiency will be low, 
and language should tend to be looser and 
more associative in nature. By the same token, 
it should be helpful to arrange for a speaker 
to be relaxed if we wish him to produce utter- 
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ances along associational lines, as in some 
psychotherapeutic techniques. Under conditions 
of high motivational arousal, such as exist, 
for example, when conversing during an impor- 
tant employment interview, attention will be 
focused narrowly, and language should be 
organized and free from associational looseness. 

Where an intrusion wil occur, and what 
kind of intrusion it is likely to be, appear to 
be the resultants of several factors working in 
combination. Some of these may be discussed 
here, although it is far from clear that we can 
do more than indicate some of the major 
factors at this time. Firstly, terminal points in 
an utterance, such as commas, full stop or 
period points seem to be points of particular 
vulnerability. It is less common to find associa- 
tions intruding in the middle of a clause than 
to find them between clauses. It might be 
that attention is organized to utter relatively 
coherent units, and resistance to intrusion is 
therefore high while the unit is in the course 
of being uttered. 

Although clinical cases of gross disturbance 
of syntax are reported, they appear to be less 
common than semantic disturbances. Associa- 
tional intrusions generally fit in with the syn- 
tactical structure of the preceding utterance. 
For example, a patient asked to explain the 
meaning of the word fable, replied “Trade 
good sheep to hide in the beginning. If we 
ignore the meaning of the individual words, 
but examine the grammar of the answer it 
appears acceptable in form. We do not know 
what the original intent of the patient's utter- 
ance might have been, but the disruptions of 
associations have not led to a disturbance 
of syntax. This suggests that where there are 
syntactical rules determining the word-class 
(noun, verb, etc.) that may be uttered next, 
these rules will tend to govern the probability 
that an association will intrude. If an association 
is of the correct word-class it will more readily 
intrude than an association which is of an 
inappropriate word-class. We would assume 
that inappropriate word-class items could 
only intrude when attentional focusing was 
very severely impaired; and that the presence 
of disrupted syntax in a patient's utterances 
would be a sign of greater clinical gravity than 


the semantic disturbances alone. It is quite 
possible that some syntactical rules are more 
vulnerable to disruption than others, and that a 
sophisticated analysis of syntactically disturbed 
utterances would reveal this. At the moment, 
however, there are no data bearing on this 
question and it remains a matter for research. 

What seems to be quite clear is that many, 
and perhaps most of the disturbances oflanguage 
found amongst schizophrenic patients do not 
involve syntactic errors, but are almost en- 
tirely a matter of semantic or lexical error. 
We have already discussed one kind of seman- 
tic weakness—susceptibility to punning con- 
fusions. A second form of intrusion appears 
to occur as a kind of ‘clang’ association to the 
initial syllable of a previous word (in contrast 
to the more usual ‘clang’ association to the 
terminal syllables). For example, in a document 
in the writer’s possession a patient wrote: 
‘The subterfuge and the mistaken planned 
substitutions for that demanded American 
action can produce nothing but the general 
results of negative contention and the impracti- 
cal results of careless application, the natural 
results of misplacement, of mistaken purpose 
and unrighteous position, the impractical 
serviceabilities of unnecessary contradictions.’ 

In this passage we can notice the following 
repetitions: Subterfuge—substitution; unright- 
eous — unnecessary: mistaken — misplacement; 
contention—contradiction. 

A third kind of associational intrusion appears 

in the form of associational pairings between 
separated words or clauses in a sentence. 
Critchley (1964) presented a passage from 
a patient reading in part as follows: 
‘See the Committee about me coming home 
for Easter my twenty-fourth birthday. I hope 
all is well at home, how is Father getting on. 
Never mind, there is hope, heaven will come, 
time heals all wounds, Rise again Glorious 
Greece and come to Hindoo Heavens, the 
Indian Heavens...’ (p. 361). 

We might speculate here that the initial 
sentence of the passage was a relatively clear 
statement of an intended utterance—a desire 
to come home for Easter. However, Easter has 
associations of ‘rising again’ and eventually, 
of ‘rising to Heaven’ and fragments of these now 
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intrude later in the passage, in the form of 
phrases such as ‘Rise again Glorious Greece’ 
and, elsewhere, ‘heaven will come’. These 
intrude in a manner which, though giving a 
disjointed character to the passage, does not 
violate syntactical rules. The intrusions occur 
at points where a comma separates one syn- 
tactical unit from another, much as some of 
our earlier examples showed associational 
intrusions at the full stop or period point. 
From the point of view advanced here, the 
repetition of words in schizophrenic utterance 
is also a case of associative intrusion. When 
a speaker (or writer) has uttered a word, we 
might suggest that there arises a state of 
activation of the network of associations to 
the uttered word. This network includes not 
only the associations but also the word itself. 
In normal language usage the content of these 
networks never enters consciousness but is 
inhibited instantaneously. Any failure of inhibi- 
tion leaves open the possibility of intrusion 
of any strong member of the network, including, 
of course, the ‘stimulus’ word itself. If the 
subsequent syntax permits, this stimulus word 
might well intrude into the utterance, pro- 
ducing the effect of repetition. These repetitions 
will be subject to the same general principles 
of vulnerability that apply to any other intru- 
sion. Hence we should expect them to occur 
more often at the end of a sentence or at the 
end of a clause. From a document in this 
writer’s possession the following example will 
serve: 

‘Kindly send it to me at the hospital. Send it 
to me Joseph Nemo, in care of Joseph Nemo 
and me who answers by the name of Joseph 
Nemo will care for it myself. Thanks everlasting 
and Merry New Year to Metholatum Company 
for my nose, for my nose, for my nose, for my 
nose, for my nose, for my nose.’ 

This example includes several different 
repetitions, one of which involves a slight 
change of meaning (‘care’ as in the postal 
address ‘in care of? and later in the sense of 
‘looking after) while the others are simple 
repetitions. 'Thus, it might be argued that the 
findings of Mittenecker (1951), for example, 
mentioned previously, and the many other 
data bearing on the tendency to repeat language 


units, could be included into the fundamental 
process of associational intrusion. Additional 
support for this possibility comes from the 
common observation that in the standard 
Word Association technique schizophrenic 
patients frequently respond by repeating the 
stimulus word. When we consider that the 
instructions used in this technique commonly 
ask the respondent to reply to the stimulus 
word with the first word that ‘comes in his 
mind' the tendency to repeat the stimulus 
word may be interpreted as a prolonged 
activation of the first word that did enter 
consciousness—namely the stimulus word. The 
adoption of an associational intrusion hypo- 
thesis of this kind may serve the heuristic 
purpose of integrating several divergent anom- 
alies of language into one single underlying 
process. 

. Smith (1970) reports an investigation directed 
at distinguishing between the production of 
deviant associations on the one hand, and on 
the other hand a failure by schizophrenic 
patients to ‘edit’ (i.e. inhibit) associations from 
utterance. He concludes: ‘... schizophrenics 
communicated poorly, not because they pro- 
duced deviant associations... but because 
they failed to edit adequately their responses 
by considering the relation between what 
they did not want to say and what they were 
about to say’ (p. 186). 

By assigning the problem to one of attentional 
deficiency, we have managed to suggest a 
continuity between these anomalies and the 
many other evidences of attentional deficiency 
in schizophrenia. However, the ultimate use- 
fulness of this kind of integration rests upon 
evidence that the attentional deficiency may 
be understood as the consequence of some 
more basic process. Venables (1964) has 
advanced the view that the attentional defi- 
ciencies found in the processing of sensory 
input are a consequence of pathological states 
of autonomic and cortical arousal. There is 
not space here to review the empirical support 
for his position, and it has been criticized 
recently by Neale and Cromwell (1:969). 
Venables’ suggestion is that in the early acute 
stage the patient is underaroused, and that 
underarousal is associated with broad span 
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of attention. Broad span of attention renders 
the patient liable to distraction by a wide 
range of stimuli, whereas under high arousal 
attention is narrowed and invulnerable to 
distraction. 

However, it should be noted that the rela- 
tionship between autonomic measures (GSR, 
heart rate, etc.) and clinical status (acute- 
chronic, process-reactive and paranoid-non- 
paranoid) is far from clear. A proper formula- 
tion of the arousal-attention mechanism is 
still needed, and some investigators have 
preferred to deal with the relationships between 
arousal and psychopathology without recourse 
to the concept of attention at all. A notable 
attempt along these lines has been made 
by Broen and Storms (1967), who prefer to 
relate arousal to concepts of learning and habit- 
strength, explaining changes in attention span 
as strategies learned by the patient because 
they serve to reduce his confusion. In spite 
of the difficulties in arriving at a proper formu- 
lation of the nature of the arousal-attention 
mechanism it seems profitable to persist in 
the attempt. The data of Chapman and 
McGhie (1962, 1964) are difficult to ignore 
and equally difficult to interpret without 
reference to concepts of broad and narrow 
attention. So far we have failed to develop 
autonomic measures of arousal that would give 
us uniform and unequivocal predictions of 
behaviour mediated via an attention mechanism; 
and this failure may, at least in part, be due 
to the fact that the crude polygraphic indices 
currently in use are influenced by many other 
sources of variance rather than to the lack 
of a biological process determining attentional 
range. 

Some data relating biological processes to 
language phenomena are already available. 
Rice (1970) reports that schizophrenic patients 
on phenothiazine medication (and presumably 
in lowered states of autonomic arousal) made 
more of the Chapman double-meaning errors 
than patients not medicated, a finding consis- 
tent with the view that lowered arousal leads 
to wider attention and more interference. 
We have already noted the finding that adrena- 
line improves communicability in language 
(Honigfeld, 1967), which is what we would 


expect if increased arousal leads to more 
highly organized utterance. 

Data reported by Mednick and Schulsinger 
(1965) indicate that children with a high 
genetic risk for schizophrenia (one or both 
parents schizophrenic) show a significant ten- 
dency to utter chain associations in a task 
requiring them to give single, controlled 
associations to stimulus words. As these children 
were not exhibiting pathological symptoms at the 
time of testing, and as many other measures 
of functioning gave quite normal results, it 
seems plausible to suppose that the inability to 
inhibit associations may be one of the early 
consequences of a biological deficiency of 
inhibition. From the same investigation comes 
a report that this group of children also showed 
broader gradients of stimulus generalization 
of the GSR than did normal controls, suggesting 
the early presence of autonomic differences also. 

Clearly, none of these data are more than 
suggestive. To a large extent the relationship 
between biological anomalies and language 
anomalies in schizophrenia remains virgin 
territory for research. It should also be clear 
that the vast bulk of previous research empha- 
sizes the need to make distinctions within the 
class of patient diagnosed as schizophrenic. 
Many patients in this diagnostic category do 
not exhibit language disturbance at all. Hyper- 
normal or hyponormal autonomic reactivity 
are found in only a proportion of schizophrenic 
patients. The same is true for a wide range of 
other responses. Hence, when advancing the 
hypothesis that associational interference is a 
consequence of attentional deficit, and that 
this in turn has probable autonomic determin- 
ants, it is most correct to say that there probably 
exists a group of patients to whom this hypo- 
thesis applies. For this group, the interpretation 
of language disturbance as another aspect 
of the disturbances found in the maintenance 
of external attentional focus promises to pro- 
vide some integration of a range of perplexing 
phenomena. 
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Modified Leucotomy Assessed Clinically, Physiologically and 
Psychologically at Six Weeks and Eighteen Months 
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After more than thirty years the operation of 
leucotomy still remains a controversial treat- 
ment, and its value is questioned by many. 
This scepticism, and the advent of new surgical 
techniques, have emphasized the need for 
careful appraisal of the results of psychosurgery. 
In a previous prospective study 40 patients were 
assessed six weeks after modified leucotomy, 
and 75 per cent of these patients were found to 
be clinically improved (Kelly, Walter and 
Sargant, 1966). They were less neurotic on the 
M.P.I., had lower Taylor Manifest Anxiety 
scores and rated themselves as less anxious; 
a good clinical outcome was associated with 
diminution of physiological arousal as measured 
by forearm blood flow and heart rate. This 
group has now been followed-up and reassessed 
18 months after operation, and a further group 
of 38 patients has been examined before, and 
again six weeks after, leucotomy. The data 
from the two groups have been combined to 
determine the immediate outcome for various 
diagnostic categories, and a multiple regression 
has been performed to elicit which of the 
pre-operative factors predict a favourable 
post-operative result. 


METHOD 

Group A patients 

Forty patients who had had a leucotomy 
between December 1963 and December 1965 
were assessed six weeks after operation (Kelly, 
Walter and Sargant, 1966) and again after a 
mean interval of 18 months. Six patients could 
not be retested because three had died from 
physical causes (none had committed suicide), 
one patient had emigrated to America, one 
had deteriorated to the extent that it was not 
possible to arrange a re-test, and one could 


not be traced. The mean age of the 34 remaining 
patients was 38:8 years. There were 14 male 
and 20 female patients and the diagnostic 
categories were as follows: recurrent non- 
agitated depression (9), agitated depression 
(3), chronic anxiety state (9), phobic anxiety 
state (4), obsessional neurosis (4), schizophrenia 
(2), personality disorder (3). 


Group B patients 

Thirty-eight patients were examined on 
whom modified leucotomies had been performed 
between January, 1966 and March, 1969. 
Of these, 9 were male and 29 female, with a 
mean age of 37:3 years, and they were diag- 
nosed as follows: recurrent non-agitated depres- 
sion (4), agitated depression (8), chronic 
anxiety state (3), phobic anxiety state (1), 
obsessional neurosis (12), schizophrenia (4), 
personality disorder (3), unreality state (3). 
There were many more female patients, and 
the diagnosis of obsessional neurosis was more 
common in group B than in group A, but the 
mean duration of symptoms (9:5 years) was 
similar. As in group A, all patients had received 
at least one course of ECT previously; 4 patients 
had had a previous leucotomy and the mean 
number of previous hospital admissions was 
4:7. Fifteen patients, almost 40 per cent, had 
made a determined suicidal attempt previously, 
compared with 25 per cent in Group A. 


Psychometric and physiological measurements 

The Taylor Scale of Manifest Anxiety 
(Taylor, 1953) and The Maudsley Personality 
Inventory, which measures Neuroticism and 
Extraversion (Eysenck, 1959), were completed 
before the physiological measurements were 
performed. For Group B patients the Beck 
Depression Scale was also used. 
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Forearm blood flow and heart rate were measured 
in the supine position, using a water-filled venous 
occlusion plethysmograph on the left arm; the blood 
pressure was recorded from the right arm. Plethysmo- 
graphic measurements were made at minute intervals 
during a resting period of 15 minutes (Kelly, 1967). 
This was followed by 2} minutes of stressful mental 
arithmetic, during which recordings were made at 
30 second intervals. The means of the three lowest 
resting forearm blood flow values and corresponding 
heart rates, and the lower of two resting blood pressure 
measurements during the resting phase, were cal- 
culated and called ‘basal’ values. The peak measure- 
ments of forearm blood flow, heart rate and the blood 
pressure during stressful mental arithmetic were 
designated ‘stress’ values. The patients were asked 
to estimate the degree of anxiety experienced while 
relaxing completely during the resting physiological 
measurements; a selfrating scale was used, with 
‘zero’ corresponding to complete relaxation and 
‘to’ to a life situation in which maximum tension or 
anxiety had been experienced. 'Their subjective 
feelings of anxiety during mental arithmetic were 
assessed on the same scale. Except for night sedation 
patients discontinued all medication for 24 hours 
before the physiological recordings were performed. 
If large quantities of drugs had been used previously 
this interval was extended. 


The patients were re-examined after six 
weeks by D.K. or C.W. and rated clinically 
as follows (Pippard, 1955): I Symptom-free, 
II Much Improved, IJI Improved, IV Not improved 
and V Worse. 


Selection of patients and type of modified leucotomy 
Group A patients 
Of the 34 patients, 28 had been selected for 


operation by one of us (W.S.). Each of the 
other six patients had been selected by a 
different consultant psychiatrist. Bilateral pre- 
frontal modified leucotomy was carried out on 
20 patients by Mr. Harvey Jackson (Jackson, 
1954) at St. Thomas’ Hospital. 

Rostral leucotomy (McKissock, 1959) was 
performed on 9 patients at either Atkinson 
Morley’s Hospital or Belmont. Mr.’ Knight 
performed a stereotactic tractotomy on 4 
patients at the Hammersmith Hospital, with 
implanted radioactive yttrium seeds (Knight, 
1964) at the site of his orbital undercutting 
operation (Knight and Tredgold, 1955). One 
patient had a bimedial leucotomy carried 
out at the Maudsley Hospital by Mr. Schurr 
(Falconer and Schurr, 1959). 


Group B patients 

Of the patients in this group 35 had been 
selected for operation by W.S., and 3 by Dr. 
Pratt at The National Hospital, Queen Square. 
Twenty-five patients were operated on by 
Mr. Harvey Jackson, 10 had rostral leucotomies 
at Atkinson Morley’s Hospital by either 
Mr. Richardson, Mr. Walsh or Mr. Tallala; 
3 rostral leucotomies were performed at the 
National Hospital by Professor Logue. 


RESULTS 
Group A 
Clinical rating 
Six weeks after operation 75 per cent of the 
patients were improved clinically and the ratings 
by diagnostic category are shown in Table I. 

















TABLE I 
Group ‘A’ diagnostic categories with clinical ratings 6 weeks and 18 months after leucotomy 
6 weeks 18 months 

N I II II IV N I II II Iv V 
Non-agitated depression su d 3 4 4 9 3 4 2 
Agitated depression .. T: 2 2 3 2 I 
Chronic anxiety state .. .. IO 4 2 3 I 9 2 2 I 4 
Phobic anxiety state  .. e 4 I 2 I 4 2 2 
Obsessional neurosis TM, I 4 4 2 2 
Schizophrenia .. vs su. I I 2 I I 
Personality disorder .. 3 I 2 3 I I I 
Post-herpetic neuralgia I I 
Total . "a .. 40 9 IO II IO 34 7 I2 5 9 I 


I Symptom free, II Much improved, YIX Improved, IV Not improved, V Worse. 
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Patients with anxiety and depression responded 
particularly well. All the patients suffering 
from depression had improved, go per cent of 
those with chronic anxiety states were better than 
before operation, and 75 per cent of those with 
phobias had also improved. The patients with 
obsessional neurosis, personality disorder and 
schizophrenia showed less improvement. 

Eighteen months after operation the patients 
with chronic anxiety states had deteriorated, 
and at this time only 55 per cent showed improve- 
ment; however, all the patients presenting 
with phobic anxiety were now improved 
(Table I). Only 20 per cent of the patients 
with obsessional neurosis improved initially, as 
compared with 50 per cent at the later follow- 
up, although the numbers are too small to 
draw firm conclusions. The depressed patients 
had maintained their early improvement, and 
only one patient with agitated depression had 
relapsed. There was little change in the other 
diagnostic categories. The overall figures for 
the 34 patients were as follows: Symptom-free 
(7), Much improved (12), Improved (5), 
Unchanged (9), Worse (1). During the follow-up 
period 52 per cent of the patients had received 
a further course of ECT, 30 per cent had been 
readmitted to hospital, 11 per cent made a 
suicidal attempt, though none had been 
successful, and 3 per cent had had a further 
leucotomy. 

All but one of the patients who had been 
readmitted to hospital during the follow-up 
period had a further course of ECT. Readmis- 
sion was associated with an unfavourable 
prognosis, since 50 per cent of the patients 
were subsequently rated as not improved at 
follow-up. Thirty-six per cent of those who had 
ECT during the follow-up period were also 
rated as not improved. The following diagnostic 
categories were represented among those who 
received a further course of ECT: depression, 
anxiety state, obsessional neurosis, schizophrenia 
and personality disorder, but there were no 
pre-operative features which clearly distin- 
guished them from the other patients. 


ADVERSE EFFECTS 


An attempt was made to assess adverse 
effects resulting from the operation, but it was 


ish 


often difficult to decide if minor symptoms, 
such as irritability, anergia, tiredness, forget- 
fulness, poor memory and concentration were 
due to leucotomy or to continuing psychiatric 
illness. At the follow-up interview there were 
no adverse personality changes in 64 per cent 
of the patients. Minor changes such as those 
mentioned above were present in 33 per cent; 
these included 4 patients with increased out- 
spokenness and mild euphoria. Severe person- 
ality change was present in one patient (3 per 
cent), who had become lazy and aggressive. 
Weight gain had occurred in 52 per cent 
of the sample, and it was not uncommon for 
patients to have gained 2 stone in weight 
(13 kg.). No patient was known to have had 
a grand mal convulsion, but many were still 
taking prophylactic anticonvulsants. 


Psychomeiric and physiological ratings 

Six weeks after operation there was a significant 
decrease in the mean Neuroticism, Taylor 
Anxiety score, and ‘basal’ anxiety self-rating. 
The ‘basal’ forearm blood flow, heart rate, 
systolic blood pressure, the ‘stress’ physio- 
logical measurements and anxiety self-rating 
were also significantly reduced (Table IT). 

Eighteen months after operation there was a 
significant reduction in the Taylor Anxiety 
score and in the ‘basal’ and ‘stress’ forearm 
blood flow and heart rate (Table II). The mean 
Neuroticism score and anxiety self-ratings were 
still less than the pre-operative values but 
failed to reach the accepted level of significance, 
while Extraversion had increased slightly and 
the blood pressure values had not changed. 
There had been no change in the clinical 
rating between six weeks and 18 months after 
operation, but the heart rate had decreased 
significantly and the systolic blood pressure 
and ‘basal’ anxiety self-ratings had increased 
(Table IT). 


Group B 
The diagnostic categories and clinical ratings 
are shown in Table III. Although Groups A 
and B were similar in number, in Group A 
there were 29 patients suffering from anxiety 
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TABLE II 
Group ‘A’ psychometric and physiological Merge (1) pre- (2) 6 weeks post- and (3) 18 months posi-leucotomy. Mean values 
Significant differences on 34 patients 
1. Pre 2. Post 3. Post I.vV2. V3. 2.V9. 
mean S.D. mean S.D. mean S.D. p P P 
Taylor scale 33-9 8-3 26-6 II*5 27:7 10:6 ‘Or “OL n.s. 
Neuroticism 33:3 10:2 25:7 12-7 29:4 11-8 ‘OI n.s. n.s. 
Extraversion 14°5 9:4 16:1 10°6 17°3 10°39 n.s. n.s. n.s. 
Basal 
forearm blood flow.. 3'1 1:2 2-0 o-8 2:1 I-I *O0I *O01 n.s 
heart rate 94'7 142 86:4 14:2 80:3 I2:4 ‘OO! ‘OO! “OL 
systolic B.P. 123°7 16:7 116: 1 1475 I94:3 . 21:5 *OI ns. “OL 
diastolic B.P. 80-6  ir:5 71:8 8.8 80-9 12:6 n.8. n.s. n.8. 
self-rating 3:9 2'I 2:8 I:7 3:5 2:4 *OI n.s. -05 
Stress 
forearm blood flow.. 5'4 2:9 4'3 2:1 4*3 2*5 *05 *05 n.s. 
heart rate 105'3 14:9 98-3 14°4 88-9 I2:4 “OL “OO *OOL 
systolic B.P. I92:4 17:0 I25*:9 16:7 192:7 29:5 *OI n.8. *05 
diastolic B.P. 85:4 10°7 82:4 grt 82:9 16:2 *05 n.s. n.s. 
self-rating 6:6 2:0 5:8 1*8 6-0 2:6 ‘OI ILS. n.s. 
Clinical rating 2*5 I-I 2:6 1-2 n.s. 
Taste III 
Group ‘B’ diagnostic categories with post-operative clinical ratings 
% of total 
N I II II IV improved 
Non-agitated depression .. 4 2 2 100 
Agitated depression 8 I I 3 3 62 
Chronic anxiety state 3 2 I 66 
Phobic anxiety state I I 100 
Obsessional neurosis 12 2 1 4 5 58 
Schizophrenia m 4 2 2 50 
Personality disorder 3 I I I 66 
Unreality state 3 I I I 66 
Total p dae m .. 398 5 9 II 13 66% 





I Symptom free, IX Much improved, VII Improved, IV Not improved 


of the former and 12 of the latter. Sixty-six 
per cent of Group B patients showed some 
degree of improvement at six weeks, as com- 
pared with 75 per cent in Group A. The 
Beck Scale had been completed by 35 of 
these patients and although the mean score 
decreased from 28 to 25, this was not a signifi- 
ficant change. The Taylor Anxiety score 
and ‘basal’ physiological measures decreased 
significantly, but the improvement in Neurotic- 
ism, Extraversion and anxiety self-rating failed 
to reach the -05 level of significance (Table IV). 


The ‘stress’ values which changed significantly 
were anxiety self-rating, heart rate and diastolic 
blood pressure. 


Groups A and B Combined 


1. Short-term Clinical Outcome 

The diagnostic categories which carried 
the best short-term prognosis on the combined 
data from Group A and B were depression and 
anxiety, with an overall improvement of over 
80 per cent. Obsessional neurosis, schizophrenia 
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and personality disorders showed an approxi- 
mately 50 per cent improvement rate (Table V). 

The psychometric and physiological data 
at six weeks showed that Neuroticism had 
fallen from 33-7 to 28-4 (p« -oo1), and Taylor 
Manifest Anxiety Score from 33:6 to 27:7 
(p«-:oor), but Extraversion had not increased 
significantly. (Table VI.) The ‘basal’ anxiety 
self-rating fell from 4-0 to 3:3 (p«-or), and 
there was a decrease in all the ‘basal’ measures 


23 
of physiological arousal. Forearm blood flow 
had fallen significantly from 2:9 to 2'r 
(p«-oor), heart rate from 9o:9 to 82.8 
(p<-oo1), and systolic and diastolic blood 
pressures had also decreased significantly. 
There were also significant decreases in all 
the ‘stress’ physiological values. These findings 
indicate that at the time of an early follow-up 
modified leucotomy results in a significant dimin- 
ution of free-floating and stress-induced anxiety. 


TABLE IV 
Group ‘B’ psychometric and physiological pre- and post-operative values 
Pre Post 
mean S.D. mean S.D. p 
Taylor scale 33:3 8:5 29-0 9:2 ‘OI 
Neuroticism 34°5 100 30°9 I0*0 n.s. 
Extraversion 15'4 8-7 16-7 9*5 n.s. 
Basal 
forearm blood flow 2:7 I'I 2:1 1'0 "OI 
heart rate 86-8 IO'I 79:2 10°4 *O0I 
systolic B.P 121:8 14:6 116:2 II':7 *05 
diastolic B.P 80-8 100 78-0 7:9 *05 
Self-rating 4^1 2:3 3:7 1:7 n.8. 
Stress e 5:4 2:4 4:6 3:0 n.$. 
forearm blood flow 
heart rate 97*1 12:6 89-3 11°93 *OI 
systolic B.P. .. 129°5 12:9 I25*1 14°9 n.s. 
diastolic B.P. .. 86:3 9:6 82:1 9:4 Ol 
Self-rating 6:7 art 5°7 2:4 *05 
TABLE V 


Diagnostic categories, operative techniques and clinical assessment 6 weeks after leucotomy on 78 
patients. I symptom free, 1I much improved, HI improved, IV not improved 








% of total 

N I II HI IV improved 
Non-agitated depression .. 15 5 6 4 o 100 
Agitated depression 12 3 3 3 3 75 
Chronic anxiety state . . Ig 4 4 3 2 85 
Phobic anxiety state Em on 5 o 2 2 I 80 
Obsessional neurosis vs ES C 2 2 4 9 47 
Schizophrenia ot aie 2x 6 o o 3 3 50 
Personality disorder - E 6 o I 2 3 50 
Unreality state se ae 3 I I I 66 
Post-herpetic neuralgia I I o 

Total 78 14 19 22 23 70% 
Modified pre-frontal 48 8 13 12 15 69 
Rostral zs js rs .. 28 5 4 9 5 78 
Others vs e ET = 7 I 2 I 3 57 
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Taste VI 
Psychometric and physiological data on 78 patients pre- and 6 weeks post-leucotomy 











Pre 
mean 
Taylor scale 33:6 
Neuroticism 33:7 
Extraversion 15°3 
Basal 
forearm blood flow 2°9 
heart rate 90:9 
systolic B.P. 124°9 
diastolic B.P. .. 82-0 
self-rating 4'0 
Stress 
forearm blood flow 5:4 
heart rate IOI:2 
systolic B.P. .. 192-8 
"diastolic B.P. .. 87:3 
self-rating 6.8 


2. Prediction of clinical state at six weeks 

A multiple regression was performed with the 
pre-operative physiological, psychometric, and 
clinical data from Group A and B as the inde- 
pendent variables, and the clinical rating as the 
dependent variable, to determine whether 
any of the pre-operative variables could predict 
a favourable outcome at six weeks. The 23 
independent variables used in this regression 
were: mean ‘basal’ and ‘stress’ forearm blood 
flow, heart rate, and systolic and diastolic 
blood pressures; anxiety self-rating and Taylor, 
Neuroticism and Extraversion scores; the diag- 
nostic categories of non-agitated depression, 
agitated depression, chronic anxiety, phobic 
anxiety, obsessional neurosis, schizophrenia, 
personality disorder; age, sex and finally, 
one of the surgeons, Mr. Harvey Jackson. 

Of the variation present in the dependent 
variable, 54:9 per cent is accounted for by the 
23 independent variables considered. The 
partial effects of 4 variables out of 23 were 
found to be significantly related to clinical 
rating (Table VII). These were a high ‘basal’ 
forearm blood flow, low ‘stress’ forearm blood 
flow, a high Extraversion score and the diag- 
nosis of chronic anxiety. These variables were 
associated with favourable clinical ratings. 

In order to determine the relative importance 
of the 23 independent variables considered, 


Post 

S.D. mean S.D. p 

T5 27:7 10:3 OOI 
9:8 28:4 11:8 oor 
8-8 16:2 IO-2 n.s. 
1:2 2-1 0*9 *001 
12-6 82.8 12°9 *OO0I 
16:9 117:9 15-9 ‘OOI 
III 78:3 8.8 *OOI 
2:4 3:3 1*8 ‘OI 

2:4 4'5 2:6 "05 

14:2 93:9 19:6 “OO! 
16:8 127:0 17:2 *OOI 
10:7 82:5 13°5 *O01 
2-0 5'9 2'1 *001 


multiple regression was carried out, excluding 
the independent variables from the regression 
one at a time. This enabled us to determine the 
partial sums of squares which could be attribu- 
table only to the particular independent variable 
excluded. The coefficient of determination was 
then used to obtain the percentage of variation 
of each independent variable and to rank them 
in order of relative importance. The four 
significant independent variables were, in 
rank order, ‘stress’ forearm blood flow, Extra- 
version Score, chronic anxiety and ‘basal’ 
forearm blood flow (Table VII). Forearm 
blood flow (‘basal’ -+ ‘stress’ values) accounted 
for 11:5 per cent of the variation present in 
the dependent variable, and was a better 
predictor of a good clinical outcome than any 
of the other physiological measurements, or 
the anxiety self-ratings. 


Type of operation: The type of operation did 
not appear to make very much difference to the 
outcome at six weeks (Table V). The improve- 
ment with the rostral operation was 78 per cent, 
compared with 69 per cent after Mr. Harvey 
Jackson’s operation, but the difference in 
clinical diagnoses probably explains this find- 
ing. Mr. Harvey Jackson’s operation was 
performed on 12 of the 17 patients with obses- 
sional neurosis (ie. over two-thirds) and this 
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Taste VII 
Multiple regression to determine variable predicting a good clinical rating from pre-leucotomy state 








Coefficient 
Regression of determina- 
Variable coefficient t tion % Rank 
‘Stress’ forearm blood flow O'21I 2:72** 727 I 
Extraversion ids m —0'04 2:25* 4:96 2 
Chronic anxiety .. e —1-88 2°34* 4°52 3 
‘Basal’ forearm blood flow —0*:933 2:07* 4'21 4 
‘Basal’ anxiety self-rating .. 0:12 1-98 3°85 5 
Non-agitated depression .. —1:39 1:96 3:76 6 
‘Basal’ systolic BP .. —0-02 I'0I 3°51 7 
Agitated depression ae —1:30 1*73 2:93 8 
Neuroticism - sis —0'03 1°66 2:71 9 
‘Basal’ heart rate .. ie 0-04 1:62 2:55 10 





The first 10 of the 23 independent variables considered are shown in rank order of 
relative importance. A negative regression coefficient (column 1) indicates that a 
high value is associated with a favourable clinical outcome, and a positive coefficient 
indicates that a low value is associated with a good clinical rating. 


Coefficient of Determination 


* p 0-05. 
** Do-or. 


group of patients is generally considered, from 
this series and other work, to have a less favour- 
able prognosis than patients with anxiety and 
depression. 


DISQUSSION 


The first group of patients studied (Group A) 
had a better clinical outcome at six weeks 
than the Group B patients and this was reflec- 
ted by greater changes in the psychometric 
and physiological measurements of arousal. 
In Group A, however, there were a larger 
number of patients with anxiety and depression, 
which usually denote a good prognosis, than 
in Group B, and in the latter there were also 
more patients with obsessional neurosis, with 
its less favourable prognosis. 

At the 18 month-follow-up of the Group A 
patients it was found that the initial improve- 
ment in depression had been maintained and 
that the patients with obsessional neurosis 
showed further improvement, while there was 
little change in the other diagnostic categories. 
However, some of the patients with chronic 
anxiety had deteriorated clinically, and there 
had been a significant increase in the ‘basal’ 


__ 8.3. Due to Regression ee 
Total sums of squares : 


self-rating of anxiety. The forearm blood flow 
remained at the same level, but, surprisingly, 
heart rate had further decreased significantly. 
When the 18 month follow-up values were 
compared with the pre-operative assessment 
the Taylor Scale of Manifest Anxiety, ‘basal’ 
and ‘stress’ forearm blood flow and heart rate 
showed a significant reduction, but Neuroticism, 
anxiety self-rating and blood pressure, although 
reduced, no longer reached the -o05 level of 
significance. Even a 50 per cent improvement 
rate is acceptable when all other treatments 
have failed. If only a partial recovery is achieved, 
medication to relieve anxiety and depression, 
or systematic desensitization, may benefit the 
patient to a greater degree after operation 
than before it (Marks, Birley and Gelder, ° 
1966). 

This study supports the findings of many other 
investigations, in that the patients who respon- 
ded best to leucotomy were those suffering 
from depression and anxiety; the results in 
obsessional neurosis, although not as good, 
are still gratifying. In schizophrenia, leucotomy 
may help depression or anxiety, but the effect 
of modified operations on delusions and hallu- 
cinations is often disappointing and only rela- 
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tively few patients with this diagnosis were 
selected for operation. 

The best physiological measure for pre- 
dicting a good clinical outcome at six weeks 
was forearm blood flow with a high ‘basal’ 
and a low ‘stress’ value. This suggests that, 
irrespective of the clinical diagnosis, a high 
level of arousal, as evidenced by this measure 
in the resting state before operation, and a 
poor physiological response to mental arith- 
metic, are favourable prognostic signs. 

There appeared to be little difference 
between the results from a rostral or Harvey 
jackson leucotomy which could not be ex- 
plained by difference in case selection. This 
was also the finding of Birley (1964), who 
followed up 106 patients originally seen at 
St. Thomas’, for an average period of five 
years. Only four patients in the series had a 
stereotactic  tractotomy with radio-active 
yttrium seeds in the substantia innominata, but 
Stróm-Olsen and Carlisle (1971) personally 
followed up 150 patients who had been operated 
on in this way by Knight. The best results 
were obtained in depression, with 56 per cent 
recovered or much improved; the corresponding 
figures in obsessional neurosis were 50 per cent 
and in anxiety states 41 per cent, but 
none of the schizophrenic patients did well. 
The authors were impressed by the complete 
absence of any demonstrable undesirable person- 
ality change in 86 per cent of their patients, 
while in our series 63 per cent showed no 
adverse effect whatsoever. This was in contrast 
to the findings of Post, Linford Rees and Schurr 
(1968) at the Maudsley Hospital, where 59 per 
cent of their patients who had a bimedial 
leucotomy showed undesirable effects. They 
‘had studied 54 patients who had been severely 
incapacitated before leucotomy, and found 
that 40 per cent showed a lasting change for 
the better which had been initiated by the 
operation. In 21 per cent the effectiveness 
of the operation had been less clear, a beneficial 
effect was probably absent in 31 per cent, and 
leucotomy had proved harmful in 8 per cent. 
In their series patients with depression respon- 
ded best, while neurotic states without depres- 
sive admixtures responded disappointingly. 
In contrast, in a Canadian series of 44 patients 


who had a bimedial leucotomy with a McKenzie 
leucotome, the best results were in anxiety 
and tension, with a 76 per cent overall improve- 
ment (Baker, Young, Gauld and Fleming, 
1970). 

These recent studies indicate that there is 
still a place for psychosurgery for the carefully 
chosen severely incapacitated patient. Our 
results, and those of others, have been obtained 
in patients who had received a great deal of 
psychiatric treatment, and had had multiple 
admissions to hospitals. Leucotomy may fail, 
however, because of misplaced cuts, and Evans 
(1971) recently reported on two patients who 
failed to improve because of this and committed 
suicide, one 3 years and the other 5 years 
after the operation. Anatomical study of their 
brains showed that the thalamo-frontal radia- 
tion had not been severed. Strém-Olsen (1970) 
has described the results of post-mortem 
examinations carried out on 8 elderly patients 
who had had yttrium implants some years 
previously. In 4 cases, where the position of 
the seeds was accurate, the patients had re- 
covered or improved, but in 4 the seeds had 
been placed too far laterally and the patients 
remained clinically unchanged. Knight has 
now moved the site of his lesion from 10 mm. 
to 6 mm. from the mid-line, to decrease the 
chance of missing the most medial fibres. 

The risk of adverse personality change has 
been the main problem with open or blind 
operations, and the introduction of stereotactic 
techniques, as Stróm-Olsen's follow-up of a 
large number of Knight’s patients has shown, 
can reduce this problem. With this technical 
advance, and a greater understanding of the 
physiology of the limbic system, there is likely 
to be renewed interest in leucotomy. This was 
evident at the Second International Conference 
on Psychosurgery held in Copenhagen in 
August 1970. Hunter Brown and Lighthill 
(1968), in California, have obtained good 
results from stereotactic lesions in the lower 
rostral portion of area 24 (anterior cingulotomy), 
and between 1950 and 1967 operated on 110 
patients, with beneficial results in 92 per cent 
and with negligible surgical risk. Laitinen et al. 
(1970), in Helsinki, makes lesions in a similar 
situation, and has found an immediate anxio- 
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lytic effect in the small number of schizophrenic 
patients on whom he has operated so far. 
Ballantine et al. (1967), at the Massachusetts 
General Hospital, stereotactically places lesions 
in the anterior cingulum, above the roof of 
the lateral ventricle, with good clinical improve- 
ment. Sano, in Tokyo (1966), makes selective 
lesions in the postero-medial nucleus of the 
hypothalamus and has noted its beneficial 
sedative effects, while Roeder and Muller 
(1969) have recently reported from West 
Germany that stereotactic lesions in the ventro- 
medial nucleus of the hypothalamus improve 
patients with paedophilic homosexuality. The 
amygdala has also been a target for operation 
in patients with a propensity to uncontrollable 
aggressive and destructive behaviour, and 
beneficial results have been reported from 
India by Balasubramaniam (1969) and others. 
Turner (1970), in Birmingham, performs a 
bilateral temporal lobotomy or posterior cingu- 
lectomy for aggression, and Crow and Phillips 
(1970) at the Burden Institute, Bristol, have 
obtained very promising results, especially in 
anxiety states and obsessional neurosis, by 
multi-focal leucocoagulation with implanted 
electrodes. 


Limbic leucotomy 

Mr. Richardson, at Atkinson Morley’s 
Hospital, is performing stereotactic opera- 
tions with a cryogenic probe, which pro- 
duces a small permanent lesion by freezing 
up to 1 cubic centimeter of white matter. 
Lesions in the anterior cingulum, and in the 
lower medial quadrant of the frontal lobe, 
have proved beneficial in patients with anxi- 
ety, depression and obsessional neurosis. The 
limbic areas chosen depend on the pre-operative 
clinical, physiological, and psychometric assess- 
ment, and on the individual symptomatology 
of the patient ascertained at a joint clinical 
interview by psychiatrist and neurosurgeon. 
At operation, the target area is stimulated 
electrically before freezing, and continuous 
physiological monitoring aids in determining 
the best site for the lesion. Thus, individual 
differences in anatomy are taken into account. 
Post-operative rehabilitation is an important 
part of the total treatment programme, and 


behaviour therapy techniques, and occasionally 
medication which had failed before operation, 
are often found to be beneficial after operation. 
The results are being assessed six weeks after 
operation by methods described in this paper, 
with additional psychological and biochemical 
measurements, and the patients are assessed 
clinically by an independent psychiatrist a 
year later. 

The future of psychosurgery will lie in defini- 
tive operations which have a negligible mortality 
and a greatly reduced morbidity. The object 
of surgery is to remove or modify severely 
incapacitating symptoms when all other methods 
have failed, and this often enables further 
treatment to be much more successful. Stereo- 
tactic operations may well replace rostral and 
other modifications of standard leucotomy, 
but the changes produced are less dramatic 
and need more subtle methods of appraisal. 
It is encouraging to find in this study that 
assessment at six weeks is a reasonable guide 
to outcome at 18 months, and that pre-operative 
forearm blood flow measurements may aid in 
predicting clinical outcome. There is a pressing 
need for uniform methods of diagnosis and of 
pre- and post-operative assessment to be 
adopted, so that various operations, carried 
out in different centres all over the world, 
can be compared. Psychosurgery is at the 
beginning of a new era, based on a better 
understanding of the limbic system and on new 
surgical techniques which enable precise opera- 
tions to be designed for individual patients. 
If the results are assessed by a multi-disciplinary 
approach, most of the pitfalls of the pioneer 
era of psychosurgery should be avoided. 


SUMMARY 

I. Seventy-eight patients were assessed clini- 
cally, psychometrically and physiologically, 
by forearm blood flow, heart rate and blood 
pressure, both before and six weeks after modi- 
fied leucotomy. The overall improvement 
was 70 per cent and the diagnoses which carried 
the best short-term prognosis were depression 
and anxiety, with 80 per cent improvement, 
while 50 per cent improvement was obtained in 
obsessional neurosis, schizophrenia and person- 
ality disorders. 
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2. There were significant decreases in the 
scores on the Taylor Scale of Manifest Anxiety, 
Neuroticism and Anxiety Self-Rating, and these 
were accompanied by a significant decrease in 
physiological arousal as evidenced by forearm 
blood flow, heart rate and systolic blood 
pressure, under conditions both of rest and 
stress. 

3. The first 40 patients, Group A, were 
followed-up after a mean interval of 18 months 
from their operations, and although most 
patients had maintained their improvement, 
the patients with chronic anxiety showed a 
deterioration, and at this time only 55 per cent 
were better, compared with 9o per cent at 
6 weeks. The patients with obsessional neurosis 
were better at 18 months than they had been 
at 6 weeks, but usually the early assessment 
was a reasonable guide to the later outcome. 
‘There were no cases of post-operative epilepsy 
and severe personality change was rare, but 
most patients had had further psychiatric 
treatment. 

4.-The second cohort of 38 patients, Group B, 
were different from Group A in some respects 
before operation; they were rated as less 
improved clinically at six weeks, and less 
change was found in their physiological and 
psychological measurements. 

5. A multiple regression was performed on 
some of the pre-operative data to see if it 
would predict a good clinical result at six 
weeks. The variables which indicated a favour- 
able outcome were, in rank order, a low ‘stress’ 
forearm blood flow, high Extraversion score, the 
diagnosis of chronic anxiety, and a high 
"basal forearm blood flow. Forearm blood 
flow was the best physiological predictor of a 
good clinical result, and is being used with the 
other measurements in the pre-operative assess- 
ment of patients referred for an opinion on 
leucotomy. ' 

6. The type of operation, either bilateral 
prefrontal (Harvey Jackson) or rostral, did 
not appear to make a major difference, if the 
diagnostic categories were taken into account. 

7. It was concluded that psychosurgery still 
has a place in the treatment of severely dis- 
abled psychiatric patients when other methods 
have failed, but that stereotactic techniques, 


which enable small lesions to be made in 
various parts of the limbic system, may well 
replace rostral and other modifications of 
standard leucotomy. The risks of an adverse 
effect on the personality are reduced consider- 
ably, but the need for systematic evaluation 
of the results will become increasingly important. 
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By N. BERLYNE 


Psychiatry suffers from the use of terms widely 
employed, poorly defined and variously inter- 
preted. Delusion is one such term, but has 
appropriately commanded a good deal of 
attention (Hüber, 1955, 1964). Confabulation 
is another, but has not enjoyed the same 
critical scrutiny. 

Bonhoeffer's contribution to the study of 
confabulation has been fundamental and has 
not been eroded in the seventy years since his 
observations were made. Bonhoeffer (1901) 
stated that confabulation in the Korsakov 
syndrome could take two forms: (1) Confabula- 
tion of embarrassment, which was a direct 
result of the memory loss and depended for 
its presence on a certain attentiveness and 
activity. The patient tries to cover an exposed 
memory gap by an ad hoc confabulated excuse 
relating to his recent behaviour (e.g. patient 
who has been bedridden in hospital for weeks 
describes in response to questioning how he has 
been for walks, has returned from business, 
etc.); he is, however, convinced of the reality 
of his tales. In a later paper Bonhoeffer (1904) 
described these confabulations as momentary 
confabulations. (2) In other cases confabulations 
exceeded the needs of the memory impairment; 
the patient describes spontaneously adventurous 
experiences of a fantastic nature. Bonhoeffer 
noted their relationship to delirious, dream-like 
states and felt it was likely that they developed 
out of such. 

Pick (1905, 1915, 1921), in a series of papers, 
emphasized the suggestibility of the confabulat- 
ing patient. Suggestibility was dependent on 
clouded consciousness, weakened judgement 
and lively fantasy. In some cases confabulations 
resembled day dreams. The presence of con- 
tradictory statements side by side and the 
absence of a corrective mechanism were also 
noted, Pick contending that these facts reflected 
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a basic thought disorder in the Korsakov 
syndrome. 

Moll (1915) pointed out that confabulations 
were commonest at the beginning of the dis- 
order, and as the Korsakov state progressed 
lost spontaneity and frequently disappeared. 
The influence of former habits and of emotional 
complexes was evident. 

Van der Horst (1932) sought to explain all 
the features of the Korsakov syndrome on the 
basis of a loss of temporal signposts for personal 
experiences, leading to defective categorization 
of experiences in time. Confabulations were 
merely actual experiences taken out of their 
proper chronological order. Van der Horst 
further postulated that the individual's wishes 
and interests guided confabulation in the same 
way as they controlled dream fantasy. 

The resemblance between confabulation and 
dreams has been noted by other authors. 
Scheid (1934), on the basis of observations of 
an alcoholic Korsakov patient, showed the 
resemblance between confabulation and dream 
experiences.  Memorized material in the 
Korsakov patient was in a timeless and time- 
placeless form. The truly experienced and also 
the confabulated content appeared in the 
memory as if dreamed. Schilder (1951) con- 
siders the loss of correction processes to be 
important in confabulation, as in day dreams 
where the loss is temporary. Whitty and Lewin 
(1957) mention vivid day-dreaming and diffi- 
culty in distinguishing fantasy from reality 
after anterior cingulectomy, and they later 
described a Korsakov syndrome after cingulec- 
tomy (Whitty and Lewin, 1961). 

Williams and Rupp (1938) felt that con- 
fabulation was related to the personality 
structure of the patients, this latter feature 
governing the increased suggestibility. 

Zangwil (1953) saw confabulation and 


32 CONFABULATION 


associated phenomena as a defence against 
a ‘catastrophic reaction’, and further (Zangwill, 
1966) suggested that in addition to memory 
defect an extensive psychopathological reaction 
resembling the denial of illnes syndrome 
(Weinstein and Kahn, 1955) accounted ‘for 
confabulation and other features of the Korsakov 
syndrome. 


PATIENTS AND METHODS 


Memory falsification was studied in 7 
patients displaying the Korsakov syndrome 
seen in the period 1958-66 and in 62 cases of 
dementia of various causes seen consecutively 
in 1963 and 1968-69. 

In the Korsakov syndrome the clinical 
features were noted. Suggestibility was tested 
by putting to the patient a fictitious episode— 
usually that the examiner had had tea with 
the patient that morning. In two cases suggesti- 
bility was tested in the post-confabulatory 
phase. The patient’s pre-morbid personality 
was determined from information of the nearest 
relatives. All the patients were followed up 
personally for varying lengths of time, but 
final outcome was determined in three cases 
by personal interview, in two cases by inter- 
view by P.S.W. and in two cases by detailed 
reports from relatives. Psychometric testing 
was carried out on four patients in the con- 
fabulatory and post-confabulatory phases. 

In the dementia group special attention was 
paid to the presence of memory falsification, 
and the clinical features were noted. Seven 
patients (23:3 per cent) of the group manifested 
a form of memory falsification deriving from 
illusory or hallucinatory experiences in states of 
clouded consciousness, and these were excluded 
from the study. In the case of three patients 
who presented with a type of fantastic con- 
fabulation with paranoid features evidence of 
pre-morbid personality traits was obtained from 
relatives. 

The following tables summarize the clinical 
features, and the case reports illustrate each 
type of confabulation. 


Case EXAMPLES 
(a) Momentary confabulation in Korsakov group 
L.M. was a 46-year-old chronic alcoholic. He 
was admitted having been found at home in a very 


neglected state. He was euphoric, and showed 
devastation of recent memory. He said that he had 
been brought to hospital by two Sick Berth Attendants 
and a Petty Officer and that he was serving at 
Gosport on M.T.B.s. (He had in fact been a Chief 
Petty Officer on motor torpedo boats during the 
war.) He said that the war was on and the invasion 
of Europe was imminent, yet he could recollect 
both VE and VJ Day. He gave the date correctly; 
when told that this would mean the war had been 
going on for 20 years he was unperturbed. He scored 
Grade I on the Raven Matrices. He confabulated for 
two months only. He was discharged seven months 
after admission much improved and with little 
clinical evidence of memory impairment, but when 
last seen just under two years after he first presented 
his memory was again significantly impaired. 
Subsequent follow-up was not possible, as he had left 
the area and could not be traced. 


(b) Fantastic confabulation in Korsakov group 

J-M. was the only patient in this group presenting 
with fantastic confabulation: 

This 53-year-old housewife sustained a laceration 
of the scalp and a comminuted fracture of the left 
tibia and fibula through being knocked down by 
a motor-cycle. She was unconscious at first, and later 
confused, irritable and restless. This subsided six 
weeks after the accident, but then the patient 
declared that she was in the R.A.F. and that her 
accident had occurred while flying in France. At 
other times she talked of the accident having happened 
whilst she was driving a car; later she maintained 
that her ‘leg trouble’ was due to a flying accident 
and that she was an air hostess. She referred to 
travels to Egypt, mentioned two accidents (there 
had only been one), claimed to own a boat and a car 
(had in fact neither) and to have trained airmen. 
Intermingled with these falsifications were occasional 
true memories (e.g. nursing jobs she had held). She 
continued to confabulate for three months in all, 
the flying theme remaining prominent throughout. 
She was discharged home seven months after the 
accident. Just under ten years later her husband 
reported that ‘she is not the same person as before 
her accident . . . she has lost all respect in her personal 
appearance and in her home... her memory is 
not very good’. 


(c) Momentary confabulation in the dementia group : 
R.H. was a 49-year-old insurance salesman who 
sustained severe head injuries in a motor scooter 
accident The neurological picture included a 
hemiplegia. This cleared, but he was left with a 
dementia. When interviewed six months later, 
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following his admission to a psychiatric hospital, 
he stated that he had been seeing to aeroplane 
engines that morning. Asked his job, he replied 
‘Fitter 2A’ (he had been in the R.A.F. for 12 years 
till 11 years before the accident). He gave his age 
as 15 and said he was married with two children 
aged 4 and 2}. When it was pointed out that he had 
said he was only 15 he replied: ‘I’m 15}—nearly 
16—anyway I will be next birthday.’ Four and a half 
years later he remained euphoric, restless and incon- 
tinent and was still producing momentary confabula- 
tions. 


(d) Fantastic confabulation in the dementia group 

E.E.L. was a woman of 72 with a history of two 
years forgetfulness and a few months of nocturnal 
wandering. On examination she showed a severe 
memory impairment; she stated she had just been 
playing cricket for the ladies’ eleven, that she was a 
doctor in charge at Manchester University, and that 
her son was a Field Marshall and a V.C. 


(e) Fantastic confabulation of paranoid type in the dementia 
group 

G.T. was a woman of 77, and was referred for a 
medical opinion when she accused the matron of a 
private nursing home of stealing £150 off her dressing 
table and of forging her signature on a cheque 
for £300. She herself had drawn the cheque for a 
holiday she had completed ten days before, but 
she could only vaguely remember the journey. 
She had a mild memory impairment, but was well 
orientated in space and in time apart from giving 
the year as 1956 instead of 1963. 

Her son said she had always been 'spiky, and 
touchy and had not a single friend because of her 
tongue’. 


Discussion 


This study confirmed the existence of two 
forms of confabulation in the Korsakov syn- 
drome, as postulated by Bonhoeffer (1904): 
the momentary or embarrassment confabula- 
tion and the fantastic or productive confabula- 
tion. This study brought out certain character- 
istics of momentary confabulation in the 
Korsakov syndrome. It is the commonest form 
of confabulation in the syndrome, and in this 
series occurred in six out of seven cases. It is 
brief but not cliché-like, in so far as the replies 
are not stereotyped. It is autobiographical in 
content and refers to the recent past. Invariably 
it has to be provoked. The content is a true 
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memory displaced in its time context. Habitual 
or affectively stamped activities, such as; war 
service, form its usual theme. Its content may 
vary from minute to minute and can be ex- 
tended by questioning. One frequently finds 
contradictions, facile explanations when these 
are pointed out, and telescoping of events. 

Fantastic confabulation is a much less com- 
mon phenomenon. Only one of the seven 
cases of Korsakov's syndrome in this group 
displayed it, and this corresponds to its occur- 
rence in only two of 20 cases of post-traumatic 
Korsakov Syndromes reviewed by Flament 
(1957) and its complete absence in Talland’s 
(1961) series of 28 cases. The content of the 
confabulation shows less change than momen- 
tary confabulation and the grandiose theme is 
sustained. It appeared in the single case in 
this series without provocation and was not 
associated with suggestibility. It is autobio- 
graphical but entirely invented, and unlike 
momentary confabulation is not rooted in 
true memory. The principal content is in- 
variably grandiose and seems to be related 
to wish fulfilment and prestige seeking. Fantastic 
confabulation seems to be a distinct entity 
having nothing in common with momentary 
confabulation except its appearance against 
a background of organically induced memory 
impairment. 

This study showed confabulation to be a 
common phenomenon in dementia, occurring 
in 23 (37:1 per cent) of 62 cases. Momentary 
and fantastic confabulation were recognizable, 
differing little from their occurrence in the 
Korsakov Syndrome. In demented patients— 
particularly those suffering from arteriosclerotic 
dementia—memory falsification is sometimes 
encountered on a basis of delirious experience. 
In this study these have been excluded and 
only falsification of memory occurring in clear 
consciousness is considered. One particular 
type of memory falsification found in a setting 
of clear consciousness is worthy of mention, 
for it is well known (Roth and Myers, 1969) 
though no special term has previously been 
applied to it. This is a form of fantastic con- 
fabulation in which the invented material is 
paranoid in content. It is commonly concerned 
with memory falsification involving misappro- 
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T^ 
Clinical features of Korsakov pat 
Cause of Korsakov Type of Duration of Onset of | 
Patient syndrome Occupation Age Sex confabulation confabulation confabulation 
E.P. Chronic alcoholism Housewife 58 F Momentary 11 months Gross confusior 
L.M. Chronic alcoholism Salesman 46 M Momentary 2 months Not seen at ons 
F.B. Chronic alcoholism Electrician 43 M Momentary 3 months Gross confusion 
J.O. Chronic alcoholism Brewery checker 57 M Momentary I week Gross confusion 
L.T. Brain surgery Housewife 59 F Momentary 15 months Gross confusion 
(Anterior 
ventriculo- 
cisternostomy) 
JM. Brain injury Housewife 53 F Fantastic 3 months Gross confusion 
(road traffic 
accident) 
J.S. Cerebral anoxia Merchant seaman 39 M Momentary 4 months Not seen at outs 
(following self- 


hanging attempt) 





priation by other people of the patient’s money 
and property. Three cases occurred in this 
series. All were suffering from incipient senile 
dementia with correct spatial orientation but 
mild impairment of recent memory and mild 
temporal disorientation. In all three cases the 
basic personality was ‘sensitive’ in the termin- 
ology of Schneider (1958), suggesting that 
paranoid basic personality traits had determined 
the content of the confabulation. The high 


incidence of confabulation in the cases of senile 
dementia is at variance with Bleuler’s (1951) 
statement that confabulation plays little part 
in senile disorders. 

Barbizet (1963) suggests that confabulation 
is due to memory impairment. The patient 
finds his recent memories unavailable and 
therefore draws upon those that are accessible. 
But some additional factor must surely be 
involved. Thus, confabulation was absent in 
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cases of pure memory defect described by 
Zangwill (1966), in the chronic stage of the 
Korsakov Syndrome where the memory defect 
was still severe (Talland, 1961), and in patients 
developing amnesic defects after temporal 
lobectomy (Milner, 1966). The present study 
also suggests the existence of an additional 
ingredient in confabula&on apart from the 
memory failure: whilst confabulation only 
occurred in a setting of impairment of recent 


relation to confabulation 
Provocation 
Life experiences Suggestibility required to 
Period of Condition at end Pre-morbid predominating During After produce 
Xollow-up of follow-up personality in confabulation confabulation confabulation confabulation 
i2 months Confabulation Hyperthymic Shopping + — + 
cleared. Memory (Schneider 1958) 
still moderately 
impaired. Still in 
hospital 
2 months Confabulation Hyperthymic Wartime naval + + 
cleared. Memory (Schneider 1958) service: Sales 
moderately work 
impaired 
2 years Confabulation Hyperthymic Wartime army + — + 
cleared. Memory (Schneider, 1958) service 
moderately 
Unable to return 
to work 
4 years Confabulation Inadequate Wartime army + + 
cleared. Memory information service 
moderately 
impaired. 
Never returned to 
work. At follow-up 
was again in 
psychiatric 
hospital 
3 years Confabulation Hyperthymic Grocery shop + + 
cleared. Memory (Schneider, 1958) work 
slightly impaired. ‘A Romancer’ 
Some apathy 
g years — Confabulation Extraverted. ‘Not | Confabulation — — 
cleared. Memory a romancer’ not based 
slightly impaired. on true 
Some apathy and experience 
disinhibition 
21 months Confabulation Sensitive Lumberjack; + + 
cleared. Memory (Schneider, 1956) Wartime naval 
severely impaired. service; Post-war 
Severe apathy Merchant Navy 
service 


memory, when the confabulation cleared there 
was still some degree of memory difficulty— 
varying from relatively slight deficiencies, 
only obvious to next of kin, to severe anterograde 
and retrograde loss necessitating long-term 
institutional care. 

With regard to Schröder’s contention (Körner 
1935) that confabulations cannot be produced 
for a time further back than the retrograde 
amnesia, this study confirmed the difficulty 
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TABLE II 
Psychometric tests in Korsakov patients 
Wechsler memory 
Intelligence test Intelligence test Wechsler memory scale test in 
in confabulatory in post-confabulatory scale test in post-confabulatory 
Patient phase phase confabulatory phase phase 
E.P. W.A.I.S. W.A.I.S. Poor performance on Better orientated. On 
Full scale I. . 67 Full scale I.O . 75 logical memory and logical memory test 
Verbal I.Q. 76 Verbal I.Q . 83 associate learning remembered main 
Performance I.Q. 61 Performance I.Q. 67 tasks filling in defects theme but added a lot 
with confabulated of fabricated material 
material 
L.M. Raven's Matrices Raven’s Matrices Logical memory score Logical memory score 
Score 49 Score 53 poor. Associate poor. Associate 
Percentile 95 Percentile 95 learning: 1 hard learning: 4 hard 
association on grd associations on grd 
presentation presentation 
J.S. W.A.I.S. W.A.I.S. Logicalmemoryscore ^ Logical memory score 
Full scale I.Q . 86 Full scale I.Q. 98 poor. Associate poor. Associate 
Verbal I.Q. 93 Verbal I.Q.95 learning: 1 easy learning: 5 easy but 
Performance I.Q. 79 Performance I.Q . 91 association on 9rd no difficult associations 
presentation on 3rd presentation 
L.T. W.A.I.S. W.A.I.S. Not carried out Logical memory test 
Impossible to evaluate Full scale I.Q. 107 very well performed. 
qualitatively. Much Verbal I.Q. 116 Associate learning 
better in verbal Performance I.Q. 95 test: 6 easy and 3 
area. In general difficult associations 


achieves no more 


on 3rd presentation 


eee 











than borderline grade 
Taare III 
Diagnostic categories of dementia patients in the study 
Diagnostic category No. of cases 
Senile dementia 3s es ss 32 
Arteriosclerotic dementia .. 2d 21 
Pre-senile dementia . . 25 is 6 
Post-traumatic dementia .. is 2 
Dementia due to cerebral tumour I 
Total .. is he EN oe 62 


Sh aaaaaŘŘĖ—— 


in demarcating with any certainty the extent 
of the retrograde amnesia, a finding in agree- 
ment with the observations of Victor (1964). 
In this series patients showed knowledge of 
certain recent events and at the same time had 
little recollection of other recent events. Con- 
fabulation could not therefore be judged in 
relation to a strict period of retrograde amnesia, 
since the boundary varied. 

Roth and Myers (1969) contended that the 
confabulatory ability of the Korsakov patient 


is a testimony to the intact intellect. The 
present study did not substantiate this. In 
every case intelligence test performance was 











Tase IV 
Relationship of type of confabulation to type of dementia 
Type of Diagnostic 
confabulation category No. Total 
Momentary 
confabulation Senile dementia 8 
Arteriosclerotic 
dementia 4 
Post-traumatic 
dementia 2 15 
Pre-senile 
dementia I 
Fantastic 
confabulation Senile dementia 6 
Post-traumatic 
dementia I 8 
Dementia due to 
cerebral tumour ı 
Total patients showing confabulation 23 
Percentage of patients with dementia 37:196 
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TABLE V 
Fantastic confabulation of paranoid type in dementia cases 








Pre-morbid 
Patient Age personality Diagnosis 
E.F. 77 Sensitive Incipient senile 
(Schneider, dementia 
1958) i 
B.B. 83 Sensitive Incipient senile 
dementia 
G.T. 7; Sensitive Incipient senile 
dementia 





poorer in the confabulatory than in the post- 
confabulatory phase. Moreover, confabulation 
has been shown in this study to be a fairly 
frequent feature of dementia. 

Suggestibility has been invoked by some 
authorities as playing a leading role in the 
genesis of confabulation (Pick, 1915; Körner, 
1935; Ey, 1954). This study showed marked 
suggestibility to be present in every case of 
momentary confabulation in the Korsakov 
Syndrome. The heightened suggestibility had 
cleared in the two cases tested in the post- 
confabulatory phase. However, Ey’s (1954) 
contention that the confabulated responses 
grow out of a framework suggested by the 
examiner's questions was not substantiated. 
Questions as to recent activity evoked a variety 
of replies in momentary confabulation related 
to habitual or affectively toned pre-illness 
memories. It seems, therefore, that the increased 
suggestibility is not directly responsible for 
confabulation. 

If confabulation is related to underlying 
personality traits, as has been suggested 
(Williams and Rupp, 1938; Lewis, 1961), this 
could not be inferred from this study so far 
as the momentary confabulations of the 
Korsakov patients were concerned. Five out of 
seven patients were extraverts before their 
illness, no less than four showing features of 
Schneider's ‘hyperthymic’ personality type 
(Schneider, 1958); but one patient who showed 
marked momentary confabulation was a quiet, 
shy introvert. The only patient known to be 
given to romanticizing produced purely momen- 
tary confabulation. A different situation obtained 
in relation to fantastic confabulation. It is 
true that the only Korsakov patient in this 


series who produced fantastic confabulation 
had shown no signs of tale-spinning before her 
illness. None the less she was left with a frontal 
lobe deficiency syndrome, and this may have 
played some part in the development of this 
particular confabulation, noted as the syn- 
drome is for disinhibition and expansiveness. 
Moreover, the paranoid confabulations of 
incipient dementia can best be considered a 
type of fantastic confabulation. There was some 
evidence that these paranoid inventions were 
related to underlying personality. Thus, all 
three patients presenting with this type of 
confabulation had evidence of an underlying 
‘sensitive’ personality. Fantastic confabulation, 
as Flament (1957) suggested, may reflect the 
affects and wishes of the personality. The 
affects and wishes of the patient may propel 
fantastic confabulation as in dreams, and the 
resemblance between confabulation and dreams 
has been repeatedly noted (Bonhoeffer, 1904; 
Scheid, 1934). 

In this study all cases of the Korsakov 
Syndrome observed from the outset showed 
initially a conspicuous clouding of conscious- 
ness; however, when the confusion subsided 
confabulatory behaviour persisted. Confabula- 
tion cannot therefore be considered merely 
as a product of clouded consciousness. 

The cause of confabulation remains obscure, 
and no explanation is entirely adequate. 
Difficulty in changing the mental set, postulated 
by Grünthal (1924) as a central feature of the 
Korsakov Syndrome and confirmed experi- 
mentally by Lidz (1942) and more extensively 
by Talland (1965), may explain the failure of 
the corrector mechanism. There is some evi- 
dence in cases of hippocampal damage that 
new material is not laid down in the long-term 
memory store (Drachman and Arbit, 1966), 
and therefore appropriate recent memories 
wil not be available. This study suggests 
that memories in the long-term store which 
are most easily available are those with a 
strong affective stamp or those which have 
been grossly overlearned. These memories 
form the substance of momentary confabula- 
tion. In fantastic confabulation, recent memories 
being unavailable, fantasies are selected pre- 
sumably based on strong affects. In both types 
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of confabulation, because the mental set cannot 
be shifted, the incongruity and contradictions 
are not perceived. 

The duration of confabulation is variable: 
it may appear as an evanescent phenomenon 
or it may last for years. Its disappearance 
is as ill-understood as its genesis. In many 
cases—particularly the dementias—this may 
be related to increasing apathy and the loss of 
the mental liveliness and reactivity that some 
writers (Bonhoeffer, 1904; Kórner, 1935; 
Schilder, 1951) consider necessary for its 
emergence. In other cases its disappearance 
may be associated with improvement in the 
Korsakov Syndrome, with better memory 
function and increased ability to adjust the 
mental set. 

This study has concerned itself with con- 
fabulation in the Korsakov Syndrome and in 
dementia. A variety of memory falsifications 
are also found in such diverse conditions as 
schizophrenia and depressive illness, in prestige- 
seeking psychopaths and even in obsessional 
compulsive states; they were ably reviewed 
by Schneider (1928). Kraepelin (1919) des- 
cribed a confabulatory form of paraphrenia, 
and Jaspers (1913-46) included under the 
heading of confabulation the delusional pseudo- 
reminiscences of paranoid schizophrenia, but 
these conditions have little in common with 
the confabulation of organic brain disease. 
There may be an element of wish fulfilment 
in the fantastic confabulation of organic brain 
disease, and a similar mechanism may be 
present in fantast’ and ‘pseudologue’ psycho- 
paths (Kahn, 1931) and in some of the grandiose 
delusional pseudo-reminiscences of paraphrenia, 
but the fantastic confabulation of organic brain 
disease is always associated with a fundamental 
memory defect. The term confabulation has 
indeed been applied to the normal (Bumke, 
1948) or where no memory falsification is 
implied, as in confabulation associated with 
anosognosia (Critchley, 1953) or in non-verbal 
behaviour such as pictorial reproduction (Bender 
et al., 1938). The variety of clinical concepts of 
the term confabulation suggests that a generally 
accepted definition might be of value. 

There have been several attempts at a working 
definition. Talland's (1961, 1965) attempts were 


thorough, but the definitions he evolved are 
cumbersome. Bleuler's (1916) plea for the term 
to imply organic psychosis seems to touch 
on what must be the keypoint of any definition. 
The falsifications of delirious states require 
Specific exclusion, and the presence of the 
basic memory defect needs special mention. 
Hence confabulation can be defined as ‘a 
falsification of memory occurring in clear ` 
consciousness in association with an organically 
derived amnesia’. This description is brief, 
avoids a complicated descriptive element, 
includes both momentary and fantastic forms, 
and excludes memory falsifications not associa- 
ted with organic memory defect and those due 
to delirious states. 


SUMMARY 

(1) Confabulation is described, and the 
clinical features outlined, in seven patients 
suffering from the Korsakov Syndrome and 
in 23 out of a series of 62 unselected cases of 
dementia. 

(2) In the Korsakov Syndrome it was possible 
to distinguish momentary and fantastic con- 
fabulations. The former are temporally dis- 
placed true memories, the latter wish-fulfilling 
fantasies. 

(3) In dementia the same two forms of 
confabulation were identified. The incidence 
of confabulation in 37 per cent of cases of 
dementia suggests that it is commoner than has 
hitherto been recognized. 

(4) Psychometric testing carried out on four 
patients with the Korsakov Syndrome in both 
the confabulatory and the post-confabulatory 
phases showed that cognitive function was 
always better in the post-confabulatory phase, 
in regard to both intelligence and memory. 

(5) In the Korsakov cases no relationship 
could be found between pre-morbid personality, 
heightened suggestibility and clouding of con- 
sciousness on the one hand and confabulation 
on the other. 

(6) In three cases of fantastic confabulation 
in incipient senile dementia where paranoid 
features were marked the basic personality was 
‘sensitive’. This suggested that fantastic con- 
fabulation might be related to underlying 
personality traits. 
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(7) Confabulation always arises against a 
background of defective recent memory, but 
additional factors must operate for its emergence. 
These factors are briefly discussed. 

(8) A working definition of confabulation is 
suggested. 
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Persistence of Extra-pyramidal Disorders and Psychiatric 
Relapse after Withdrawal of Long-Term 
Phenothiazine Therapy 


By H. I. HERSHON, P. F. KENNEDY and R. J. McGUIRE 


It has been said that any drug which is 
active and produces an effect which is beneficial 
must also, under similar or different circum- 
stances, have side-effects which are neither 
beneficial nor desired (Hamilton, 1965). It is 
the balance between desired and undesired 
actions which determines the usefulness of any 
drug. Such a balance varies according to the 
individual patient's needs. Thus a life-saving 
drug will be given even if it has serious side 
effects, while this would not be justifiable for a 
drug with only a marginally therapeutic effect. 
Scrutiny of past results may enable clinicians 
to make finer predictions as to which patient 
will benefit from a certain drug and which 
will suffer unacceptable side-effects. Pheno- 
thiazines are one group of drugs whose efficacies 
and dangers have been discussed in this way. 

There is widespread agreement that the 
phenothiazines are of major importance in the 
treatment of acute schizophrenia (Cawley, 
1967; Slater and Roth, 1969). Their effective- 
ness in chronic schizophrenia, is however, 
more debatable. The long-term outcome for 
schizophrenia does not appear to have im- 
proved since the advent of phenothiazines 
(Pritchard, 1967), and Hughes and Little 
(1967) feel that any improvement in the well- 
being of these patients is due equally to modern 
psychosocial measures. In spite of these reserva- 
tions, there is a large body of opinion that 
believes that phenothiazines are effective in 
reducing symptoms, normalizing behaviour 
and preventing relapses in many chronic 
schizophrenic states (Blackburn and Allen, 
1961; Whittacker and Hoy, 1963; Cawley, 
1967). Nevertheless, some patients do not 
relapse when phenothiazines are withdrawn 
(Rothstein e£ al., 1962; Abenson, 1969), and 


this may indicate that continued medication 
with phenothiazines should be selective rather 
than universal. 

An earlier study (Kennedy et al, 1971) 
revealed the very high prevalence of extra- 
pyramidal disorders in a group of chronically 
medicated chronic schizophrenics. This present 
paper reports the effect on these disorders 
of withdrawing the phenothiazines. At the 
same time those variables which may be 
related to either changes in these motor dis- 
turbances or to psychiatric relapse following 
phenothiazine withdrawal will be identified. A 
knowledge of such characteristics of the patients 
will facilitate future decisions about starting, 
continuing or ending phenothiazine medication. 


Previous Stupy AND DETArns or PERSONAL 
AND TREATMENT VARIABLES 


All chronic schizophrenics resident in 
Bootham Park and Naburn Hospitals, York, 
for at least four years were investigated. 
In all 63 patients were included. They were not 
demented. The mean age of the 32 men was 
53:6 years, and of the 31 women 60:4 years. 
They had been on regular treatment by pheno- 
thiazines, principally trifluoperazine, for a 
mean of 9:4 years (range 4-13 years). The 
mean total phenothiazine intake was calculated 
to be equivalent to 54:8 G of trifluoperazine, 
and the mean daily dose of trifluoperazine 
was 17:0 mgs; this single drug accounted for 
86 per cent of the total phenothiazine intake. 

Four separate types of motor disturbance 
were rated independently for each patient. 
It was not thought possible to discriminate 
between similar symptoms due to different 
causes, and no attempt was made to do so. 
Thus, observed tremor may have been due 
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to an extra-pyramidal disorder or to anxiety, 
but irrespective of the suspected aetiology 
the tremor was rated in the objective way 
previously described (Kennedy et al., 1971). 
A coarse, static tremor was observed in 9I 
per cent of males, and 84 per cent of females. 
Muscular rigidity, with increased resistance 
to passive movement at a joint or poverty 
of movement, was seen in 69 per cent of males 
and 68 per cent of females. Stereotyped, 
co-ordinated choreiform or dyskinetic move- 
ments were observed in 53 per cent of males 
and 71 per cent of females. Finally, involuntary, 
semi-purposeful motor restlessness, including 
akathisia, was detected in 38 per cent of males, 
and 99 per cent of females. The very high 
prevalence rates are noteworthy. 

Such findings may have been due to the 
patients being selected by the very factors, 
such as chronicity of medication, and the 
predominant use of trifluoperazine, that are 
thought relevant to the development of extra- 
pyramidal reactions. Furthermore, the method 
of rating employed was thought to provide 
a finer assessment of these disorders than has 
hitherto been possible. 

Three important factors or ‘syndromes’ were 
then derived from these raw data by factor 
analysis. Factor 1 was equivalent to motor 
restlessness of all four limbs and trunk togetber 
with an unstable posture. This factor was not 
correlated with any personal or treatment 
variable. Factor 2 describes the parkinsonian 
syndrome of tremor and rigidity of limb joints, 
together with facial masking. Older patients 
were more severely affected. Factor 3 was 
bipolar: at one pole tremor, and at the other 
choreiform dyskinesia, with writhing, darting 
and grimacing affecting the tongue, lips and 
jaw. Tremor was more severe in male patients 
and dyskinesia more severe in female patients. 
Those males who had oral tremor had on 
average received a larger dose of phenothiazines 
than those who showed oral dyskinesia. 


PresENT STUDY: METHOD 
The previous study provided a baseline 
quantitative rating of observed extra-pyramidal 
symptoms for each patient, in terms of a score 
on cach of the three factors. The present study 


describes a second rating, using the same methods 
and scoring, some months after withdrawal of 
trifluoperazine. The second ratings were pro- 
cessed into factor scores, using the factor weights 
previously derived. Each patient thus had a 
duplicate set of scores on each of the three 
factors, representing his status from the point 
of view of extra-pyramidal symptoms, both 
before and after trifluoperazine withdrawal. 
The actual trifluoperazine withdrawal was 
carried out under double blind conditions, 
half the patients being randomly given placebo 
capsules while the remainder continued on 
active trifluoperazine. Both placebo and active 
trifluoperazine capsules were dispensed by 
the hospital pharmacist; he was the only 
person who knew what they were and to which 
patients they were given. No other phenothia- 
zines were being prescribed at this time. 
Other medication, such as antiparkinsonian 
drugs, hypnotics, etc., was continued unchanged. 
One patient died of intercurrent infection 
before the second rating and has been excluded 
from further analysis. Table I gives the rele- 
vant personal, clinical and treatment character- 
istics of the 32 placebo and 30 trifluoperazine 
patients as they entered the trial. As can be 
seen, they are well matched. 

Once the trial got under way, the day to day 
care of the patients was left to colleagues who 
were aware of the purpose of the project, 
but ignorant of the distribution of the active 
and placebo capsules. They were asked not to 
alter the medication unless the patient deterio- 
rated to an unacceptable level; under these 
conditions they could reinstate chlorpromazine. 
This constituted a psychiatric relapse. 


RESULTS 


1. Duration of drug-free period 

The duration of this period and the timing 
of the second rating was determined by two of 
us leaving the hospital (H.I.H. and P.F.K.), so 
making a longer trial impracticable. Thus the 
second rating of extra-pyramidal symptoms took 
place after a mean drug-free period of 16 weeks 
(range 13-22 weeks). There was no difference 
in this respect between the placebo and tri- 


fluoperazine groups. 
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TABLE I 
Personal treatment and clinical characteristics of the placebo and trifluoperazine 
groups before the withdrawal of trifluoperazine 








Trifluoperazine Placebo 
Characteristic control group*** group*** 
Number 30 32 
Male : Female 15 : 15 17 : 15 
Mean age in years Male 54: ., Male53:0 6- 
Female6o:; (973 Female6o-4 [??'5 

Duration of all phenothiazines 9*9 years 8-8 years 
Mean phenothiazine intake per 

patient (in trifluoperazine 

units) * 31:9 28-2 
Mean trifluoperazine intake per 

patient (in trifluoperazine 

units)* 27:7 24*1 
Intake trifluoperazine as per cent 

of all phenothiazines 86.8 86:9 
Current daily dose of 18:0 16:1 

trifluoperazine in mg. (range 6 to 45) (range 6 to 45) 
Duration in years of anti- 

parkinsonian medication 71:3 6-9 
Mean anti-parkinsonian intake 

per patient (in benzhexol 

units**) 43:0 41°3 
Mean score Factor I 50°53 49°81 
Mean score Factor II 49°76 49°53 
Mean score Factor ITI 48-00 5I'I5 


* 1 unit = trifluoperazine 5 mgs. = chlorpromazine 100 mgs. = promazine 
100 mgs. = thioridazine 100 mgs. = perphenazine 4 mgs. — haloperidol 1:5 
mgs. = reserpine 0:25 mgs. per day for 1 year. 

** i; unit = benzhexol 5 mgs. = orphenadine 50 mgs. = procyclidine 5 mgs. 
*** None of the differences between the two groups reach conventional levels 


of significance. 


2. Psychiatric relapse 

The symptoms and behaviour of the patients 
were not objectively measured, and no details 
of the clinical state at the time of relapse can 
be given. The relapses were diagnosed inde- 
pendently of the present authors. Reference 
to the case notes indicated variously exacerbation 
of delusions or hallucinations, aggressive beha- 
viour, withdrawal or other regressed behaviour. 

In all, 11 patients were judged to have relap- 
sed and were prescribed chlorpromazine. Of 
these, 9 were on placebo capsules and 2 on 
active trifluoperazine; this difference just fails 
to reach conventional levels of significance. 
Relapse took place and chlorpromazine was 
started after a mean drug-free period of 5 
weeks (range 1—14 weeks). There was no differ- 
ence, in this respect, between the placebo and 
trifluoperazine patients. 


3. Characteristics of the placebo patients who relapsed 
Approximately 28.per cent of the 32 patients 
from whom trifluoperazine was withdrawn re- 
lapsed. Table II indicates that the 9 patients 
who relapsed differed in important ways from 
the 23 patients who did not. The patients who 
relapsed were younger and had received over 
the years a greater quantity of all phenothiazines 
and trifluoperazine alone. Previous to the drug 
withdrawal, they were being prescribed larger 
daily doses of trifluoperazine. Other variables 
did not differ significantly between the groups. 


4. Details of the extra-byramidal disorders 

The placebo and trifluoperazine groups as 
originally constituted matched each other 
closely in all important variables. However, 
this was not the case at the end of the trial, 
after the g patients who relapsed were removed 
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"TABLE II 
Pre-irial characteristics of the relapsed and non-relapsed placebo patients 


Non-relapsed 
(without Relapsed 
phenothiazine (given Significance 
Characteristic till end of trial) phenothiazine) of difference 
Number 23 9 — 
Male : Female I2 : II 5:4 NSS 
Mean age Male 56-8 yrs Male 44:0 yrs p «o:or 
Female62:5yrs Female54:8yrs NSS 

Duration of phenothiazines 8-3 yrs 10-1 yrs NSS 
Mean total phenothiazine intake per 

patient 29:8 units* 39:6 units* p «o-:or 
Mean trifluoperazine intake per 

patient 19:9 units* 34:9 units* p «0:05 
Intake of trifluoperazine as per cent 

of all phenothiazines 83-6 per cent 88-1 per cent NSS 
Current daily dose of trifluoperazine 13-1 mgs. 29:9 mgs. p «o-:oor 

f CRANE (6 to 30 mgs.) (15 to 45 mg.) 

Duration of antiparkinsonian 

medication 6-8 yrs 7°1 yrs NSS 
Mean antiparkinsonian intake per 

patient 38-2 units** 49°2 units** NSS 
Mean score 51*74 44:89 NSS 
Factor I 
Mean Score 
Factor II 49°65 49°00 NSS 
Mean score 51°74 49:67 NSS 
Factor III 


* Trifluoperazine units—see Table I. 
** Benzhexol units—see Table I. 


from the placebo group. The two patients who 
received additional chlorpromazine were not 
removed from the trifluoperazine group, as 
their additional chlorpromazine represented 
only a very small part of their total phenothia- 
zine intake. The 9 placebo patients could not 
be retained for these reasons as any amount of 
phenothiazine is too great during a drug- 
frec period. The residual placebo group had 
therefore to be rematched with the trifluo- 
perazine group. 

Nine trifluoperazine patients were matched 
with the 9 placebo patients who had relapsed 
on the following variables: age, sex, total 
phenothiazine intake, total trifluoperazine in- 
take, and current daily dose of trifluoperazine. 
These 9 trifluoperazine patients were then 
removed from the trifluoperazine group, leaving 
a residual 21 patients. Table III shows that the 
two residual groups were now well matched 
on pre-trial variables. 


Factor I 

The mean factor score increased significantly 
in the placebo group (p « 0:05) during the 
drug-free period. No such change was observed 
in the trifluoperazine group. The pre-trial 
ratings in the two groups had similar means 
and standard deviations, but in the post-trial 
assessment analysis showed that the variance 
of the placebo group was significantly different 
(p « o-o1) from that of the drug group; i.e. 
the scatter of scores within the placebo group 
was much greater owing to marked individual 
differences in response to the withdrawal of 
phenothiazines on this factor. There was 
nevertheless a definite tendency for motor 
restlessness to increase among the placebo 
group, as was demonstrated by the significant 
difference between the change scores 
(p < 0:05). 

An analysis of the individual patients of the 
placebo group indicated that before trifluopera- 
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"TABLE III 
Matched placebo and trifluoperazine groups: factor scores before and after trifluoperazine withdrawal 








Matched Significance 
Placebo trifluoperazine of difference 
group group between groups 
Number of patients 23 2I — 
Male : Female I2 : II IO : II NSS 
Mean age 59:7 yrs 60:3 yrs NSS 
Total phenothiazine intake 23°8 units 27°9 units NSS 
(in trifluoperazine units) 
Total trifluoperazine intake 19-9 units 24-9 units NSS 
(in trifluoperazine units) 
Pre-trial trifluoperazine 19-I mgs. 16:5 mgs. NSS 
daily dosage (placebo group) 
Factor one Mean factor 51:7 50:4 NSS 
Score pre-trial (Tr) 
(Motor restlessness) Mean factor 59'I 50-1 V 
Score post-trial (T2) 
Difference T2-T1 +74 —0°3 y 
Significance of difference  * NSS — 
from zero 
Factor two Mean factor score 49:7 52:1 NSS 
(T1) Pre-trial 
(Parkinsonian rigidity and Mean factor score 474 4716 NSS 
tremor) (T2) post-trial 
Difference T2-Tr —2:8 —4*5 NSS 
Significance of difference NSS NSS — f 
from zero 
Factor three Pre-trial 51:7 47:9 NSS 
Mean factor score (T'1) 
(Oral tremor Post-trial 50*5 43:6 NSS 
VS dyskinesia) Mean factor score (T2) 
Difference T2-T1 —1:2 —4'3 NSS 
Significance of difference NSS NSS — 
from zero 


V ratio of variance significant (p < o-or). 
* difference of means significant (p < 0-05). 


zine was withdrawn 13 patients were free 
from motor restlessness and 10 patients showed 
this disorder in varying degrees. By the end 
of the drug-free period, 5 new cases had 
developed, and in another 6 patients the pre- 
existing disturbance had become worse. Eight 
patients remained free throughout of motor 
restlessness; two patients who originally had a 
minimal disorder became normal, one patient 
improved to a lesser extent; and one remained 
unchanged. A comparison between the rr 
patients who deteriorated and the 12 patients 
who remained unchanged or improved showed 





no differences in regard to sex, age, duration 
of phenothiazine intake, previous daily dose 
of trifluoperazine, antiparkinsonian drug intake, 
total phenothiazine or trifluoperazine intake. 
Furthermore, there were also no significant 
differences between them regarding the extent 
and severity of the other two factors. 


Factor 2 


The mean factor scores and the standard 
deviation for the placebo and the trifluoperazine 
groups were similar at both onset and end 
of the trial. Thus, parkinsonian rigidity, 
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tremor and facial masking did not resolve to 


any appreciable degree, even after a 16 week 
trifluoperazine-free period. 


Factor 3 

Again differences between the groups were 
insufficient to reach conventional limits of 
significance. Withdrawal of trifluoperazine 
failed to reduce significantly the extent and 
severity of oral dyskinesia-tremor. 


Discussion . 


Much of the earlier work on drug-induced 
extra-pyramidal disorders has been inconsis- 
tent and even contradictory (Faurbye ei al., 
1964; Chien and DiMascio, 1967). There has 
been no generally accepted method of either 
quantifying or qualifying clinical observations. 
This deficiency limits the ability to measure 
change in the motor disorders such as might 
be expected when the offending phenothiazines 
are withdrawn. Earlier accounts of persistent 
extra-pyramidal disorders therefore concentrated 
on case reports (Hunter et al., 1964; Kennedy, 
1969) or on larger series in which attempts 
were made to summarize a mass of clinical 
information (Demars, 1966; Pryce and Edwards, 
1966). À more sophisticated methodological 
approach would seem to be needed, whereby 
the data could be handled more concisely 
and flexibly. Crane and his co-workers (1969) 
reported a method in which they identified 
separately the symptom, its severity, and the 
area affected, in patients exhibiting extra- 
pyramidal disturbances. However, the syn- 
dromes delineated had a clinical rather than 
a more objective statistical basis, and this 
may adversely influence the validity of the 
reported changes in them following pheno- 
thiazine withdrawal. Kennedy et al. (1971) 
proposed what may be a more satisfactory 
approach. The three principal syndromes they 
described—motor restlessness, parkinsonian 
rigidity and tremor, and oral dyskinesia- 
tremor were based on multivariate analysis 
and the factors consequently extracted. Each 
factor had a single score. It would therefore 
be convenient to determine any changes in 
these disorders by ratings made at the appro- 
priate time, and such ratings have already 
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been shown to be both valid and reliable. 
This paper demonstrates that the use of this 
method enables clinical observations to be 
economically catalogued. 

There is great variability in the reported 
natural history of these drug-induced extra- 
pyramidal syndromes. More or less similar 
symptoms and syndromes were observed in 
patients who had been treated with pheno- 
thiazines and other psychotropic drugs (Ayd, 
1961; Faurbye, 1970), and in patients who 
had never received these drugs (Faurbye 
et al., 1964); in patients who had just com- 
menced therapy (Faurbye et al., 1964) and in 
patients who had been on these drugs for years 
(Hunter et al, 1964). When the offending 
drug was discontinued, it was variously reported 
that the disorders resolved (McGeer et al., 1961), 
remained the same (Urhbrand and Faurbye, 
1960), got worse, (Kennedy, 1969), or appeared 
for the first time (Crane et aL, 1969). Anti- 
parkinsonian medication was observed to reverse 
the motor disturbance (Faurbye et al., 1964; 
Sheppard and Merlis, 1967), or to have no 
effect or even make matters worse (Crane, 1968). 

In spite of all this, certain general concepts 
began to develop, and two main groups of 
disorder became apparent. One group had an 
acute onset and was distressing to tbe patient. 
It developed after only brief drug therapy, but 
was reversed by discontinuing the drug or by 
the use of antiparkinsonian medication. It 
occurred in all age groups, including the young. 
The other group tended to have an insidious 
onset, often unrecognized by the patient, and 
to develop after long-term therapy. If the 
offending drug was withdrawn the disorder 
sometimes slowly resolved; mainly, however, 
it remained unaltered, or paradoxically became 
worse. It generally developed in older patients, 
some of whom might have had pre-existing 
brain damage. This latter group is the subject 
of this paper. It has been variously called 
tardive dyskinesia . (Crane, 1968), persistent 
dyskinesia (Pryce and Edwards, 1966) and 
irreversible dyskinesia (Hunter et al., 1964). 

There has been some measure of agreement 
about the clinical manifestations of persistent 
dyskinesia. Most authors describe a dyskinetic 
syndrome of abnormal movement of the jaw, 
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lips and tongue (Urhbrand and Faurbye 
1960; Pryce and Edwards, 1966; Kennedy, 
1969). Such a disturbance has been observed 
to interfere with the function of the region, 
leading to difficulties in speaking, eating and 
swallowing (Evans, 1965; Crane, 1968). Motor 
disturbances also affect other parts of the body, 
but what relationship these have with each 
other, or with oral dyskinesia is the subject of 
debate. Thus, choreiform movements of all 
four limbs (Hunter et al., 1964; Crane, 1968), 
abnormal movements of trunk and chest, 
with respiratory difficulties (Urhbrand and 
Faurbye, 1960; Crane, 1968), motor restlessness 
(Hunter et al., 1964), and parkinsonian features 
of rigidity and tremor (Crane, 1968) have 
all been reported. The earlier study by the 
present authors (Kennedy et al., 1971) indicated 
three independent syndromes—motor restless- 
ness of limbs and trunk; parkinsonian rigidity 
and tremor of limbs, with facial masking; 
and oral dyskinesia-tremor. These motor dis- 
orders are usually thought to be related to 
long-term phenothiazines, butyrophenone or 
reserpine medication, although the nature 
of this relationship is not clear. 

Twenty-three of the original 32 placebo 
patients were free from trifluoperazine for a 
mean 16 week period. At the end of that time, 
rather than being better, they were on the 
whole unchanged or even worse from the point 
of view of extra-pyramidal disorders. It is true 
that parkinsonian rigidity and tremor and 
oral dyskinesia-tremor were rated slightly less 
at the end of the drug-free period, but such 
changes were not significant and were in any 
case smaller than the observed changes in the 
control trifluoperazine group. Withdrawal of 
trifluoperazine, therefore, did not bring about 
a noticeable or important reduction in these 
two syndromes. 

Furthermore, syndrome i—motor restless- 
ness—was actually significantly worse at the 
end of tbe drug-free period. The group mean 
increased, 6 pre-existing cases became worse, 
and 5 new cases developed. Withdrawal of the 
offending drug, for this syndrome, paradoxically 
made matters worse, not better. 

It has been proposed (Kennedy, 1969) that 
parkinsonian rigidity damps down hyper- 
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kinetic disorders such as motor restlessness, 
and that there is an inverse relationship between 
these two disorders. The results of this study 
do not support this theory. Comparing those 
placebo patients in whom motor restlessness 
developed or increased with those in whom 
there was no change or some improvement, 
there were some observed differences in the 
extent of parkinsonian rigidity. Although the 
former patients had less rigidity at the onset 
of the trial, by the end of the trifluoperazine- 
free period the latter group had if anything, 
lost more of their parkinsonian features. This 
is contrary to what might have been predicted 
if there was in fact a paradoxical relationship 
between rigidity and restlessness. 

There have been several reports in the litera- 
ture on the effects on the extra-pyramidal symp- 
toms of discontinuing long-term phenothiazine 
therapy. Case reports (Hunter et al, 1964; 
Evans, 1965; Kennedy, 1:969), suggest that 
dyskinetic movements of the face and mouth, 
generalized chorea, and motor restlessness, 
singly or in combination, persist for up to 
three years after withdrawal of phenothiazines. 
Parkinsonian rigidity and tremor are said to 
be irreversible (Evans, 1965) or to improve 
(Kennedy, 1969). In trials in which the pheno- 
thiazines were experimentally withdrawn, oral 
dyskinesia persisted in rr out of 17 patients, 
over periods ranging from 4 to 22 months 
(Urhbrand and Faurbye, 1960); in 15 out 
of 17 patients over a period of 2 months 
(Demars, 1966), and in all 21 patients over a 
period of ‘some months’ (Pryce and Edwards, 
1966). Another study (Crane et al, 1969) 
reported a worsening of facial dyskinesia 
during a four-week withdrawal period in 34 
patients, but that after 10 drug-free weeks 
this abnormality had returned to earlier levels. 
Parkinsonism was reported to persist or get 
worse in 16 out of 26 patients (Demars, 1966) 
over a short period of five weeks, and to 
improve in 7 patients. The same author stated 
that motor restlessness became worse in 3 
patients, improved in 1 patient, disappeared 


“in g patients and remained unchanged in 13 


patients, seven weeks after discontinuing pheno- 
thiazines. Four out of 21 patients were described 
as becoming very restless over a period ranging 
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from three weeks to two years (Pryce and 
Edwards 1966) after stopping their medication. 
Global ratings of abnormal movements, descri- 
bed as choreiform, myoclonic and athetotic, 
affecting limbs and trunk, improved in 19 
patients, became worse in 4 patients, and were 
unchanged in 11 patients, after ten drug-free 
weeks (Crane et al., 1969). 

In addition to the above reports, there are 
other studies not designed to evaluate the 
function of the extra-pyramidal system, but 
which, in fact, describe similar symptoms. 
Restlessness, pacing, agitation and hyper- 
activity have all been described (Judah et al., 
1961; Rothstein e£ al., 1962; Whittacker and 
Hoy, 1963) after phenothiazine withdrawal. 
These studies purport to investigate the efficacy 
of phenothiazines from the point of view of 
control of psychiatric symptoms, not the neuro- 
logical side-effects. Indeed, the symptoms 
quoted are taken by these authors, to indicate 
a relapse in the psychotic state. However, there 
is no easy way to decide the aetiology of these 
symptoms which inhabit the common ground 
between psychiatric and neurological practice. 
It is certainly suspected (Hunter et al., 1964) 
that mistakes are made in this respect and 
inappropriate treatment instituted. 

Many variables have been suggested as 
being causative of or related to, these persistent 
extra-pyramidal disorders. Brain damage, such 
as senile dementia or leucotomy (Hunter et al., 
1964; Faurbye et al., 1964), female sex (Demars, 
1966), and the use of piperazine-type pheno- 
thiazines (Ayd, 1961; McGeer et al., 1961) 
have all been considered significant. Recently 
Brandon and his co-workers (1971) have 
shown that the development of facial dyskinesia 
is due perhaps more to age and constitutional 
factors than to exposure to phenothiazines. 
The findings. of the present study could also 
indicate that the development and worsening 
of motor restlessness is idiosyncratic, as it was 
unrelated to any variable tested. The other 
two syndromes were positively correlated with 
increasing age, sex difference, and pheno- 
thiazine intake. Brain damage, such as dementia 
and leucotomy, was originally excluded in the 
selection of patients, and therefore its relevance 
cannot be assessed here. However, based on 
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this and other works, it seems reasonable to 
suggest that patients who are elderly, who are 
already brain damaged, and who have had 
piperazine-type phenothiazines in large doses ` 
for long periods are especially liable to have 
extra-pyramidal syndromes, which are not 
reversed by withdrawing the offending drug. 
In this study 28 per cent of the patients taken 

off trifluoperazine relapsed sufficiently to need 
to be reinstated on phenothiazines within the 
16 week trial period. The mean trifluoperazine- 
free period of those who relapsed was 5 weeks. 
This accords quite well with the results reported 
by others. During drug-free periods of up to 
6 months, between 22 and 72 per cent of 
patients relapsed sufficiently to require active 
medication (Judah et al., 1961; Rothstein et al., 
1962; Whittacker and Hoy, 1963; Prien et al., 
1968). If clinical deterioration not sufficient 
to merit reinstatement of phenothiazines is 
considered, the percentage who remain com- 
pletely well after drug withdrawal is even 
smaller. On the other hand, Hughes and 
Little (1967) reported that only 19 per cent 
of their 21 patients needed active drugs during 
an I8 month period. However, many of their 
patients were not schizophrenic, and as many 
as 33 per cent of their original group were 
excluded from this figure, as they were dis- 
charged or had died. In this present work, 
patients who did in fact relapse were younger, 
had consumed larger quantities of phenothia- 
zines over the years, and were previously 
receiving larger daily doses of trifluoperazine 
than those who did not relapse. Prien et al. 
(1968) conclude similarly that the higher 
the dose of phenothiazine the more likely 
the relapse when it is stopped. Morton (1968) 
specified that the patients on trifluoperazine 
are most likely to require it to be continued. 
Males are said to be more at risk when pheno- 
thiazines are withdrawn than females (Abenson, 
1969). Rothstein et al. (1962) state that patients 
who have ‘lower morbidity rates while on 
treatment are most likely to suffer if this 
treatment is stopped. On the other hand, 
Gottschalk et al. (1970) consider that patients 
with florid schizophrenic symptoms should not 
be deprived of phenothiazines. Others (Judah 
ei al, 1961; Blackburn and Allen, 1961; 
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Whittacker and Hoy, 1963) agree that it is not 
possible to predict which patients are dependent 
on phenothiazines and would relapse if these 
were withdrawn. 

What conclusions can be drawn from all this? 
Firstly, the clinician should be aware of his 
responsibility in making decisions regarding 
both the initiation and termination of pheno- 
thiazine therapy for each and every patient. 
The condition that has existed in the past 
whereby phenothiazines are prescribed, if 
not routinely at least with lack of care, ought 
not to be allowed to continue. It would seem 
that the dose should be as small and the course 
as short as would be consistent with proper 
treatment in its widest sense. Those patients 
who appear to be effectively stabilized should 
have their medication reduced and even 
withdrawn for trial periods, so that they do 
not needlessly continue taking these potentially 
dangerous drugs for years, eventually to be 
disabled by irreversible neurological side-effects. 
The primary task must be to prevent these side 
effects, because there is evidence (Crane, 
1968; Faurbye, 1970) that they are due to 
underlying, structural brain damage. Once 
they have developed there is little or no chance 
of reversing the process caused by years of 
perhaps unnecessary and thoughtless medica- 
tion. It is therefore suggested that phenothiazines 
are only continued for long periods in patients 
who have been definitely shown to need them. 
The continuation of medication should be 
decided by conscious effort, and not by default. 


SUMMARY 

Sixty-two chronic schizophrenics in hospital 
were studied. There were 32 male and 30 female 
patients; their mean ages were 53:6 years and 
60-4 years respectively. They had all been on 
regular phenothiazines, principally trifluopera- 
zine, for a mean of 9:4 years. 

Placebo capsules were substituted randomly 
for 92 patients. Within the 16 drug-free weeks 
that followed, 9 (28 per cent) patients relapsed 
sufficiently to require reinstatement on active 
phenothiazines. The mean drug-free period 
for those 9 patients was 5 weeks. They were 
significantly younger, had consumed larger 
quantities of phenothiazines over the years, 


and were originally receiving larger daily 
doses of trifluoperazine than the 29 patients 
who did not relapse. 

The patients were rated for the three main 
extra-pyramidal syndromes—motor restless- 
ness parkinsonian rigidity and tremor and oral 
dyskinesia-tremor, before and after trifluo- 
perazine was withdrawn. The mean drug- 
free period was 16 weeks. Comparisons were 
made between before and after ratings, as 
well as between placebo and control trifluo- 
perazine groups. Parkinsonian rigidity and 
tremor, and oral-dyskinesia-tremor did not 
appreciably change in the placebo or control 
groups. Motor restlessness worsened significantly 
in the placebo, but not the trifluoperazine 
group. Of the 23 placebo patients who were 
without trifluoperazine for 16 weeks, 8 remained 
free from motor restlessness, 1 patient continued 
unchanged, 3 patients improved, 6 patients 
became worse, and 5 patients developed the 
disorder for the first time. There was no signi- 
ficant difference in any of the variables tested 
between the patients who deteriorated and 
those who remained the same or improved. 

Trifluoperazine withdrawal, in this study, 
was therefore followed by a psychiatric relapse 
in 28 per cent of the patients, persistence of 
parkinsonian rigidity and tremor and oral 
dyskinesia-tremor, and worsening of motor 
restlessness. The implications of these findings 
are discussed. 
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Results in a Therapeutic Community 


By KENNETH MYERS and DAVID H. CLARK 


'The term 'therapeutic community' has been 
increasingly employed in recent years. The 
W.H.O. Report (1953) used it to describe a 
general approach of Freedom, Activity and 
Responsibility—a humane, liberal approach 
marked by full occupation, open doors, active 
rehabilitation programmes and increased com- 
munity involvement—repeating and developing 
many of the features of the ‘moral treatment’ 
of the early nineteenth-century (Rees, 1957). 
This has now been widely adopted in Britain, 
U.S.A. and in Western Europe. 

Maxwell Jones (1952, 1968) described and 
further developed the therapeutic community 
as a small face-to-face intensive treatment 
unit concentrating on continual analysis of 
events, community meetings, role examination 
and blurring, flattening of theauthority pyramid, 
etc. This has been less widely adopted. À survey 
by one of us in 1966 only discovered six such 
units in Britain. Clark (1965) has referred to 
them as ‘therapeutic communities proper’, 
and it is in this sense that the phrase ‘thera- 
peutic community’ is used throughout the paper. 

Few have been able to assess the effective- 
ness of the therapeutic community method of 
treatment. This is partly due to the difficulty 
of quantifying and assessing any system of 
changing personality; attempts to assess the 
effects or the comparative effectiveness of 
forms of psychotherapy have often been 
unsatisfactory, as Eysenck (1952) has pointed 
out. It is also due to the even greater difficulties 
of demonstrating the effects on individuals of a 
social re-organization applied over a period of 
time. 

There have been a few controlled studies of 
therapeutic community treatment, notably those 
of Craft, Miles, Madew et al., Caine and Smail 
and Letemendia et al. (discussed below). 

In this study we report on a controlled study 
of the effects of the therapeutic community 


method on the long-term disturbed male 
patients of a mental hospital. 

Hospital ‘A’, a medium sized psychiatric 
hospital serving a predominantly rural area, 
has been experimenting with social therapy 
for about 15 years. There had been rehabilita- 
tion schemes, industrial workshops, halfway 
houses, open door programmes, etc. During the 
1960s the therapeutic community method had 
been employed, first in a women’s convalescent 
ward, then in the women’s disturbed ward, 
and, since 1964, in the men’s disturbed ward. 

In 1965 we proposed to attempt a controlled 
study of the effect of this treatment. 

As a control, a ‘men’s disturbed ward’ was 
found in 1966 in Hospital ‘B’ which permitted 
fairly satisfactory comparison. It will be referred 
to as the traditional ward. It was established 
in 1964 to receive all disturbed male patients 
from its parent hospital, which was about the 
same size as Hospital ‘A’ (goo beds against 800) 
and served a similar rural area of South 
Eastern England of a similar population 
(398,500 against 440,000). Both hospitals are 
the only psychiatric inpatient facility for medium 
or long stay patients in their respective catch- 
ment areas. All chronically disturbed male 
patients, therefore, from either area would 
eventually end up in the wards under study. 

The plan of study (see below) was to examine 
regularly every man taken into either ward 
over one year, and to compare the effects of the 
two regimes on the men themselves and on 
their subsequent fates. 

During the period of formulation of the 
research plan there were further developments. 
The traditional ward did not change much. 
The experimental ward, however, steadily 
developed closer links with the female disturbed 
ward of the hospital. The patients visited one 
another and joint, staff meetings developed. 
In March 1967 a joint organization was formally 
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created, with a woman charge nurse. During 
the study period, 1 June 1967 to 31 May 1968, 
therefore, the ‘community ward’ was in fact 
part of an integrated therapeutic community 
of 30 men and 30 women with a mixed staff 
of men and women. 

We debated whether this invalidated the 
experimental design; we decided that it did 
not, for the two units still carried out the func- 
tion which we were comparing, the acceptance 
and containment of disturbed male patients. 
Our experimental task was to compare the 
results of the two methods of doing this—the 
traditional and the therapeutic community 
method. 


The two wards 


The Community Ward was situated in a 
single storey building, built 50 years earlier 
as an admission ward; it was fairly well appoin- 
ted and in fairly good repair. The men’s 
disturbed ward had been housed there since 
1964. It was an open door ward. The majority 
of the patients went to work in the hospital 
workshops, estate department and occupational 
therapy department, and a few went to paid 
work in the town. The men and women 
patients took their meals together and used 
communal day rooms, though the sleeping 
accommodation was separate. 

The major feature of the unit life was the 
series of meetings, and the constant examina- 
tion and analysis of events of every day. The 
whole community met for an hour each morning 
and the ward business, including patients’ 
requests for leave, for alterations of medication 
and discussion and analysis of all manner of 
events, was transacted in the community 
meeting. Decisions were taken on all- these 
matters, on the application of rules and on the 
enforcement of sanctions. Community dis- 
cussions and decisions were taken seriously, 
and were acted on. No one role group or 
individual exercised a veto or could enforce 
a decision against the wishes of the rest of the 
community. 

Traditional treatments were used. About 
half the patients were on tranquillizer medica- 
tion and about one-third received night sedation, 
though no barbiturates were used. Epileptics 


were on anticonvulsive medication. Some 
patients were sent for ECT—on the average 
one man (out of 30) in any one week. The 
main staff group were the nurses, but there 
was a full time occupational therapist, and a 
registrar, a consultant and a social worker 
attended the ward on a part time basis and 
took an active part in the community meetings. 

It is difficult to convey the flavour of a 
community in a few sentences. It was lively, 
vigorous, often noisy and usually untidy. 
Discussion was continuous, arguments frequent, 
shouting common and brawls occasional. Violent 
attacks on other people, breaking of windows, 
wrist slashing occurred at times, but were the 
subject of intensive social analysis. There were 
no serious assaults on persons during the period 
of study (though they had occurred at other 
times). 

There were many contacts between the unit, 
the rest of the hospital and the community 
outside—meetings were attended not only by 
ward personnel but by other hospital staff 
and many visitors. At times relatives attended. 
Ward parties were held several times a year, 
ward outings two or three times a year, and 
social gatherings were a prominent feature of 
the life of the ward. 

The Traditional Ward was housed in the 
upper floor of a three storey, century old build- 
ing in the middle of the hospital; halfway 
through the study it was transferred to a 
similar ward in another block. The standard 
of furniture, furnishing etc. was adequate— 
slightly better than those of the community 
ward. It was open, with a full occupation 
programme and a devoted and well trained 
nursing staff who justly prided themselves on 
their humanity to their charges. The difference 
was that their system of management was the 
traditional, well-established mental hospital 
pattern. The ward was to a large extent isolated 
from the outside community despite being 
unlocked at all times. It received its residents 
almost exclusively by transfer from other wards. 
All received phenothiazine tranquillizers. ECT 
usage was similar to the community ward. 
Social workers, mental welfare officers and 
occupational therapists very rarely visited. 
The ward doctor did a daily round to sign the 
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books and deal with medical problems. He 
interviewed patients presented to him by the 
charge nurse, and a co-operative doctor was 
one who fitted in with this pattern. No meetings 
of any sort were arranged, although spon- 
taneous gatherings of nursing staff—for tea 
and at handover times—often occurred. Nurses 
and patients sat together to watch television 
programmes or play cards or other games. 
Ward policy was not discussed with or by 
patients. It was, in fact, rarely discussed at all, 
except that all agreed that the function of the 
ward was to accommodate disturbed men. 
No one consultant psychiatrist had overall 
responsibility for ward policy; the patients 
were rarely seen by a consultant. Violence, or 
the myth of violence, was a constant pre- 
occupation of the nurses, but was rarely dis- 
cussed. During the study period there were 
several attacks on staff by patients, one fairly 
serious. 

The senior nurses saw the function of the 
ward as ‘discipline’. They said that this was not 
official policy, but it was nevertheless the real 
function, and was seen by the whole hospital 
as the ward’s most important job. 

Sanctions tended to be punitive and ex- 
clusively staff-imposed. The patient who was 
disturbed or disturbing received increased 
medication, was confined to a side room, 
spent a period in dressing gown and pyjamas, 
or all three. No further discussion of events 
leading up to the disturbance took place 
except between nurse and doctor, or patient 
and doctor. The decision was always taken 
by the nurse, and the other members of the 
ward were at no time involved. 


Numbers and staffing 

The numbers of patients in the two wards 
were directly comparable. The community 
ward had 30 beds for male patients with an 
average daily occupancy of 25. The traditional 
ward had 32 beds and an average daily 
occupancy of 32. 

The nursing staff numbers and training were 
also comparable. The traditional ward had a 
charge nurse and two nurses on each shift 
and one nurse at night. The average number 
of nurses working on the ward in 24 hours was 
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therefore 7 for 32 patients, giving an overall. 
nurse/patient ratio of 1:4:5. In the integrated 
unit there was a charge nurse (female), two 
day time shifts of a deputy charge nurse (male) 
and six nurses, and 3 night nurses, making 
18 nurses in 24 hours for 60 patients (30 male, 
go female) giving a nurse/patient ratio of 
1:3°3. 

The medical staffing was nominally similar, 
a registrar being the doctor in charge in each 
ward, but the degree of medical involvement 
was different. The traditional ward doctor 
was minimally involved; in the community 
ward the registrar was very closely involved. 
He attended all the community meetings and 
many small meetings. He spent about 7 sessions 
per week in the unit and it was his main work 
within the hospital. 

Senior medical involvement was also different. 
The patients in the traditional ward had differ- 
ent consultants as Responsible Medical Officers ; 
and these rarely visited the ward. One con- 
sultant was in charge of the community ward 
and was Responsible Medical Officer for all 
the residents. If patients of other consultants 
were admitted they were transferred to his 
care. He spent an average of one session per 
week in the ward; he attended some meetings 
and was very closely identified with the whole 
project. 

There was also more involvement of other 
professional staff in the community ward. 
For much of the period one trained occupational 
therapist was attached full time to the unit. 
A qualified social worker was attached part 
time (approximately three sessions). Both 
attended unit meetings and engaged themselves 
in the community activities. A number of other 
hospital staff attended some meetings and 
identified themselves with the work, such as 
the Nursing Administrator responsible for the 
ward, the hospital Chaplain and a nursing 
Tutor. Any hospital officer who had business 
with the unit was encouraged to come to the 
community meeting to discuss it, and at various 
times during the period of study the Hospital 
Catering Officer, the Employment Officer, 
the Head Occupational Therapist and various 
Mental Welfare Officers attended. There were 
many visitors who usually attended one meeting 
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only—students of nursing, occupational therapy, 
psychology and medicine, and visitors to the 
hospital including doctors from overseas. 


Plan of study 


We wished to assess and compare the effect 
of a period in the wards on men entering them. 
For 12 months (from 1 June 1967-31 May 1968) 
every man entering either ward was carefully 
examined, assessed and followed-up. All be- 
came part of the study except those who stayed 
too short a time for assessment, those who had 
left the ward for reasons of physical illness and 
had been re-admitted, and those whose absence 
from the ward was for less than 48-hours 
before re-admission. Assessments were made 
of schizophrenic symptoms, using Wing's scales 
(Wing, 1961), and of interaction during the 
summer of 1967. 

Wing’s scales were introduced originally 
to provide a simple and reliable subclassifica- 
tion of -schizophrenia for the purpose of, 
amongst other things, comparing and describing 
populations. The system makes use of a division 
into moderately and severely handicapped 
groups and one intermediate group. Given an 
effective treatment regime those schizophrenic 
patients benefiting would move from a more 
to a less handicapped group. 


Assessment of mental state 


Entrants to each ward were assessed 48 
hours, 2 weeks, 1 month, 3 months, 6 months 
and a year after admission, unless they had 
been discharged previously. Assessments of 
mental state were made independently by one 
of us (KM) and by a Senior Registrar based 
at the control hospital. The correlation between 
the assessors, expressed as a contingency 
coefficient C (Siegel, 1956) was 0-28, signifi- 
cant at the 0:05 level. 


Interaction scales 

During May-July 1967, a student of social 
psychology joined the research team and carried 
out interaction studies on both wards. She 
used an Interaction Scale of five points to be 
applied outside treatment situations, that is, 
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doctor-patient interviews or group or ward 
meetings. The five levels of interaction were: 


I. Normal social mixing; 

2. Some spontaneous interaction; 

3. Responds to overtures, but no spontaneous 
interaction; 

4. In the company of others, but does not 
respond to their overtures; 

5. Retires to own room or to bed. 


RESULTS 


During the year 32 men were admitted to 
the community ward and 27 to the traditional 
ward. 


TABLE I 








Diagnosis Comm. Trad. 
Schizophrenia i 19 14 
Personality disorder .. 7 8 
Affective disorder 5 2 
Subnormality .. I 3 
Mean age 25 .. 36-81 years 33:52 years 
Mean length of stay in 

hospital š 4'74 years 4:04 years 





There is no significant difference between 
the mean ages or the duration of hospital stay 
before entering the study. 


Mental state 


Of the schizophrenics, 14 in the community 
and 12 in the traditional ward stayed long 
enough for mental state assessment to be re- 
peated. Of these, 9 community and 8 traditional 
showed evidence of change in severity of 
symptoms. Of these, all 9 of the community 
and 4 of the traditional had moved from a 
more to a less handicapped group on leaving 
the ward or at the end of the study period 
(Table IT). 








Taser II 
Assessment of schizophrenia mental state 
Comm. Trad. 
Improved ae 9 4 
Worse m o I 





is a statistically significant 


(p = 0-029, Fisher’s exact probability test).) 
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The basic precept of the therapeutic com- 
munity is that all the human resources available 
should be used in treatment. It follows that to 
achieve this goal there should not only be 
interaction between staff members and between 
patients and staff but also between patients. 
Indeed, a measure of the extent to which the 
community is achieving its therapeutic aims 
will be the degree of interaction between 
patients themselves. 


Interaction studies 

During the three month period May-July 
1967, 9 men were admitted to the community 
ward and 5 to the traditional ward. Six com- 
munity and two traditional showed an improve- 
ment in spontaneity of interaction (Table III). 











TABLE ITI 
Spontaneity of interaction 
Comm. Trad. 
Greater spontaneity of 
interaction 2 s 6 2 
Same or less spontaneity .. 3 3 (1 worse) 





(p = 0:029, Fisher’s exact probability test.) 


Discharge rates 


The numbers and percentages of those 
discharged are shown in Table IV. 











Taste IV 

Discharges 
48 2 I 3 6 I 
hrs. wks. mth. mths. mths. yr 
Comm. No. o 5 10 15 20 27 
Ward ..% o 15:6 31°25 47 62:5 85 
Trad. No. o 4 8 15 18 24. 
Ward ..% o 15 30 55 66 88 





(All percentages are cumulative.) 


Thus, there is virtually no difference in 
length of residence or in the discharge rate, 
although many more patients were discharged 
from the community ward and from the hos- 
pital altogether than from the traditional 
ward (Table V). 














TABLE V 
Destination after discharge 
Comm. Trad. 
Other wards - zd 6 15 
Outside hospital .. = 21 9 
Total discharges .. — 27 24 
x? = 6-94 d.f. — 1 2 tailed p < 0:01. 


Many further intercorrelations of ratings 
and assessments were carried out, but they 
did not yield significant findings. The men with 
personality disorder were dominant figures 
in both wards and provided many of the dram- 
atic incidents, but their numbers were too 
small (7 and 8) and their careers too erratic 
to provide statistically significant findings; 
there appeared to be no very striking differences 
between what happened to the two small 
groups. 

The nursing staff in both wards were asked 
to carry out ratings of the behaviour of the 
patients; these were carefully collected and 
inter-correlated, but so many internal incon- 
sistencies and anomalies PRIETge that they had 
finally to be discarded. 


Other studies 


There have been many descriptions of 
therapeutic communities proper (Jones, 1952, 
1962, 19682, 1968b; Wilmer; Rapoport; Martin; 
Clark, Hooper and Oram) ranging from the 
sober descriptive to enthusiastic journalism. 
There have, however, been few attempts to 
assess what was achieved. Tuxford, in Jones' 
first publication, attempted a follow-up of the 
early Belmont patients, but only about two- 
thirds of the patients could be seen. Rapoport 
published many folow-up details but again 
was only able to follow 70 persons out of the 
109 studied. This failure rate is largely due 
to the turbulent nature and restless evasiveness 
of the sort of people who entered their thera- 
peutic communities, but underlines the diffi- 
culties of any such research or assessment. 

Whiteley (1970), writing of psychopaths 
discharged from Henderson Hospital in 1964-5, 
was able to obtain data of some sort on all 
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but 9 of the 122. He describes a 40 per cent 
improvement rate in terms of no further 
convictions or psychiatric admissions over a 
two-year period, but emphasizes the need for 
selection for this form of treatment. No control 
group was available. 

There have been few attempts to set up 
controlled studies. Craft (1965) set up an experi- 
ment in which subnormal psychopaths were 
allocated to either a group therapy or an almost 
militarily authoritarian ward. He found that 
the traditionally managed ward group did 
better in terms of committing fewer offences 
after release, and fewer needed re-institutional- 
ization subsequently. 

Miles (1967), in a controlled study of the 
therapeutic community treatment of psycho- 
paths, found improved interpersonal relation- 
ships and improved attitudes to authority 
in the experimental, therapeutic community 
group, but poorer attitudes to work than in the 
traditional control group. 

Madew, Singer and Macindoe (1966), report- 
ing from Sydney, Australia, described a con- 
trolled experiment in which prospects for 
rehabilitation as measured by discharge rates 
were examined in a therapeutic community 
and a ‘traditional’ group. Most of their patients 
were schizophrenics. They found that the 
discharge rate from the therapeutic community 
was significantly greater than from the control 
group, and concluded that this was due to the 
difference in treatment approach, since the 
patients were otherwise matched for relevant 
variables. The ethos of the experimental group 
included an emphasis on rehabilitation/dis- 
charge where that of the controls did not. 

Caine and Smail (1969) compared two groups 
of chronic neurotics in hospital—one group 
treated by the therapeutic community tech- 
nique and one by more conventional methods. 
These they describe as ‘a greater emphasis on 
drug treatment, a minimum psychotherapy 
represented by the personal relations established 
with a member of staff, or with another patient, 
and in some cases a limited amount of inter- 
pretive psychotherapy by a doctor or an experi- 
enced ward sister’. They found significantly 
decreased scores on both symptom and person- 
ality measures for the therapeutic community 
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group, which were not present in the compara- 
tive treatment sample. 

One study whose results seem to differ from 
ours is that of Letemendia et al. They first 
carried out a survey of all the chronic schizo- 
phrenics in Littlemore Hospital. After this, 
the hospital was split into two divisions, one 
run traditionally and the other run on thera- 
peutic community lines. The patients were 
randomly allotted to the two divisions. After 
three years, Letemendia and his colleagues 
followed up all the patients originally assessed 
and found no significant difference in the two 
groups. The apparent discrepancy between the 
two studies, we believe, is in the two populations 
examined. Letemendia studied all the schizo- 
phrenics in the hospital; this included many 
apathetic, withdrawn and hebephrenic patients. 
Our wards were concerned only with disturbed 
patients—those who were still struggling with 
their fate and reacting against their institutional 
environment. We think that these people may 
gain valuable lessons and experience from 
the feedbacks of the therapeutic community. 


DrsaussioN 
The results show three areas in which the 


therapeutic community makes significant 
changes: 

1. The clinical state of chronically disturbed 
schizophrenics is improved. 


2. Patients are much more likely to be dis- 
charged direct into the outside community. 
This is not merely because it was ward policy 
to do so, but because the degree of interaction 
with and involvement in the ward community 
suggested that this was the appropriate move. 

3. Besides the planned increased interaction 
with the staff, patients also interact more with 
each other. Hooper (1960) showed that slow 
modification of the social structure of a chroni- 
cally disturbed women's ward brought with it 
increased interaction between patients, and the 
formation of a patients’ group. Our findings 
confirm this. 

In the group as a whole, discharge to the 
outside community was much more likely from 
the therapeutic community. Thus, although 
the investment in terms of nursing staff was 
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heavier, it seems that time and effort spent 
in training them was worth while. 

One of the very striking differences between 
the wards was the degree of contact between 
the patients and other, non-ward staff and 
visitors. Sensitive, compassionate and sophisti- 
cated people stayed away from the traditional 
ward, but volunteered for duty on, and visited 
the community ward. The therapeutic com- 
munity enabled these contacts to be made—it 
put the most disturbed and discarded in touch 
with an entirely different group. Any system 
which did no more than this would be well 
worth while. 

After 25 years of gradual development and 
considerable doubt about its best application, 
indications for the use of the ‘therapeutic 
community proper’ are much clearer. Whiteley 
has shown that certain types of psychopath 
benefit, but careful selection is important. 
Miles has indicated similar usefulness. Letemen- 
dia et al. have suggested that not all chronic 
schizophrenics would benefit, and our own 
study has indicated that among schizophrenics 
the most disturbed are likely to show improve- 
ment. 

Previous papers (Schureck, Clark and Myers) 
have shown that the therapeutic community 
can contain disturbed patients. This study shows 
that it does more. It can improve them, 
clinically and socially, and lead to earlier 
discharge from hospital. 


SUMMARY 


This paper describes a controlled trial of 
‘therapeutic community’ treatment of chroni- 
cally disturbed men. It shows that the chronic 
schizophrenic group are improved clinically 
and that the chances of discharge from hospital, 
and of interaction between patients, are greater 
for all those treated by the therapeutic com- 
munity method. These findings are discussed. 
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Antiandrogen (Cyproterone Acetate) Therapy in Deviant 
Hypersexuality* 


By ALAN J. COOPER, A. A. A. ISMAIL, A. L. PHANJOO and D. L. LOVE 


INTRODUCTION 


The management of sexual delinquents, 
especially those with compulsive putting into 
action of aggressive sexual impulses, poses 
great problems for the medical profession from 
the therapeutic as well as the moral standpoint. 
In the past thirty years or so numerous different 
approaches have been tried with varying degrees 
of success. A much abridged list of more recent 
treatment procedures includes: surgical castra- 
tion (Stürup, 1968), sedative and/or tranquillizer 
drugs (Litkey and Feniczy, 1967; Bartholomew, 
1968), female sex hormones (Allen, 1970); 
psychological measures such as psychotherapy 
(Ellis, 1956; Mayerson and Lief, 1965; Allen, 
1970) and/or behaviour (‘aversion’) therapy 
(MacCulloch and Feldman, 1967) and ‘right 
up-to-date’ hypothalamotomy (B.M.7., 1969). 
Unfortunately surgery, which is the most 
reliably effective of these treatments, may have 
unpleasant sequelae; its use, which (in Britain 
at least) is beset with ethical problems, is 
therefore justified in only the most recalcitrant 
and/or dangerous types of offender, and only 
then when other methods have failed. 

With the advent of a unique class of chemical 
compounds, a novel pharmacological approach 
has become available in these unfortunate 
cases. Known generically as antiandrogens, 
these substances produce their effects by one 
of three main mechanisms—physiological, 
chemical or by means of a specific antagonism. 
The term ‘physiological antagonism’ denotes a 
situation in which a compound produces an 
effect which is antagonistic to that produced by 
androgenic hormones (e.g. oestrogens). ‘Chemi- 
cal antagonism’ indicates that a substance 
combines chemically with the androgenic 
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steroids to decrease or destroy their activity. 
Finally the term ‘specific antagonism’ refers 
to a situation in which a drug competes for a 
particular site of action for which the hormone 
has an affinity, e.g. central and peripheral 
receptors. . 

Cyproterone acetate (1, 2« methylene-6- 
chloro-17«-hydroxy-pregna-4, 6-diene-3, 20- 
dione-17-acetate) is a powerful new synthetic 
antiandrogen (Briggs, 1970), as well as a very 
potent progestogen with antigonadotrophic 
effects. The chemical formula shown in Fig. 1 
demonstrates the structural similarity with 
chlormadionone acetate, a compound widely 
used as an oral contraceptive in medical practice. 





Cl 


Fic. 1. 


I, 2 a-methylene-6-chloro-17¢-hydroxy-pregna-4, 6- 
diene-g-, 20-dione-17-acetate. 


Cyproterone acetate has been used mainly 
in Germany for a number of psychiatric syn- 
dromes, ‘psychotic as well as non-psychotic’, 
in which uncontrollable and socially unaccept- 
able sexual behaviour are prominent (Laschet 
and Laschet, 1967; Hoffet, 1968; Seebandt, 
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1968). This present preliminary communica- 
tion reports a detailed clinical and endocrino- 
logical study on the use of this drug in a psycho- 
pathic male who presented with uncontrollable 
and unacceptable sexual actions. Two other 
long-term ongoing case studies are briefly 
mentioned. 


CASE 1 


The patient, aged 40, had been referred by his 
solicitor because of a number of 'sexual assaults' 
he had made on his 15-year-old daughter. At 
psychiatric interview (AJC) he admitted numerous 
previous episodes of 'loss of self control' and un- 
desirable behaviour of various sorts, including 
frequent genital exposures, interfering with young 
adolescent girls, homosexuality, both active and pas- 
sive, as well as transvestism and fetishism with com- 
pulsive self-masturbation. He also complained of 
unresolved heterosexual tension due to his wife's 
refusal to accommodate his coital needs (5—7 times per 
week). On psychiatric examination he came over as 
being psychopathic with a high sexual drive (the 
‘average’ American male of similar age engages 
in coitus twice a week—Kinsey et al., 1948). Typical 
of the psychopath, he lacked a conscience and had 
extremely poor impulse control. On many occasions 
he had become erotically aroused and unable to 
exercise self-restraint, and had sought an immediate 
outlet, irrespective of surroundings or circumstances 
and without concern for the consequences. He had 
never felt remorse or guilt for his many sexual trans- 
gressions. 

During the interview the patient completed two 
standard psychological tests, the Eysenck Personality 
Inventory (EPI, Eysenck and Eysenck, 1964) 
and the Hostility Scale (Foulds, 1965). On these he 
scored an extraverted (score — 14) and neurotic 
(score = 14) and highly hostile (score = 28— 
within the psychopathic range) respectively. 

The patient agreed to enter hospital for a three 
week therapeutic trial with cyproterone acetate. 


METHOD 


Figure 2 sets out the investigatory procedure. 
Daily clinical and frequent endocrine examina- 
tions were made during (a) the three days 
preceding, (b) the 21 days of, and (c) the eight 
weeks following oral cyproterone acetate treat- 
ment (100 mg daily, administered in a single 
morning dose). 

Plasma testosterone was assayed using a 
competitive protein binding method (Ismail, 


Love and Nieschlag, 1970) under two separate 
circumstances. 


(1) Non-stimulated (Basal) 

It has recently been suggested (Ismail, 
Love and Nieschlag, 1970) that at least two 
plasma samples, taken at 8 a.m. and 8 p.m., 
would reflect adequately both the overall 
concentrations of the hormone over the 24-hour 
period and its circadian rhythm in plasma. 
In the present study, blood was drawn twice 
daily, at 9 a.m. and 6 p.m. each time. The 
results are expressed as ug/100 ml plasma. 


(2) During sexual stimulation 

From time to time (Fig. 2) the patient was 
required to masturbate to his favourite fantasies. 
This was carried out at the same time of the 
day (3.30 p.m.), each time without fear of 


Basal a.m. sample 

Basal p.m. sample 

Pre masturbation 

Immediately postmasturbation 
30 mins postmasturbation 
Orgasm 

No orgasm 
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interruption in the security of a single room. 
He was instructed to employ optimal stimulation 
and reach orgasm and ejaculation as quickly 
as possible. Blood was sampled immediately 
before masturbation, 15 minutes later (whether 
or not orgasm and ejaculation had been reached) 
and 30 minutes after this. 


RESULTS 


Figure 2 shows the plasma testosterone levels 
at varying stages of the investigation. The levels 
during the control period (days 1-4) were within 
the range encountered in normal men, and 
showed the expected circadian rhythm with 
lower values in the evening than the morning 
(— 19 per cent) (Ismail et al, 1971). After 
four days of cyproterone acetate, unstimulated 
levels (9 a.m.; 6 p.m.) had dropped almost 
50 per cent; interestingly, a smaller but reversed 
difference was noted between morning and 
evening hormone levels, the latter being 8 per 
cent higher. This reversal may have been due 
to the fact tbat the daily dose of the drug 
was provided some 30 minutes or so before 
the morning blood sampling and hence could 
be expected to produce maximum effects at 
that time. 

Clinically, reduction in plasma testosterone 
was associated with a virtual disappearance 
of morning erections on awakening and of 
spontaneous daytime erections, together with a 
reduction in the frequency of erotic fantasies 
and sexual urges. Heretofore, these had been 
extremely troublesome to the patient. 

After seven days medication the patient was 
unable to masturbate to orgasm and ejacula- 
tion; despite 15 minutes of vigorous manipula- 
tion he remained virtually unaroused, with an 
extremely poor erection. The following day 
he ‘just managed’ to reach orgasm and ejacula- 
tion, but again his erection was poor and the 
volume of the ejaculate was much reduced. 
The pre-, post- (after 15 minutes) and 30 minutes 
post-masturbation plasma testosterone levels 
were reduced by 54 per cent, 41 per cent and 
55 per cent respectively, as compared with the 
corresponding pre-drug levels (Fig. 2). After 
20 and 21 days of cyproterone acetate, masturba- 
tion was unsuccessful and ‘just possible’ re- 
spectively; erection was difficult to sustain and 


the volume of the emission (21st day) was 
much reduced. 

Three weeks after stopping the drug, sexual 
responsiveness had returned to pre-trial levels. 
Masturbation to orgasm and ejaculation was 
accomplished easily and pleasurably with 
powerful erections (days 47 and 48), and plasma 
testosterone had increased towards the corre- 
sponding pre-trial levels (Fig. 2). 

Throughout the therapeutic trial no side 
effects or toxic manifestations were detected. 


CASES 2 AND 3 


An ‘oversexed’ male aged 72, and a homosexual 
priest, respectively, were given cyproterone acetate 
on an out-patient basis; the former intermittently 
100 mg/day, four weeks on, four weeks off: the latter 
continuously in doses ranging from 50-150 mg/day. 
At the time of writing they continue on their respec- 
tive drug regimes. In brief clinical summary, both 
experienced a rapid falling off in libido, and erections 
and ejaculations became impossible. This was espec- 
ially marked in the homosexual, who had previously 
undergone several years varied treatments including 
oestrogen, tranquillizers, ECT, electrical aversion, 
etc., without benefit. Within four days of commencing 
cyproterone acetate, masturbation was impossible, 
and on the larger dose (150 mg/day) his previously 
compulsive and extremely disturbing homosexual 
fantasies disappeared. After six months of cypro- 
terone acetate therapy he remains symptom-free. 

The ‘hypersexual’ patient’s sexual status was clearly 
related to the time of cyproterone acetate administra- 
tion; his erotic ‘agitation’, spontaneous erections 
and nocturnal seminal emissions disappearing, to 
be replaced by tranquillity within one week of starting 
the drug. There seemed no doubt in his case that the 
drug could reversibly suppress sexual preoccupation 
and performance. 

In addition to this sexual inhibitory effect, the 
drug had an unmistakable general tranquillizing 
action. Thus, all three patients noticed they were less 
irritable, more tolerant and more relaxed physically 
and mentally, during its administration. Two of 
them experienced some loss of energy, but drowsiness, 
weakness, fatigue, etc., were not encountered. 
On balance all patients considered that the psycho- 
logical effects of the drug were beneficial. 

The general tranquillizing effect of cyproterone 
acetate, which is presumably due to its antiandrogen 
properties, is consistent with recent animal and human 
findings (Hamburg, 1970; Walton, 1969; Kupperman, 
1967; Deutsch, 1968; Rose et al., 1971) which suggest 
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a role for androgens in the genesis or mediation of 
aggression or both. 


COMMENT 


In Case 1, on the dose used (100 mg cypro- 
terone acetate per day), the genital physiological 
manifestations (erection and ejaculation) were 
inhibited to a much greater degree than the 
psychological (fantasies, sexual desire, etc.), 
which were left relatively intact. Although it 
may be arbitrary, even inappropriate, to attempt 
a separation of these two components, the 
observations perhaps suggest a proportionately 
more important functional role for testosterone 
in the physiological, rather than the psychologi- 
cal sphere of sexual response. It remains feasible, 
however, that a larger dose and/or longer 
administration of cyproterone acetate might 
have eliminated desire as well as potency. 
It is of interest in this respect that other workers 
who have noted the relatively greater effect 
that cyproterone acetate has on potency have 
commented on the rarity of undesirable 
psychological sequelae (Laschet and Laschet, 
1967; Hoffet, 1968; Seebandt, 1968). It might 
have been expected that ‘desire’ without 
‘capacity’ would result in frustration or depres- 
sion or both. So far these symptoms have been 
encountered on only a few occasions; on the 
contrary feelings of considerable relief have 
been reported more often. In the present case 
no adverse psychological symptoms developed. 

There is no constant relationship between 
the different phases of orgasmic sexual response 
(pre-, post- and 30 minutes post-masturbation) 
and plasma testosterone levels. (Case 1.) However, 
it is of interest to point out that the difference 
between the mean of the pre-masturbation 
readings and the mean values of the post- and 
30 minutes after masturbation was greater 
during the control and post-treatment period 
than those noted during therapy with cypro- 
terone acetate. Also, although only two non- 
orgasmic responses were recorded whilst on 
the drug, the pre-, post- and 30 minute post- 
masturbation plasma testosterone profiles were 
remarkably similar (Fig. 2). However, these 
findings are not sufficient to allow for any 
conclusions. 


In conclusion, the three cases studied showed 
almost complete inhibition of erectile and 
ejaculatory capacity (physiological response), 
whereas libido (‘sexual feelings’, fantasies, 
etc.—psychological response), though also 
reduced, was only suppressed completely in the 
homosexual (150 mg/day). The clinical effects 
of cyproterone acetate associated with reduced 
plasma testosterone levels, demonstrable after 
four days, were presumably due to blockade 
of central and probably also peripheral ando- 
gen-sensitive receptor-sites, so called ‘specific 
antagonism’. There was no evidence of feminiza- 
tion, and both clinical and endocrine effects 
were completely reversible after eight weeks. 
The absence of feminizing side effects 
with cyproterone acetate, which are a 
serious drawback of oestrogens, represents a 
significant advance in the pharmacotherapy 
of sexual delinquents. In the authors’ opinion 
further trials are indicated for this interesting 
compound. 


SUMMARY 


1. A psychopathic male with uncontrollable 
and deviant sexual behaviour (homosexuality, 
attempted incest, fetishism, transvestism) was 
treated with the antiandrogen using cyproterone 
acetate 100 mg per day—for three weeks. 
After four days plasma testosterone levels 
(basal 9 a.m. and 6 p.m. and during masturba- 
tion—pre, immediate post, and 30 mins. post) 
had dropped by approximately 50 per cent; 
clinically both erectile and ejaculatory capacity 
and ‘libido’ (sexual feelings, tension, fantasies, 
etc.) were reduced, the former to a much greater 
extent than the latter. Both clinical and endo- 
crine effects were completely reversible eight 
weeks after discontinuing the drug. 


2. Two other cases (a homosexual and a 
‘hypersexual’) studied clinically showed com- 
plete suppression of sexual responsiveness 
(‘physiological’ and ‘libido’) on doses ranging 
from 50 mg/day-150 mg/day; the effects 
were reversible on stopping the drug. 


3. In addition to the action on sexual feelings 
and functioning, all patients noted a general 
tranquillizing effect. 
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Trial of a Sustained Release Form of Amitriptyline in the 
Treatment of Depressive Illness 


By A. C. P. SIMS 


INTRODUCTION 

Amitriptyline 1s a widely used antidepressant 
and its effectiveness has been shown, e.g. in 
comparison with imipramine in double blind 
trial (Burt et al., 1962; Hordern et al., 1963, 
1964). A disadvantage of currently prescribed 
tricyclic antidepressants 1s the necessity for 
administering the drug three times a day. 
It has been shown that general medical and in 
particular psychiatric patients fail to take their 
medication either in the prescribed dose or at 
all (Benstead and Theobald, 1952; Haler, 1952; 
Park and Lipman, 1964; Parkes et al., 1962; 
Porter, 1969). This failure rate may be as high 
a3 50 per cent (Dixon et al., 1957; Willcox et al., 
1965). Even in psychiatric in-patient studies 
there was still a high failure rate in taking 
prescribed psychiatric drugs (Hare and Willcox, 
1967). A regimen consisting of a single daily 
dose is more reliably taken than one consisting 
of thrice daily dosage (Coppen et aL, 1969; 
General Practitioner Clinical Trial 1970). 

In order to reduce these failure rates in 
taking prescribed amitriptyline a sustained 
release preparation containing 50 mg. ami- 
triptyline has been formulated (Lentizol- 
Warner). It is hoped that this sustained release 
preparation will also reduce the severity of 
side effects. With conventional amitriptyline, 
given three or four times daily, there are 
inevitably short periods when the amount of 


drug available is above the therapeutically . 


desirable level, whereas an even release rate is 
maintained throughout a period of 8-12 hours 
with this new form of amitriptyline. 

A significant positive correlation has been 
found between the plasma level of a tricyclic 
antidepressant and subjective side effects 
(Asberg et al., 1970). The new sustained release 
capsule contains 50 mg. amitriptyline. It 
utilizes the principle of dialysis to ensure a 
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uniform release of the drug independent of 
the pH of the gastrointestinal juices, or of the 
motility of the gastrointestinal tract. The 
capsule releases in vitro 33 per cent of the total 
dose in the first hour, and not less than go per 
cent of the total dose by the twelfth hour. 

The present trial was designed to compare 
the relative efficacy of this sustained release 
form of amitriptyline with the conventional 
form of this drug in the treatment of depressive 
illness. A comparison of side effects with the 
two preparations was also made. 

Identical tablets of amitriptyline 25 mg. and 
placebo and, similarly, 50 mg. capsules of 
active drug and placebo were prepared. Fifty 
mg. of sustained release amitriptyline in a 
single capsule was compared with 25 mg. 
amitriptyline thrice daily and 2 X 50 mg. of 
sustained release amitriptyline with 2 X 25 mg. 
thrice daily. Patients were randomly assigned 
to either course of treatment. 

The trial was conducted over a period of 
six weeks for each patient with cross-over 
to the alternative drug at three weeks. The 
dosage of either 50 mg. or 100 mg. Lentizol 
and comparable ordinary amitriptyline dosage 
was decided for the individual patient on clinical 
grounds and maintained for the six-week period. 

Assessment of the patients! depressive symp- 
toms was made before starting treatment, at 
the three-week cross-over period and at the end 
of the trial using the Hamilton Rating Scale 
for depression, Hamilton (r960). Side effects 
on both preparations were carefully noted. 
Patient characteristics are summarized in 
Table I below. 


RESULTS 
Forty patients diagnosed as suffering from 
depressive illness (I.C.D. 296) and suitable for 
treatment with a tricyclic antidepressant were 
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TABLE I 
Details of trial groups 





Group treated with sustained 
release amitriptyline first 


Group treated with conventional 
amitriptyline first 


Patient data Mean Range S.D. Mean Range S.D. 
e .. a ET $4 44-90 17—75 12-66 46:25 17-70 14:83 
Duration of illness in months . . 10:40 1—60 14:39 I3*IO o-6o 16-00 
Sex... A Ue " 5 male, 15 female 5 male, 15 female 
Double dose prescribed IO patients 10 patients 


Difference between groups—not statistically significant on these parameters. 


admitted to the study. During the trial, patients 
received night sedation where required, but no 
other psychiatric drugs. 

Thirty-five patients completed the full six- 
week trial period. Of the 5 patients who with- 
drew from the trial before completion, 2 were 
on ordinary amitriptyline and 3 on the sustained 
release form. Intolerance of side effects, espec- 
ially dry mouth, was the main cause. Two 
patients experienced this on ordinary amitripty- 
line and one on the sustained release form. 
One patient had to be withdrawn for treatment 
with E.C.T. because of the increasing severity 
of her depression. Another had to be withdrawn 
because of reversal to manic phase whilst on 
treatment. Other side effects were reported in 
5 patients (3 on sustained release and 2 on 
ordinary amitriptyline). These were dizziness, 
shakiness, blurred vision, itchy rash and diar- 
rhoea. Four of these patients were on the single 
dose because of their known poor tolerance 
for drugs. Results are summarized in Table II 
below. 


'TABLE II 
Results 
Sustained 
Hamilton rating release Conventional 
score amitriptyline amitriptyline 
Mean S.D. Mean S.D. 
Initial .. .. 27°20 6°76 24:35 6-49 
After 3 weeks— 
Difference from 
initial score .. 10:2 6-8 13:8 7:8 
After 6 weeks— 
difference from 
rating at 
3 weeks o8 5 2:5 6:7 


Differences in scores between groups— not statisti- 
cally significant. 


Eighteen subjects treated with the sustained 
release amitriptyline during the first three- 
week period of the trial showed a mean improve- 
ment on the rating scale of 10-2 (standard 
deviation 6-8). A mean improvement of 
13°3 (standard deviation 7:8) was found in 
the group of 18 patients treated with ordinary 
amitriptyline. Both these reductions in rating 
over the original score are statistically significant. 

During tbe second three-week period patients 
on the sustained release form showed a mean 
improvement of 0:8 (standard deviation 5-1), 
and on ordinary amitriptyline a mean improve- 
ment of 2:5 (standard deviation 6:7). There 
was no significant statistical difference between 
the two forms of amitriptyline treatment either 
at the three-week cross-over period or at the 
end of the trial. 


SUMMARY 


A new sustained release form of amitriptyline 
50 mg. (Lentizol) was compared in a double 
blind cross-over trial against ordinary ami- 
triptyline given three times daily in 40 con- 
secutive patients with depressive illness in 
hospital practice for whom tricyclic anti- 
depressants were indicated. Consequently there 
were included some patients whose illness was 
very severe, and two patients had to be with- 


‘drawn for alternative treatment. Dosages given 


were either 25 mg. or 2 X 25 mg. ordinary 
amitriptyline thrice daily or 50 mg. or 2 X 50 
mg. sustained release amitriptyline given at 
night in capsule form. Both forms of treatment 
resulted in a highly significant improvement 
at three weeks when measured on the Hamilton 
Rating Scale. This rating scale gives a useful 
indication of the efficacy of treatment, but 
further evaluation is needed before drawing 
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firm conclusions. This improvement was main- 
tained after cross-over to an alternative form 
of amitriptyline therapy when assessments were 
made again at six weeks. Side effects were 
similar on the two forms of the drug and resulted 
in only three patients withdrawing from the 
trial because of dry mouth; two of these 
occurred on ordinary amitriptyline and one on 
the sustained release form. 

This new sustained release form of amitripty- 
line, which can be prescribed once daily in the 
form of a single capsule at night, appears to 
be a useful advance in antidepressant therapy. 
The single dose is a considerable advantage 
in psychiatric patients, who have a high failure 
rate in taking prescribed psychiatric drugs. 
The dosage in the sustained release forni shows 
no significant difference in effect at two-thirds 
of the dosage of ordinary amitriptyline. 


ACKNOWLEDGEMENTS 


I should like to thank Dr. N. W. Imlah, All Saints 
Hospital, for access to his patients and for advice, William 
R. Warner and Co. Ltd. for supplying the Lentizol 
capsules and amitriptyline for this trial, and Dr. J. M. 
McGilchrist for his assistance in setting up this study and 
preparing this paper. 

REFERENCES 

AsBERG, M., GRoNHOLM, B., SySQvur, F., and Tuax, D. 
(1970). ‘Correlation of subjective side effects with 
plasma concentrations of nortriptyline.’ British Medical 
Journal, iv, 18-21. 

BENsTEAD, N., and THEOBALD, G. W. (1952). ‘Iron and the 
physiological anaemia of pregnancy.’ British Medical 
Journal, i, 407-10. 


P. SIMS 67 


Burt, C. G., Gorvon, W. F., Hott, N. F., and Horvern, 
A. (1962). ‘Amitriptyline in depressive states: a 
controlled trial.’ Journal of Mental Science, 108, 711-30. 

CoprPzN, A., Baney, J. E., and Warre, S. G. (1969). 
‘Slow release lithium carbonate. Journal of Clinical 
Pharmacology, 9, 160-2. 

Drxon, W. M., Srraprinc, P., and Woorron, I. D. P. 
(1957). ‘Out-patient P.A.S. therapy.’ Lancet, ii, 871-2. 

GENERAL PRACTITIONER CLINICAL TRIAL (1970). ‘Dosage 
schedules in general practice.’ The Practitioner, 
204, 719-23. 

Hater, D. (1952). ‘The therapeutic response of secondary 
anaemias to organic and inorganic iron salts.’ 
British Medical Journal, ii, 2341—3. 

HaxaürroN, M. (1960). ‘A rating scale for depression.’ 
Journal of Neurology, Neurosurgery and Psychiatry, 23, 
56-62. 

Hang, E. H., and Warcox, D. R. C. (1967). ‘Do 
psychiatric in-patients take their pills?’ British Journal 
of Psychiatry, 113, 1435. 

Horvern, A., Hort, N. F., Burt, C. G., and GORDON, 
W. F. (1963). ‘Amitriptyline in depressive states: 
phenomenology and prognostic considerations.’ British 
Journal of Psychiatry, 109, 815-25. 

— Burr, C. G., Goron, W. F., and Hott, N. F. (1964). 
‘Amitriptyline in depressive states: six month treat- 
ment results.’ British Journal of Psychiatry, 110, 641-7. 

Park, L. C., and Lipatan, R. S. (1964). ‘A comparison of 
patient dosage deviation reports with pill counts.’ 
Psychopharmacologica, 6, 299-302. 

Panxzs, C. M., Brown, G. W., and Moncx, E. M. (1962). 
‘The general practitioner and the schizophrenic 
patient.’ British Medical Journal, i, 972-6. 

Porrer, A. M. W. (1969). ‘Drug defaulting in a general 
practice.’ British Medical Journal, i, 218-22. 

WiLLoox, D. R. C., Guran, R., and Hare, E. H. (1965). 
‘Do psychiatric out-patients take their drugs?’ 
British Medical Journal, ii, 790-2. 


A synopsis of this paper was published in the December 1971 issue of the Journal. 


A. GQ. P. Sims, M.A., M.B., B.Chir., M.R.C.Psych., Consultant Psychiatrist, All Saints Hospital, Lodge Road, 


Birmingham, B18 5SD 


(Received 14 Fune 1971) 


Brit. J. Psychiat. (1972), 120, 69-70 


Fatal Heart Block and Cardiac Arrest following ECT 
A Case Report 


By M. O. A. MALIK 


The patient, C., was a 33-year-old woman 
who attended hospital complainingof depression, 
inability to sleep, and weakness of hands andlegs. 
This had been going on for 4 to 5 weeks. She had 
been suffering from ‘writer’s cramp’ five years 
previously but this had been satisfactorily treated 
with drugs. 

On examination she was found to stagger 
when walking, but investigation of the CNS 
revealed no organic abnormality. Her blood 
pressure was 130/80 mm. Hg. and her pulse 
rate 80 per minute and regular; her heart sounds 
were normal. Her condition was diagnosed as 
‘hysteria with depression’. 

Two weeks later, when examined under 
pentothal, she could move her limbs perfectly 
but subsequently was unable to get off the chair 
without help. After a further two weeks her 
condition had become worse despite drug 
therapy, and it was decided to treat her with 
ECT. 

The ECT was given two days later. Following 
the usual routine she was asked if she had had 
an anaesthetic before; she said she had had one 
many months previously without any adverse 
effects. She denied any previous chest or other 
complaint. She had been fasting according to 
instructions. 

She was given atropine 1/100 gr. (0°65 mg.) 
subcutaneously whilst in the waiting-room. 
In the treatment room, ECT was given with 
the patient lying on a mattress on the floor; 
a psychiatrist an anaesthetist and a nurse 
were in attendance. 

At 10 a.m. she was given the anaesthetic 
consisting of 50 mg. of Brietal Sodium (metho- 
hexitone sodium) intravenously. When she was 
asleep, two 5 mg. doses of Scoline (suxame- 
thonium chloride) were given intravenously. She 
stopped breathing for 30-60 seconds, as is usual, 
and was ventilated with 100 per cent oxygen 
through a face-mask, nointubation being thought 
necessary. The psychiatrist then gave her the 


electric shock of 150 v. for half a second. She 
responded normally, with a modified grand 
mal seizure consisting of a tonic spasm 
followed by a clonic spasm which relaxed 
after 30-60 seconds. She was then ventilated 
again with 100 per cent oxygen, and spon- 
taneous respiration returned forthwith. She 
was turned on her left side and the anaesthetist 
made sure that her airway was clear. Her 
colour and breathing appeared satisfactory 
and she seemed to be coming round smoothly. 

The anaesthetist and psychiatrist then dealt 
similarly with other patients in the same 
treatment room. At about 10.15 a.m., the 
anaesthetist examined C. again and found 
her pulse, colour and breathing to be satis- 
factory. But about five minutes later, at 10.20 
a.m., the attendant nurse called for the anaes- 
thetist, who found C. to be apnoeic and 
pulseless. She was immediately ventilated with 
oxygen and external cardiac massage was 
performed. An ECG indicated complete heart 
block. The cardiac resuscitation team from 
the nearby Royal Victoria Hospital was 
called and arrived in five minutes. Sodium 
bicarbonate, calcium carbonate and isoprena- 
line were administered intravenously. An arti- 
ficial pacemaker was inserted through the 
left arm vein. Ventricular fibrillation was 
recorded on three occasions, but when the 
defibrillator was applied the heart arrested 
completely. At 10.50 a.m., resuscitative measures 
were abandoned. 

At autopsy the heart weighed 275 gms. 
There was no recent necrosis, ischaemic fibrosis 
or myocarditis, nor any valvular disease or 
endocarditis. Studies of the conducting system 
revealed no pathological lesion. The lungs 
showed patchy collapse, congestion and oedema, 
but there was no embolism, infarction, broncho- 
pneumonia or evidence of aspiration. The 
kidneys were unremarkable, and there was no 
adrenal haemorrhage. The brain was slightly 
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congested and oedematous but showed no patho- 
logical lesion. No marks of electrocution were 
found. X-rays revealed no fractures of the spine 
or elsewhere. Analysis of samples of blood and 
urine excluded the presence of alcohol, aspirin, 
barbiturates and tranquillizers. 


DISCUSSION 

The mortality rate from ECT has been very 
low. Hussar and Pachter (1968) reported one 
death in 10,000 ECT’S, and Alexander et al. 
(1956) five deaths in 70,000 procedures, whilst 
Moore (1947) found no death unequivocally 
caused by ECT in 20,645 treatments. Other 
single cases have been reported by Will Jr. et al. 
(1948), Malamud and Zheutlin (1953), Oatman 
(1956), Tuteur (1956), Gaitz et al. (1956), 
Arneson and Butler (1961) and Cropper and 
Hughes (1964). According to many of these 
authors and others such as Alexander et al. 
(1950) and Green and Woods (1955), the risks 
are less than the danger ofsuicidein theuntreated 
patient. To minimize these risks it is considered 
important to ensure that the patient is physically 
fit enough to withstand the treatment, to give 
atropine prior to treatment to reduce the stimu- 
lation of the vagus nerve by the shock, to use the 
correct electric current, to modify the fit 
by giving a muscle relaxant, to administer 
oxygen whilst the relaxant is working, and to 
guard against airway obstruction during and 
after the treatment and against the inhalation 
of vomit. 

In this particular case all these precautions 
appear to have been taken. The autopsy failed to 
provide reasonable pathological explanation of 
her death. At a meeting of the hospital ‘Death 
Group’ it wasagreed that death was most probably 
the result of heart block and arrest with apnoea. 
Cardiac complications with ECT have been 
described in a number of the cases referred to 
above, but usually in patients with pre-existing 
heart disease. Although it was not felt that 
airway obstruction could have been a signifi- 
cant factor in this case, it was recommended 
that in future each patient should be kept 


under constant supervision by a nurse until 
full recovery; in case of shortage of nursing 
staff, the patients should be dealt with one at a 
time. Where facilities for external pacing and 
defibrillation are not immediately available, 
the staff dealing with ECT cases should be 
well trained in methods of cardio-pulmonary 
resuscitation with external cardiac massage 
and mouth-to-mouth respiration. 

Thecaseisareminder that such serious compli- 
cations, though rare, can occur, and adequate 
measures should therefore be instituted before, 
during and after the procedure to minimize 
and deal with any possible risks. 


REFERENCES 

ALEXANDER, J. B., Torrens, J. K., and Harr, T. H. 
(1950). "The anticipation and prevention of cardiac 
complications in electroconvulsive therapy.’ Amer. 7. 
Psychiat., 106, 911-17. 

ALEXANDER, S. P., Oranoesura, N. Y., LAWRENCE, 
N. G., and Lews Jr., W. H. (1956). ‘Deaths follow- 
ing electrotherapy.” J. Amer. med. Ass., 161, 577-81. 

Arneson, G., and Butter, T. (1961). ‘Cardiac arrest 
and electroshock therapy.’ Amer. J. Psychiat., x17, 
1020-22. 

CaoPPzn, C. F. J., and Huonzs, M. (1964). ‘Cardiac 
arrest (with apnoea) after ECT.’ Brit. J. Psychiat., 
110, 222-25. 

Garrz, C. M., Pokorny, A. D., and Mars, M. (1956). 
‘Death following electroconvulsive therapy.’ Arch. 
Neurol. Psychiat. (Chic.), 75, 493-99. 

GnzxN, R., and Woops, A. (1955). ‘Effects of modified 
ECT on the electrocardiogram. Brit. med. J., 1503-5. 

Hussar, A. E., and Pacuter, M. (1968). ‘Myocardial 
infarction and fatal coronary insufficiency during 
electroconvulsive therapy.’ J. Amer. med. Ass., 204, 


1004-7. 

MALAMUD, N., and ZüuzurLIN, A. (1953). ‘Fatal cardiac 
complications during electroshock treatment. Case 
report.’ J. nerv. ment. Dis., 117, 458-64. 

Moonz, M. T. (1947). ‘Electrocerebral shock therapy. 
A reconsideration of former contra-indications.’ 
Arch, Neural. (Chic.), 57, 693-711. 

OATMAN, J. G. (1956). ‘Fatality following electroshock 
therapy.’ J. nero. ment. Dis., 124, 625-27. 

Turzur, W. (1956). ‘Sudden death after electroshock 
treatment due to tracheal and bronchial obstruc- 
tion.’ Amer. F. Psychiat., 112, 624-26. 

Wu, Jre, O. A, Renrert, F. C., and Neumann, M. A. 
(1948). ‘A fatality in electroshock therapy. Report 
of a case and review of certain previously described 
cases.’ F. nero. ment. Dis., 107, 105-26. 


M. O. A. Malik, M.B., 8.8., Ph.D., D.M. J. (Clin. & Path.), Research Fellow, Institute of Pathology, Queen's 


University of Belfast, Northern Ireland 
(Received 29 March 1971) 


distress. 


The facade of vague symptoms presented by the 


f Emotional 
6 









i ` € j depressed, anxious patient makes diagnosis and 
Fe F ; choice of therapy a particular challenge. For first 
t " y^ M line treatment, three factors are invaluable 


@ Effectiveness against both anxiety and depression. 
@ Minimal side effects and no dietary restrictions. 
@ Patient acceptance. 

Prothiaden has been shown! to be a real advance 
in combining all these features, in one substance, 
one strength capsule. 


Psychopharmacologia (Berl) 79, 153-162 (1971) 


ae, First line therapy: 

sA € 

5 -Prothiaden 
E, Él JN Ec 

as : ua a 


ES 


Laboratories Limited 


Rasine«roke Hante 


Presentation: hard gelatin capsules P Ihe CROOKES 


each containing 25 mg. Dothiepin hydrochloride 
Full information availahle on reouest 





Manic- depression and suicide - 























you cannot ignore these two important facts 


1. Nearly half of all suicides have an affective disorder 
of the manic-depressive type.! 


2. PRIADEL is reported to prevent relapse in 86 per cent of both 
recurrent depressive and manic-depressive patients.? 








The majority of depressive and manic-depressive patients experience 
an increase in frequency and intensity of relapse with 
advancing age. After three or more episodes patients treated by 
conventional methods can expect to spend nearly half their 

lives incapacitated by their illness.2 The risk of suicide also increases 
and more than 15 per cent.will kill themselves, There is clear 
evidence that PRIADEL significantly controls the course of 
recurrent depressive and manic-depressive illness 
-the underlying disorder in nearly half of all suicides. 
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The Depression of Widowhood* 


By PAULA J. CLAYTON, JAMES A. HALIKAS and WILLIAM L. MAURICE 


Freud (1917) was one of the first to call 
attention to the similarities and differences 
in mourning and melancholia. He wrote that 
although mourning involved a grave departure 
from the normal attitude of life it was not 
regarded as a pathological condition nor was 
it referred for medical treatment. He felt 
time overcame it and interference with it was 
useless or even harmful. He defined melan- 
cholia as ‘a profoundly painful dejection, 
cessation of loss of interest in the outside 
world, loss of capacity to love, inhibition of all 
activity, and a lowering of self-regard sometimes 
to an extreme delusional degree.’ Mourning 
involved the same symptoms except that 
disturbance of self-regard was absent. It 
should be noted that Freud made no comment 
about mourning being a precipitant or cause 
of melancholia. 

Following Freud, numerous authors, Linde- 
mann (1944); Marris (1958); Claytonetal. (1968); 
Maddison et al. (1968); Yamamoto et al. (1969, 
1970); Kennelletal. (1970) to nameafew, studying 
the bereaved prospectively and retrospectively, 
discussed the symptomatology of bereavement 
without an attempt to relate these to the 
symptoms of a clinical depression. In a previous 
paper (Clayton, in press) we discussed symptoms 
of the first month of bereavement in the 109 
randomly selected widows and widowers who 
are the subjects of this paper. The cardinal 
symptoms were crying, depressed mood, and 
sleep disturbance. Most symptoms Freud might 
include as ‘disturbances of self-regard’ were 
infrequent. Guilt, however, was present in 
21 per cent of the subjects, but this mainly 
referred to feelings of neglect or minor omissions 
chiefly occurring during the terminal illness. 
Feeling hopeless occurred in 11 per cent, 
wishing to be dead in 8 per cent, feeling worth- 


* This study was supported in part by U.S.P.H.S. 
Grants MH—05804, MH-13002, and MH-14635. 


less in 5 per cent, feeling a burden in 5 per cent, 
and thoughts of suicide in less than 1 per cent. 
Some of these feelings were based on accurate 
perceptions of the environment. Another rare 
symptom was ‘the fear of losing your mind’, 
occurring in less than 1 per cent of the subjects. 
Considering symptoms only, it is as Freud 
said, 'In mourning it is the world which has 
become poor and empty; in melancholia 
it is the ego itself.’ 

This paper is the second in a series dealing 
with conjugal bereavement. It will define a 
group of bereaved with a constellation of 
depressive symptoms and compare them on a 
number of demographic, physical and social 
variables to bereaved people without these 
symptoms. The second purpose of the paper 
will be to compare subjects with this constella- 
tion of depressive symptoms to depressed 
patients in hospital in an effort to distinguish 
various populations with depression. This can be 
done by using diagnostic criteria for. depression 
described elsewhere (Feighner et al., in press; 
Woodruff, 1971). 


METHODS AND SUBJECTS 


In 1968 and 1969, 109 white widows and widowers 
were interviewed, using a systematic interview with 
questions dealing with the physical and mental 
health of the survivor as well as questions attempting 
to assess the marriage and the social network of the 
survivor. 

The first 36 interviews were chosen from the 
obituaries of the local evening newspaper, using a 
random numbers table to select those for interview. 
It was recognized that the obituaries are paid death 
announcements and thus represent a sample with 
an unknown bias. Using the obituaries, only 49 per 
cent of those contacted consented to the interview, 
60 per cent of the men contacted accepting compared 
to 45 per cent of the women. 

Seventy-three subjects were chosen from death 
certificate records, a sample with no bias, again using 
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a random numbers table to select those for interview. 
When the death certificates became available, it was 
possible to get the name of the clergyman who might 
be close to the surviving relative. The clergyman 
was contacted and the study was explained to him, 
and he was asked if he would arrange an interview 
for us. If there was no clergyman available or he did 
not know the family well the randomly selected 
subject was seen for the first time at the door. Using 
this method, 64 per cent of the people contacted 
accepted the interviews. The overall acceptance 
rate then was 58 per cent. The difference between 
the acceptances and refusals by these two methods 
was not statistically significant. 

Every effort was made to gather more information 
on those who refused. At three months we personally 
tried to interview the refusers. After five refusals 
out of five attempts this method was given up. At 
one year a letter and a simple one-page health 
questionnaire was sent to all refusers and again the 
response was poor. One measure of poor health 
frequently recorded in widows and widowers is 
death within the first year of widowhood. In an 
effort to see if the refusers were different from the 
subjects, death certificates were searched. Within a 
year after the deaths of their spouses no deaths were 
recorded in the refusers. This does not seem different 
from the 4 of 109 subjects who died in one year or less. 

In comparing the 36 subjects chosen from the 
obituaries with the 73 chosen from the death certifi- 
cates a number of variables were examined, including 
sex, age, socio-economic index of the man of the 
family, religion, residence in St. Louis city or county, 
length of illness of the deceased, time since the death 
of the first interview, and the number of subjects 
at the first interview with a depressive symptom 
complex. The only significant differences were that 
those from the obituaries were younger (p = < +005) 
and were seen sooner (p = < -0005). The first 
difference could be because there are more 
younger than older deaths advertised in the obituaries. 
The second difference is explained by the fact that 
there is a time lag in getting the death certificates 
from the funeral homes to the Bureau of Vital Statis- 
tics. Hereafter, the two groups will be combined. 

Of the 109 subjects, 76 were female and 33 were 
male. The age range varied from 20 to go with a 
mean of 61:5. All but 6 were interviewed within 
30 days of the death of the spouse. Other details of 
the group are described elsewhere by Clayton et al. 
(in press). 

For a diagnosis of depression in this study, the 
subject had to admit to low mood characterized 
by feeling depressed, sad, despondent, discouraged, 
blue, low mood not further differentiated, or any 


other terms such as lost or numb, plus 5 of the follow- 
ing 8 symptoms for a definite depression and 4 of the 
8 symptoms for probable depression: (1) loss of 
appetite or weight loss; (2) sleep difficulties including 
hypersomnia; (3) fatigue; (4) feeling restless; (5) loss 
of interest, (6) difficulty concentrating; (7) feelings 
of guilt; (8) wishing to be dead or thoughts of suicide. 
This cluster had to be present since the death of the 
spouse. 

The statistical method used was the chi-square 
test, with the use of the Yates’ correction. Differences 
were defined as significant when there was one 
chance in 20 or less that they occurred by chance 


(p < 0°05). 


RESULTS 


Using the criteria for depression described 
above, 22 subjects were diagnosed as definite 
depression and 16 as probable depression. 
Thus 38 of 109 subjects (35 per cent) received 
a diagnosis of depression. These two groups, 
definite and probable, were then combined 
and compared with the non-depressed group 
on a number of variables. 

Table I shows the results of comparisons 








TABLE I 
Demographic data 
Not 
Depressed depressed 
N=38 N=71 
% % 
Females Js je 71b 69 
Age <50 .. zs Ps 18 14 
Otis Dudley Duncan socio- 
economic index < 40 .. 53 53° 
Religion: Catholic ae 29 48 
Protestant $^ 61 47 
Other .. E II 
Religion: Very active » 13 9 





* There were 109 women considered in this study, 
33 deceased and 76 surviving widows. Of these 109 
women, 81 per cent of the deceased women were 
housewives and 47 per cent of the surviving women 
were housewives. This difference is highly significant 
(p < +005). The women who died were not signifi- 
cantly older than those who survived, nor were they 
unemployed because of illness, as they were coded 
as employed if they had worked within the last 5 years. 

b Taking the total sample, 36 per cent of the women 
and 33 per cent of the men were depressed. 

* Percentages figured on ‘N’ of 106, 107, or 108 
as all subjects did not answer questions. 
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of the two groups on demographic data. 
No significant differences were found. The 
finding, if replicated, that working women are 
less likely to die than housewives is noteworthy. 

Findings which might be expected to show 
differences between the depressed and non- 
depressed groups but did not do so are: (1) The 
depressed group did not contain more women. 
Rather, equal percentages of men and women 
were depressed in the first month of bereave- 
ment. (2) Age did not differentiate one group 
from another. (3) Subjects were given tentative 
psychiatric diagnoses based on their lifelong 
psychiatric history. Examples of such diagnoses 
were anxiety neurosis, hysteria, alcoholism, 
previous depression, etc. Whether a subject 
received such a diagnosis or not did not differ- 
entiate the depressed from the non-depressed. 
Also treatment for a previous depression did 
not predict outcome. (4) Family history of 
psychiatric illness, primary affective disorder 
or alcoholism did not predict outcome. (5) A 
very brief (5 days or less) terminal illness 
compared to a longer terminal illness, or the 
place of death (home vs. hospital) did not 
differentiate the two groups. (6) Whether 
married for 10 years or less or for longer or 
whether or not there were problems in the 
marriage did not differentiate the depressed 
from the not depressed group. Data for these 
conclusions are based on a minimum of 106 
patients, as not all subjects answered every 
question. 

Table II shows the subjects' symptoms and 
medical actions after the deaths. Many subjects 
with depression reported a time of day when 
they felt worse, especially in the evening. Other 
symptoms not used in making the diagnosis 
of depression but associated with it were more 
common in the depressed group. These include 
feeling hopeless and feeling a burden. These 
findings lend direct credence to the diagnosis 
of depression in the group. Indirect evidence of 
depression was that the depressed group had a 
large number (45 per cent) of subjects who 
would have done things differently, chiefly 
surrounding the terminal illness or the death, 
and more who felt angry about the death. 
Although one group was depressed and the 
other not there were no differences in the num- 
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Tase II 
Subjects! symptoms and medical actions after death 
Not 
Depressed depressed 
N=38 N=71 
76 76 
Symptoms not used in diag- 
nosis of depression 
> 3 somatic symptoms? 24 18 
Diurnal variation ig 61 18b*** 
Worse in a.m. se 24 19b 
Worse in p.m. Si 37 6b 
Feels hopeless .. 24 4** 
Feels worthless and no good II I 
Feelsaburden .. 13 o** 
Would have done things 
differentlye  .. zs 45 17b** 
Feel anyone to blame .. 14b 13 
Feel angry about death¢ 14b I* 
Subject felt deceased had a 
fullife .. is 73h 77 
Subject felt deceased ` was 
better off dead 62b 65b 
Subject took sleep medicines 
since death Ss 29 27b 
Subject took tranquillizer 
since dea 36> 
Subject saw or called M.D. 
since death g 42 36 
Subject saw or called 
physician for symptoms 
related to grieving e. 18 13 


a Somatic symptoms: headaches, blurred vision, 
dyspnea, abdominal pain, constipation, urinary 
frequency, dysmenorrhea, other body pains. 

b Percentages figured on ‘N?’ of 106, 107, or 108 
as all subjects did not answer questions. 

c This is due to large number of subjects who 
would have done something different concerning 
the terminal illness or death of the spouse. 

4 Either bitter that the death occurred or angry 
at things surrounding the death. 

* Significant < :05. 

** Significant < -or. 
*** Significant < :001. 





ber of somatic symptoms elicited nor in the 
number who took drugs or saw a physician 
in the first month of bereavement. 

Table III reviews the problems these bereaved 
subjects experienced subsequent to the death. 
Not surprisingly, more of the non-depressed 
group than the depressed group felt they had 
had no or few problems after the death. Specific 
problems expressed more commonly by the 
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Tase III 
Problems subsequent to death 
Not 
Depressed depressed 
N=38 N=% 
76 76 
No problems since the death 
(see problems below) .. 3 24* 
Zero or one problem since 
the death vs 16 62** 
Problems inquired about: 
Loneliness ans 8 87 49** 
Care of children "m II 4 
Money worries .. 13 II 
Concern with the sudden- 
ness of death .. 34 25 
Concern with the suffer- 
ing of the deceased .. 42 17* 
Conduct of physician or 
hospital 27 17 
Other problems not listed 37. 20 
No other deaths preceding 
6 months 87 83" 


a Percentages figured on ‘N’ of 106, 107, or 108 
as all subjects did not answer questions. 
* Significant < -o1. 
** Significant < -oor. 


depressed group were loneliness and concern 
with the suffering of the deceased (despite 
the fact that the length of illness was very 
similar in the two groups). 

It can be said from the differences noted in 
Tables II and III that the mood of the depressed 
group was more often one of dissatisfaction 
and discontent. 

Table IV shows the survivors! available 
support from first-degree relatives. The only 
significant difference was that more of the 
depressed had no children that they considered 
close in the St. Louis area. Because of the 
average age of 61:5 it would seem that children 
would be capable of providing the best support 
to these widows and widowers. 

There are a few additional findings not 
included in the Tables. Subjects were asked 
to list the things which might be considered 
helpful during the bereavement period, such 
as family, friends, religion, financial security, 
things they had talked about with the deceased 
before his death, and anything else they con- 


sidered important. There were no differences 








TaBe IV 
First degree relatives of survivor 
Not 
Depressed depressed 
N=38 N=% 
% % 
No children by this marriage 37 39 
No adult (> 18) children in 
area considered close .. 61 41* 
No living sibs " m 21 16 
No living sibs in area con- 
sidered close ie zs 68 55 
Parents deceased 658 77* 
No living parents in area 
considered close .. ie 8a 7 





a Percentages figured on ‘N’ of 106, 107 or 108 
as all subjects did not answer questions. 
* Significant < :05. 


in the two groups in the number of helps they 
recorded nor in the specific types of helps 
listed. They were also asked to rate their child- 
ren, parents, siblings, close friends, neighbours, 
the physician, minister, undertaker, lawyer, 
other in-laws, and others as helpful, not helpful, 
disappointing, or no contact (meaning either 
they could not get involved because of age, 
location, situation, etc., or help was offered 
but refused as not needed). There were no 
significant differences in the replies or the 
patterns of reply in these two groups although 
there was a trend toward the not depressed 
group reporting fewer not helpful or disappoint- 
ing responses and the depressed group reporting 
more not helpful or disappointing responses. 


Discussion 


Some comment should be made about the 
acceptance rate of 58 per cent. Yamamoto et al. 
(1969, 1970), in two prospective studies of 
widows got acceptance rates of those contacted 
of 44 per cent and 43 per cent. In our group, 
using death occurring in one year as a measure 
of poor health, there were no deaths in the 
refusers and four in our study group. It could 
be that those who refused were no- more ill 
than those who accepted. Maddison et al. (1967) 
has some evidence concerning refusers. He 
gathered information on the survivors of all 
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male deaths registered in the city of Boston 
over a 6 month period, when a male had died 
between the ages of 45 and 60 years of age. 
Thirteen months after their bereavement he 
sent questionnaires to all these women. He 
gathered adequate data, finally, on 132 women 
or 48 per cent of the total. The questionnaire, 
beside basic social and demographic informa- 
ton about each subject, centred on the widow's 
health during the year preceding and was so 
structured that only those items which were 
either new or substantially more troublesome 
during this period were scored as positive. 
On the basis of the questionnaire he divided 
widows into ‘good outcome widows’, those 
with low illness scores, and ‘bad outcome 
widows’, those with high illness scores. In 
attempting then to interview 20 ‘good outcome 
widows’ and 20 ‘bad outcome widows’ he had 
to approach 49 subjects to get 40 to consent. 
Of the 9 who refused, 3 were women whom he 
had labelled as ‘bad outcome widows’ and 6 
were women he had labelled as ‘good outcome 
widows’. Loewenstein et al.(1962) studied ‘hardest 
to obtain interviews’, and found interviews 
with families of only one or two persons were 
harder to obtain than interviews with larger 
families and interviews with people over 45 
were harder to obtain than with younger 
people. Both are present in our subjects. 
She found that answers to questions on anger, 
guilt, and fear were not significantly different 
in easy or hard to obtain interviews, nor did 
being a psychiatric patient differentiate the 
subjects of easy and hard to obtain interviews. 
Thirty-five per cent of widows and widowers 
have a number and pattern of symptoms in the 
first month of bereavement similar to those 
symptoms common to patients with primary 
affective disorder. The proportion of subjects 
with a collection of depressive symptoms is 
similar to the per cent of patients with a diag- 
nosis of primary affective disorder found in 
studies of hospitalized psychiatric patients— 
40 per cent—(Winokur and Clayton, 1967), 
patients coming to a psychiatric emergency 
room—22 per cent—(Munoz et al., in press), and 
a psychiatric clinic population—32 per cent— 
(Woodruff, in press). It is, indeed, high for a 
nonpsychiatric population, but may not be high 


considering the circumstances of bereavement. 

When this group of depressed bereaved is 
compared to a non-depressed group of bereaved 
on 53 variables very few differences appear. 
Most of the differences seem to involve feelings 
directly associated with the diagnosis of depres- 
sion or the more general mood of discontent. 
These include in the depressed group diurnal 
variation of mood, especially feeling worse 
in the evening, feeling a burden, feeling hope- 
less, feeling angry about the death and wishing 
to have done things surrounding the terminal 
illness or the death differently. The non-depressed 
group reported fewer problems after the death, 
and the depressed group reported that loneliness 
and the suffering of the deceased bothered 
them more than the non-depressed group. 
The only environmental difference found in 
the present study was that fewer of those with 
depression had children living in the St. 
Louis area whom they considered close. One 
means of support, emotional, physical or 
financial, was not available to them. Except 
for this last finding it would be difficult, even 
after reviewing the case records, to conclude 
that any of the differences noted were the cause, 
rather than the result, of the depressive symptom 
complex. 

Kendell et al. (1970) recently published data 
showing that neurotic and psychotic depression 
are difficult to distinguish on clinical data 
alone and conclude that these should be thought 
of as occurring on a continuum. This work 
extends such conclusions. It appears that clinical 
symptoms alone cannot be used to make a 
diagnosis of depression. The circumstances 
need be considered. In this study the circum- 
stance was widowhood. In the context of 
widowhood, 35 per cent of the bereaved 
victims must be considered depressed. This 
study does not give answers to the general 
descriptive differences involved in reactive 
versus endogenous depression, as both deal with 
psychiatric populations. 

Important negatives in the ‘normal depres- 
sion of widowhood’ as compared to that expec- 
ted in primary affective disorder are: (1) it is 
not more common in women than men, (2) it is 
not more often associated with a positive 
family history of psychiatric illness or of affective 
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disorder in first degree relatives, and (3) it is 
not more common in those previously treated 
for a depression. This last finding indicates 
that a serious precipitating event like the death 
of a’ spouse may or may not be associated 
with a depressive symptom complex in those 
already shown to have the depressive diathesis. 
The number of subjects (7 per cent) given a 
previous diagnosis of depression is similar to 
that (6:8 per cent) reported by Helgason 
(1961) in the Iceland study. 

Additional factors about the depression are 
worth noting. Age does not predict outcome. It is 
not seen by the psychiatrist and does not lead 
to psychiatric hospitalization. In fact it is so 
accepted by the subjects as a natural response 
to stress that no more receive tranquillizers 
or sleeping medicines, or consult physicians 
about it than those with fewer and less severe 
symptoms. 

In conclusion, it seems clear that people 
respond to bereavement with unhappiness 
and other depressive symptoms. This affective 
syndrome shares common symptoms with 
clinically observed depressions. There are some 
points of difference. The relationship between 
the two still remains questionable. Using 
depressed bereaved persons in comparison with 
non-depressed bereaved or depressed psychia- 
tric patients in future pathophysiological studies 
might provide additional information about 
these relationships. 

Finally, it must be emphasized that from 
the group of durable marriages 65 per cent of 
the conjugally bereaved emerged in the first 


month of bereavement with minimal depressive 


symptoms. 


SUMMARY 

A group of 109 randomly selected widows 
and widowers, average age 61, were evaluated 
one month after the deaths of their spouses. 
Thirty-five per cent of them had a collection 
of depressive symptoms similar to those common 
in psychiatric depressed patients. 

The group of bereaved with the reactive 
depression was compared to bereaved with 
fewer depressive symptoms on 53 demographic, 
social and physical variables. Few differences 
were found, and most were related to the diag- 
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nosis of depression in the one group and not in 
the other. One social variable that showed a 
significant difference was that fewer of those 
with reactive depression had children in the 
area they considered close. Thus one means 
of support, emotional, physical or financial, 
was not available to them. As opposed to other 
differences, this difference of support might 
be thought of as a causative factor in the develop- 
ment of the depression. 

Age, sex, previous treatment for a depression, 
family history of depression or alcoholism were 
not different in the two groups and therefore 
could not predict outcome. One incidental 
finding is noteworthy. Of the 109 women in 
the study, 81 per cent of the deceased and 47 
per cent of the surviving women were house- 
wives (p < :005). The women who died were 
not significantly older or unemployed because 
of illness. 

Finally, from a group of durable marriages, 
65 per cent of the conjugally bereaved experi- 
enced minimal depressive symptoms. 
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A Comparison Between ‘Samaritan Suicides’ and 


Living Samaritan Clients 


By B. M. BARRACLOUGH and MARIAN SHEA 


INTRODUCTION 

‘The Samaritans’ were founded in 1953 to 
help ‘the suicidal and despairing’. As with 
similar lay agencies abroad, their growth in 
the past ten years has been vigorous; they 
now have more than 120 branches in the United 
Kingdom and these branches attracted over 
50,000 clients in 1969. The Samaritans’ aims 
have been described in detail by Fox (1968), 
but their most important aim is still the pre- 
vention of suicide. Their success in attracting 
the suicidal and preventing their subsequent 
death must therefore be the criteria of their 
effectiveness. 

We have shown the suicide rate of Samaritan 
clients in Southern England to lie between 
300 and 400 per 100,000, compared with a rate 
of 11 per 100,000 for a general population 
group of similar age and sex composition 
(Barraclough and Shea, 1970), demonstrating 
that the Samaritans do attract the suicide- 
prone person. 

Do they also prevent suicide? 

By comparing the suicide rate in County 
Boroughs before and after the introduction of a 
Samaritan service and controlling with ecologi- 
cally similar county boroughs, Bagley (1968) 
demonstrated a relative reduction of nearly 
25 per cent in the suicide rate of Boroughs 
where the Samaritans were operating. At first 
sight this suggests that they do prevent suicide, 
but the causal role of the Samaritans in this 
phenomenon must be conjectural. Social changes 
could just as well be responsible for both the 
drop in the rate and the founding of Samaritan 
branches. 

Our published study (Barraclough et al., 
1970) showed that, although potential suicides 
were attracted to the Samaritans, 4 per cent 
of all the suicides in the area studied had been 
Samaritan clients; yet clients who committed 
suicide comprised only à per cent of all the 
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clients seen. For the Samaritan worker on 
duty this means that one in every 200 or so of 
his clients will commit suicide; but he has 
no means of telling which one. As he cannot 
deploy all the helping forces at his disposal 
on every case, common sense rules of thumb 
seem to have developed to discriminate the 
client thought to be in danger from the others 
considered not at risk. We think that objective 
criteria would be of help to the Samaritan 
worker in this predicament, and to the psychia- 
trists and mental health workers who advise 
them. The findings may also be useful to the 
work of similar organizations in other countries. 

Our enquiry, then, describes an attempt to 
derive these criteria by comparing Samaritan 
clients who committed suicide with a control . 
group of living Samaritan clients. The aims are, 
firstly, to describe the major differences observed 
between the two groups and attempt to give 
them some general meaning, and secondly to 
derive the measures of practical value which 
discriminate most efficiently between suicides 
and living clients. 


METHOD 
(i) Location of suicides and selection of controls 

The Samaritan suicides were identified by com- 
paring the coroners’ list of suicides with the Samari- 
tans’ register of clients in each of six towns in Southern 
England. In this way we identified 39 suicides; 
6 more were found because although they had died 
outside the coroners’ areas we examined, the Samari- 
tan branches knew of their deaths, and newspaper 
cuttings of inquests provided proof of these suicides. 
There were therefore 45 Samaritan suicides available 
for study. 

The towns examined were six County Boroughs in 
Southern England. We chose these places because 
they were close at hand and their coroners and 
Samaritan branches both agreed to help. Other 
nearby towns initially selected for inclusion had to be 
left out because either the Samaritan branch or 
the Coroner felt unable to take part in the study. 
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The number of years the branches had been estab- 
lished was five (1), six (3), seven (1), and eight (1). 

An unknown number of client suicides will have 
been missed because they died outside the coroners’ 
areas we searched. Walk (1967) calculated that 10 
per cent of suicides living in West Sussex died outside 
the coroners’ areas in which they resided. We found 
39 who committed suicide in their own coroner’s 
area and 6 who killed themselves outside it—over 
Io per cent. It seems likely that virtually all were 
located, if the West Sussex findings are general. 

We also searched for clients whose deaths had been 
recorded as open verdicts, for suicides may be classi- 
fied under this heading when evidence of intent is 
lacking. Two were found, fewer than expected, for 
the ratio of open verdicts to suicide verdicts in 
England and Wales is about one to five (Barraclough, 
1970) and here it was one to twenty. The open verdict 
cases were not included in the analysis, for we 
wished to use the operational definition of the 
coroner’s suicide verdict. 

The population examined for suicides, and from 
which controls were drawn, comprised the 12,274 
entries of new clients from 1961 to 1968 in the six 
branch registers. The period clapsing between last 
contact with a Samaritan worker and the suicide 
date was three months for 50 per cent of the suicides, 
one year for 80 per cent, and two years for go per 
cent. All the deaths took place within 40 months of 
the last Samaritan contact. 

We selected the control group by taking the names 
of the two clients registered before and after cach 
suicide’s name in the cumulative alphabetical index 
of clients kept at each branch. The control group 
therefore numbers go, twice the size of the suicide 
group. 

The two groups are correlated for the surname’s 
initial letter, a fact known to make for similarities 
rather than differences between populations, but 
as it will act against our findings of differences being 
true, it can be disregarded as a falsifying factor. 
The two groups are also correlated for area of resi- 
dence at the time of registration with the Samaritans. 


(ii) Recording of data 

The information recorded on each client’s case 
sheet was transferred by one of the authors (M.S.), 
who is a Samaritan worker, on to our own data 
sheets without any alterations, judgements or 
ratings being made. 

The information taken from the branch records 
was in three broad categories; firstly biographical, 
clinical, social and economic; secondly the details 
of the contact with the branch, mode of referral, 
duration of contact, action taken; and thirdly the 


measurable aspects of the client-worker contact, 
particularly their congruity with regard to age, 
sex and social class. 

There are sources of error in the original collection 
and recording of these facts arising out of the worker- 
client interview and the workers’ method of recording 
information, over which we had no control and 
which we now have no means of estimating. As the 
variables used are relatively simple and ‘hard’, we 
are assuming that the error is not great, probably 
affects the two groups of clients equally, and is 
largely of a clerical nature, for over 100 workers were 
responsible for completing the records and systematic 
bias is therefore unlikely. Further, the interviewers 
could not have known which clients were to kill 
themselves and which not. 

A word needs to be said about the definitions we 
used of social class and previous psychiatric treat- 
ment. The social class of occupations was decided 
by referring to the Registrar General’s ‘Classifica- 
tion of Occupations, 1966’. Previous psychiatric 
treatment was rated ‘Yes’ when there was unequivocal 
evidence of a period of in-patient, out-patient or 
day-patient care at a psychiatric hospital, a general 
hospital psychiatric unit or from a psychiatrist 
privately. 

RESULTS 
(i) The major differences between the two groups 

The suicides among Samaritan clients do 
in fact constitute a distinct group among the 
general client population, as an inspection of 
Table I, which summarizes the differences, will 
show. The picture of the suicide group which 
emerges is one of a history of psychiatric treat- 
ment and suicide attempts, phases of depression 
and present social isolation, in predominantly 
middle-aged people with disrupted marriages 
who are already in touch with other ‘helping’ 
agencies. 

The groups are markedly different even in 
their age and sex composition. The suicides 
are concentrated in the older age groups 
and especially in later middle age. The sexes 
are fairly evenly represented in the suicide 
group, while the control group is predominantly 
female. 

An examination of marital status shows that 
the suicide group is characterized by a disrupted 
marital relationship; a further difference and 
one related to this fact is seen in the living 
conditions, where more of the suicides are 
found to be living alone or in non-private 
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TABLE I 
The major differences between suicides (N = 45) and controls (N = 9o)* 
Suicides Controls 
Feature Chi squared 
N 76 N 76 
Age 
25 4 9 19 21 x? = 15:87 
25-44 4 31 33 37 df. = 3 
45-04. 9 42 26 29 p<o-o! 
65+ 8 18 I 1 
N.K. o o II I2 
Sex 
Male 24 53 29 32 7 = 4°76; df = 1 
Female 21 47 61 68 p <0'05 
Marital Statust 
Single II 24 26 29 X = 7°12 
Married 15 33 41 46 
Married but living apart 9 20 8 9 d.f. = 2 
Divorced 4 9 5 6 p <0°05 
Widowed 6 13 4 4 
N.K. o o 6 7 
Living conditions 
Living alone, hotel, institution, N.F.A. 25 56 32 36 x7 = 3:91; df =1 
Multi person household 17 38 50 56 
N.K. 3 7 8 9 p < 0°05 
Previous suicide attempts 
Yes 13 29 10 II x7 = 5:51 
No 32 71 80 89 d.f. = 1; p < 0'02 
Previous psychiatric treatment 
Yes 23 51 24 27 xX = 6-86 
No 22 49 66 73 d.f. = 1;p <o-o1 
Subject in touch with another agency 
Yes 38 84 38 42 x? = 20:05 
No 7 16 52 58 d.f. = 1; p < 0-001 
Type of agency} 
Medical only 23 61 13 34. xX 6:08 
Medical plus non-medical 7 18 8 21 d.f. = 2 
Non-medical only 8 2I 17 45 p «90:05 


* Those cases falling into the Not Known category have not been included for the calculation of Chi 


squared. 


1 Married but living apart, divorced and widowed have been aggregated in calculating Chi squared. 
i ‘Medical Agencies’—General Practitioners, Mental Hospitals, Nursing Homes; ‘London Specialist’, 
Psychiatrist, Homeopath, General Hospitals; ‘Doctors’, Hospital Social Worker, Mental Welfare Officer, 


Mental Welfare Departments. 


*Non-medical Agencies'—Ministry of Social Security, Other Samaritan Branches, Minister of Religion, 
Police, Probation Officers, Labour Exchange, National Society for Prevention of Cruelty to Children, Naval 
Pay Office, Housing Department, Marriage Guidance Council, Children’s Committee, Solicitor, Welfare 
Departments, Sisters of Bethany, Women’s Voluntary Service; ‘Courts’, Parish Worker, Alcoholics Anonymous. 


households. The suicide group also tend to be 
clustered in Social Classes I, II and III but 
not to a significant degree. 

Psychiatric illness predominates among the 
suicide group, as do previous suicide attempts. 
The importance of these two factors is under- 
lined by the record of the interviews with 
Samaritan workers. The words ‘depression’ 
and ‘suicide’ appear significantly more fre- 


quently on the reports of the interviews with 
the suicide group than with the controls. 
The mention of suicide by clients can be ana- 
lysed further into reports of previous attempts 
and complaining of present suicidal feelings. 
The suicide group complained more frequently 
of suicidal thinking or intention. 

A further point recorded on the Samaritans’ 
reports is the presence of another ‘agency’ 
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attempting to help the client. The agencies vary 
from medical practitioners to the Women’s 
Voluntary Service. A complete list of them is 
given in footnote (1), Table I. 

We thought it likely that more controls than 
suicides would be in contact with other agencies 
because their problems were of a more practical 
nature, whereas the suicides! difficulties were 
predominantly ‘psychological’, using the termin- 
ology of the reports. The reverse was found. 
Over 80 per cent of the suicides were in touch 
with other agencies compared with 42 per cent 
of controls, suggesting a greater amount of 
intractable problems among the suicides. 

Of the 38 suicides and the 38 controls who 
were in touch with other agencies, it was the 
suicides who were in contact more with medical 
as opposed to non-medical agencies, indicating 
that their problems were more often medical- 
psychological while the controls’ difficulties 
were of a practical character. There is however 
a considerable overlap, and about one-fifth 
of each have been seeing both medical and 
non-medical people. 

The details of the clients! transactions with 
the branch, such as the duration of contact, 
the number of interviews and the action taken 
do not show any significant differences. 

The month and day of contact and month 
and day of death are also statistically insignifi- 
cant, but there is a tendency for the first 
contact by the suicide group to reach a peak 
in spring—in this respect similar to suicides 
as a whole—and to a lesser extent in mid- 
summer, indications, possibly, of the part 
played by depressive illness. 

Our examination of the congruity of ‘client’ 
and ‘worker’ shows no important difference 
with regard to sex or social class, but signifi- 
cantly more of the suicides had workers of 
the same or younger age-group. This phenome- 
non is accounted for by the suicide group being 
older than the client group, not by the excessive 
youth of the suicide group's counsellors. 

We think, therefore, that the factors differ- 
entiating a client who is going to kill himself 
from one who will not are primarily those of 
differences between individual clients rather 
than the ‘treatment’ they receive from the 
Samaritans, or the characteristics of the 


Samaritan worker, though there may be branch 
differences affecting mortality, as our first 
paper (Barraclough et al, 1970) showed, or 
possibly important worker or treatment charac- 
teristics which we have not been able to 
evaluate. 


(ii) A discrimination between suicides and controls 

We want to turn now to the question of 
discriminatory measures of practical value; 
items of information about a client, easily 
obtained from him by the Samaritan worker, 
likely to be valid, and which taken together 
could distinguish with some confidence the 
suicidal from the other clients or alternatively 
the definitely non-suicidal from the remainder. 

Two items when combined provide this 
discrimination: a history of ‘previous psychiatric 
treatment’ and contact with ‘other agencies’. 
Table II shows that by combining these two 
nearly 50 per cent of the controls have neither 
feature and only one suicide has neither feature. 
In practical terms it means that by using these 
two features virtually half of all the clients 
attending might have been disregarded as 
serious suicide risks. 


Taste II 
Distinguishing the non-suicidal client 

Suicides Controls 
(N —39*  (N—89t 

Previous Previous 
psychiatric psychiatric 

treatment treatment 
Yes No Yes No 

In contact with Yes 18 16 20 20 


other agencies No 4 I 3 40 
* NK. —6 T NK. =7.. 


However, there are reservations. As the 
information was not available for 6 suicides 
and 7 clients, we do not know into which 
category these would have fallen; secondly 
our conclusions are based on sampling the 
clients and are therefore subject to sampling 
error; and thirdly we have ignored the suicide- 
prone clients whose suicide may have been 
prevented by their Samaritan contact and 
whose characteristics are unknown to us. 

With these qualifications in mind we still 
feel that this finding is a contribution to the 
practical side of the Samaritan’s work. 
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Discussion 

The aim of this investigation was to distin- 
guish the suicidal from the non-suicidal. 
But the data have compelled us to approach 
the problem from both aspects; on the one hand 
to find the characteristics more commonly 
found in the suicidal client, and on the other 
to discover those features distinguishing the 
non-suicidal from the remainder. The two 
approaches have not been equally successful. 
There are no sets of features which clearly 
mark the client or group of clients who sub- 
sequently killed themselves. There are, though, 
a number of individual features which do occur 
significantly more often among the suicides 
as a group than among the controls. These 
should provide some help to the Samaritan 
worker in detecting the suicide-prone client. 

When we looked for features characteristic 
of the non-suicidal client two became apparent 
immediately. Although these have less practi- 
cal value for the Samaritan worker than if 
they had unequivocally characterized the 
suicidal client, a great saving in time and a 
relief of worry can be achieved if the worker 
has a good reason to believe that certain clients 
are not serious suicide risks. We think the 
findings of both these approaches have a 
part to play in the day to day work of the 
Samaritan branches, but with sensible 
qualifications. 

It is almost certain that further suicides will 
take place among the population of clients 
we studied. How will this affect our results? 
Future suicides might differ from the 45 we 
located and thereby invalidate our findings, 
that is later suicides might differ from earlier 
suicides, for all the clients had a follow-up 
of six months or more. To check on this possi- 
bility we compared the suicides which occurred 
within six months with suicides occurring 
more than six months after last contact, on 
all the variables cited in Table I. The group of 
later suicides contained more people with 
previous histories of psychiatric treatment. 
This was the only variable which distinguished 
them at the 5 per cent probability level. 
Future suicides may be similar to this later 
group, and if they were included would have 
no effect beyond increasing the dissimilarity 


of controls and suicides with respect to a past 
history of psychiatric treatment. ' 

Would future suicides affect the control group 
in such a way as to invalidate the findings? 
The answer depends on how many people 
are likely to be lost from the control group in 
this way. About 4 per cent of Samaritan 
clients killed themselves during the study period; 
fewer will disappear from the control group 
because of suicide, for most of them have 
already passed the period of maximum risk, 
the first year following self-referral. That 
means a probable loss through suicide of less 
than 0:5 of a person from the go controls. 
This would not affect the present findings. 

The varying follow-up period for the clients 
is not therefore likely to affect our conclusions. 

One surprising point is the large degree of 
overlap between the two groups, suicides and 
controls, on such features as a history of psy- 
chiatric treatment, a history of attempted 
suicide, being in contact with other agencies 
and a record of suicidal feelings at the time 
of first contact. These facts are recorded as 
being present in the control group many times 
more frequently than in the general population, 
indicating a high degree of psychological 
morbidity and social disability in Samaritan 
clients as a whole. It raises the interesting ques- 
tion of why people go to the Samaritans with 
their worries and practical problems when 
there are professional bodies to deal with them? 
Our data do not answer the question. Certainly 
referral by a psychiatrist was not mentioned 
as the reason. 

A further point of interest is the resemblance 
of Samaritan suicides to populations of both 
attempted suicides and completed suicides. 
Samaritan suicides stand in some respects 
midway between the two. And of course the 
control group also has similarities with attemp- 
ted suicides. 

The confidentiality of their clients’ records 
is rightly emphasized by the Samaritans. 
One of us (M.S.) is a Samaritan worker and it 
was therefore possible to preserve this important 
principle while at the same time subjecting 
the Samaritan service to scientific scrutiny. 

We hope in future studies to look at other 
aspects of Samaritan work. These are, firstly, 
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a comparison between Samaritan suicides and 
a consecutive series of suicides to identify 
the characteristics of those suicides not drawn 
to the Samaritans. Alterations might then 
be made to the Samaritan advertising pro- 
gramme to attract the suicide-prone they are at 
present missing. Secondly we will examine in 
more detail the characteristics of the typical 
Samaritan client as represented by our control 
group. Thirdly we intend to review critically 
the existing evidence as to whether the Samari- 
tans really do prevent suicide. 

Finally a word needs to be said about the 
operational definition of a suicide we have used 
in this study. We have shown that changing 
the coroner does not affect the suicide rate 
of County Boroughs to a detectable degree, 
and that there is some evidence that coroners 
useé'à ‘Standard definition of what a suicide 
is (Barraclough, 1970; Sainsbury and Barra- 
clough, 1968). Therefore what is true of 
coroners’ suicide verdict cases now is likely 
to be true of them in the recent past, elsewhere 
in England and Wales, and probably in the 
future if the system remains unchanged. Of 
so-called ‘missed suicides’ who is to call them 
suicides, or agree with such decisions? We 
feel that sticking to this operational defini- 
tion—the coroner’s suicide verdict—is the 
most useful approach at present, for ‘making 
the best the enemy of the good is a sure way to 
hinder any statistical progress. The scientific pu- 
rist who will wait for medical statistics until they 
are nosologically exact is no wiser than Horace’s 
rustic waiting for the river to flow away.’ 


SUMMARY 


Forty-five suicides, formerly Samaritan clients, 
have been compared with a control group of 
go living Samaritan clients., The suicides 
were older, more frequently male, had dis- 
rupted marriages, were living alone or in 
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hotels, had more histories of previous psychia- 
tric treatment and attempted suicide, and 
presented more often with psychological as 
opposed to practical problems. Measures of 
the treatment received and the characteristics 
of Samaritan counsellors were the same for 
suicides and controls. 

The best discriminating measures between 
the two groups were the presence at the time 
of self-referral of a previous history of psychia- 
tric treatment, and being in contact with other 
agencies. Nearly half the control group had 
neither of these characteristics compared with 
only one of the 45 suicides. These findings are 
of practical value in assessing firstly the Samari- 
tan client who is a high risk for suicides and 
secondly the client who is a low risk. 
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ventricular arrhythmia or myocardial Bri tal S d ul I 
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.suxamethonium apnoea and respiratory 

depression were found to be significantly less 
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In-patient Cost Variability amongst Mental 
Subnormality Hospitals 


By B. MOORES and S. CASMAS 


As part of an investigation concerned with 
investment by both hospitals and local authori- 
ties in mental health a number of analyses 
were made of various published statistics 
relating to costs and other operating characteris- 
tics. In the particular case of spending in 
mental subnormality hospitals what emerges 
is a pattern of such surprising variability that 
it was felt worthwhile presenting the informa- 
tion. It would appear that this particular crude 
analysis has not been pursued previously despite 
the existence of the great mass of cost statistics 
collected, processed, published and circulated 
within the Health Service. As the Service 
spent £39:1m. on these hospitals during the 
fiscal year 1968-69 one might have expected 
this comparative cost information to have been 
used in any planning process, particularly 
when, as will be seen, the magnitude of the 
variability is so considerable. 

The data presented relate to 209 hospitals 
ranging in size from 10 to 2,300 beds, with a 
mean of 285 and coefficient of variation of 
143 per cent, and the costing returns examined 
were those for the year ended March 31 1969. 
(D.o. H.S.S. 1969) Table I sets out the mean 
elemental costs per in-patient week together 
with the corresponding coefficient of variation 
for the 28 cost categories. 

'This is neither the time nor the place to 
enter into a discussion on the absolute values 
of these various elements of spending. This 
would lead amongst other things to the question 
as to just what are the appropriate levels of tbe 
various resources required to achieve a parti- 
cular measure of performance. Attempts to 
answer this question have only been under way 
in the acute hospital field for several years 
now, and the results there which appear to 
demonstrate that at present the medical re- 
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sources are scarcer than the nursing ones can 
only be treated as provisional indications 
(see for example Feldstein (1967) and Aldred 
(1969)). 

The magnitude of the coefficients of variation 
in Table I is such that a pictorial representation 
of the variability would not be out of. place, 
and to this end Figures 1 to 3 show the frequency 
distributions for the three elements of Total, 
Nursing, and Catering Cost per in-patient 
week. x 

The variability also extends to Regions, 
as can be seen from Table II which sets out the 
regional variation on both the provision of 
beds for the mentally handicapped and the 
average amount spent for each occupied bed 
per week. Whilst the data in Table II cause 
questions to be raised regarding the extent 
of rational planning and equitable deployment 
of resources, their immediate relevance is 
that they enable us to examine to what extent 
the variation in spending between hospitals 
is in part explained by these regional differences. 
To this end the total variance was separated 
into that attributable to differences between 
regional means, and that between hospitals 
within each Region, the former figure being 
shown in the fourth column of Table I. From 
these it is readily seen that considerable varia- 
tion exists between hospitals within the same 
Region, only 10:5 per cent being explained 
by the inter-regional effect. 

A reasonable conjecture would be that one 
factor contributing to the variability under 
the individual cost headings is that hospitals 
allocate their available funds in what to them 
is a correct manner, but such an allocation 
is unique to a particular institution. One, for 
example, might wish to devote a relatively 
large proportion to raedical resources, whilst 
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TABLE I TABLE IT 
Cost variation in 209 mental subnormality hospitals Regional variation in provisions of mental subnormality beds 
and levels of spending 
Cost per inpatient Proportion 
E Weak oF teal Average 
variance cost per 
Coefficient attributable ; Beds/ T09 009i patent 
Average of to difference Regions population week 
: & VEGAROR benaren Manchester E I 13:16 
Cost categories UA Birmingham Us. Be a 18 
Oxford .. A a 10g 15°65 
Medical s. 07841 45:1 21:0 DD e ax PE 
Nursing 60 484 25'4 Ir North-East Metropolitan 105 15-01 
Domestic e 0'401 104°0 40 North-West Metropolitan 137 12:86 
Other .. zs 0:047 294-6 2*0 rdc M d 19:90 
Drugs .. s 0:120 404 130 + IO IS' 11 
Dressings .. 0:020 266.8 0:7 East Anglian . . 199 14:66 
VASE South-East Metropolitan 129 12°34 
Patients Leeds... 126 13-08 
appliances .. 0-016 93:3 15:8 Sheffield ` X - 109 12-50 
Equipment .. 0:036 96:3 37:9 Newcastle — .. .. 124 12-86 
Operating South Western .. is 203 12:97 
theatre e 0021 86-6 17:7 
Diagnostic 
X-ray "T 0'021 50:6 9:0 
Pathology i 0:049 91:6 42*5 
Physiotherapy 0-028 83-7 8-8 
Pharmacy . 0'044 65-8 26-8 
Ancillary medi- 
cal service 60 
depts. .. 0'536 52:4 22:3 
Nurses in 
training 0:159 98-2 22:8 
Catering " 2:085 IQ'I 6:1 
Staff—residences 0-180 75:1 21:2 
Laundry D. 0:435 49:2 18:4 
Power—light 4 
and heat  .. 0-764 49:2 1157 > 
Building and s 
engineering Hm 
maintenance 0:874 42:6 14°5 ul 
Medical records 0:054 59:6 26-2 
General 
administration 0-642 35°9 22:5 
General 
portering .. 0°137 go°7 22°2 
General 
cleaning  .. 0:124 110°6 9°7 l 
Maintenance 
ofgrounds .. 0'215 62:3 19:4 
"Transport i 0:138 66-8 T2 
Other services.. ^ 2:005 65:0 It 6 9 te S ener che 07:06 
Total .. .. 18'373 19°9 10°5 Fro. 1.—Frequency distribution of mental subnormality 


hospitals by total cost per inpatient week. 
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Fic. 2.—Frequency distribution of mental subnormality 
hospitals by nursing cost per inpatient week. 


another feels that in their context nursing 
should receive major attention. If such a 
conjecture were correct one might expect to 
find a negative correlation between these 
two particular resources, indicating a degree 
of substitutability. In fact all the 351 correla- 
tion coefficients between all pairs of resources 
were computed and of the rank correlation 
coefficients 316 or 87 per cent were positive! 
The cumulative distributions for this and the 
more usual product moment correlation coeffi- 
cients are depicted in Figure 4. Both measures 
clearly indicate by the considerable bias towards 
positive values that what a hospital allocates 
to a particular resource depends not so much 
upon how much is devoted to other resources 
but rather on its total budget. 

What emerges, therefore, is a picture of 
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Fig. 3.—Frequency distribution of mental subnormality 
hospitals by catering cost per inpatient week. 


considerable variability prevailing, which is 
surprising in view of the fact that the hospitals 
are part of a national health service and the 
cost figures are published partly with a view 
to helping in the more rational allocation of 
funds. If the present picture is so variable, the 
natural question arises whether the variability 
has been increasing or decreasing. Unfortunately 
the nature of the costing returns has undergone 
a number of changes over the years, the present 
system dating back to 1960. Ten hospitals 
representative of the present variability were 
selected, and the total cost per in-patient week 
for each was extracted from the available 
ten years of statistics. The results, depicted 
in Fig. 5, must give cause for concern, always 
provided the sample of ten, is not as is most 
unlikely, a particularly unusual sample. If 
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Fic. 4.—Cumulative frequency distribution of Spearman’s 
rank and product moment correlations among cost 
categories in Mental Subnormality Hospitals. 


the hospitals are ranked in descending order 
of spending in the two years 1960 and 1969 
and a rank correlation coefficient computed, 
the resultant value of 0-70, which is significant 
at the 5 per centlevel, supports whatis pictorially 


evident from Fig. 5, namely that the hospitals ` 


spending least in 1960 had least to spend in 
1969. What is even more surprising, however, 
is the considerable increase in the variation 
between the hospitals. If that hospital which 
spends considerably more than the others is 
excluded, the unweighted mean of the spending 
in the two years is £7.1 and £14.0 respectively, 
the corresponding standard deviations being 
0:57 and 2:36. Thus the variability as measured 
by the coefficient of variation has increased 
more than twofold from 8 per cent to 17 per 
cent over the decade. 


Total Cost (£l per Inpatient week) 
S 





1969. 


o ~ 
$ s 8 8858 
Year 
Fic. 5.— Trend curves for the total cost per inpatient 


weck among ten mental subnormality hospitals, for the 
decade 1960 to 1969. 


In the case of subnormality hospitals it is 
hardly conceivable that the input level of 
resources will be reflected simply by some 
significant measure of output, and the level 
of a hospital's budget is most likely to be reflec- 
ted in the quality of life of the patients contained' 
within it. Given that substantial differences 
in these budgets exist and are apparently 
increasing, one is forced to the conclusion that 
a means must be found for assessing just what 
impact these grossly dissimilar levels of expendi- 
ture have on the hospital population. Unless an 
effort is applied in this direction there may 
be a very real danger that if more funds are 
allocated to hospitals for the mental handicapped 
this additional money will continue to be 
allocated in what seems to be an irrational 
manner. 
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Psychiatric Illness Among Paternal and Maternal 
Relatives of Poor Prognosis Schizophrenics* 


By MICHAEL S. McCABE, RICHARD C. FOWLER, REMI J. CADORET 
and GEORGE WINOKUR 


In 1966 Slater proposed a computational 
model for distinguishing polygenic inheritance 
and the effects of a single dominant gene. For a 
single dominant gene with diminished pene- 
trance, affected relatives should be found 
predominantly on either maternal or paternal 
sides. He further proposed that to support 
a dominant gene hypothesis the ratio of uni- 
laterally ill pairs to bilaterally ill pairs of 
relatives should exceed 2:1. ‘Unilateral pairs’ 
means that there have been two or more ill 
relatives on either paternal or maternal sides; 
‘bilateral pairs’ that there has been at least one 
ill relative on each side. 

Based on this computational model subse- 
quent studies by Slater and Tsuang (1968), 
Tsuang (1971), Slater, Maxwell and Price 
(1971) and Perris (1971) have dealt with manic- 
depressive psychosis and schizophrenia. The 
studies by Slater and Tsuang (1968) and Tsuang 
(1971) reported sufficient predominance of 
unilaterally ill pairs in schizophrenic families 
to favour a single dominant gene hypothesis. 
The earlier study by Slater and Tsuang (1968) 
was based on record review; the subsequent 
study by Tsuang (1971) was based on inter- 
view of relatives available at the time of 
admission to psychiatric hospital. 

McCabe, Fowler, Cadoret and Winokur 
(1971) performed a blind family study of good 
and poor prognosis schizophrenics in which all 
available first degree relatives were interviewed 
about themselves and about second degree 
family members for history of psychiatric 
disorder. Data from that study, as well as 
studies by Vaillant (1956), Welner and 
Strémgren (1958), Kant (1942), and Clayton, 

* This study was supported in part by U.S.P.H.S. 
Grants MH-05804 and MH-13002. 


Winokur and Rodin (1968), suggest that when 
dealing with genetical findings in schizophrenia 
a chronic group is more homogeneous with 
respect to familial diagnoses of schizophrenia. 

As data were available from this study for 
application of Slater's (1966) model it was 
determined to do so. However, a number of 
questions arise concerning criteria for accep- 
tance as ill Data from Heston (1966) and 
McCabe, Fowler, Cadoret and Winokur (1971) 
showed an association between schizophrenia 
and neurosis in both studies and between 
schizophrenia, neurosis, mental retardation and 
antisocial personality in the Heston study. 
As family history data for all of these illnesses 
were available it was determined that computa- 
tion for the various combinations should be 
included. 

The criteria for illness utilized by Slater and 
Tsuang (1968) and Tsuang (1971) were 
relatives who had committed suicide, had been 
admitted to mental hospital, or had suffered 
from symptoms akin to those of the patient. 
Epilepsy, organic states, mental deficiency, 
alcoholism, personality disorder and nervous 
state were excluded. 


MATERIALS AND METHODS 

Proband collection and diagnostic criteria 
have been fully discussed in a previous report 
by McCabe et al. (1971). 

For six months probands were collected 
by consecutive review of white admissions to 
two psychiatric hospitals—one largely private, 
the other an acute public institution. For 
two-thirds of the study interview of the family 
was blind, in that the interviewer of the family 
was not acquainted with the patient or his 
diagnosis. Àn attempt was made to interview 
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all first degree family members within a 200 
mile radius of St. Louis. Information was 
obtained from the interviewees about themselves 
and about other first and second degree family 
members other than the patient. Twenty-five 
poor prognosis schizophrenics and 28 good 
prognosis schizophrenics were obtained and 
I44 family members personally interviewed. 
Only poor prognosis cases and their families 
are discussed in this report. 

For family members illness was determined 
by the following alternative criteria: 


I. Chronic functional illness as manifested by: 

(a) Schizophrenia. 

(b) Admission to mental hospital with an 
illness similar to the patient, or chronic 
psychiatric hospitalization. 

(c) Illness similar to the patient. 

Not: mental retardation, organic brain 
syndrome, epilepsy, alcoholism, person- 
ality disorder, nervous state, suicide 
attempt. 

II. Slater and Tsuang’s criteria (1968): 

(a) Suicide. 

(b) Admission to mental hospital. 

(c) Symptoms akin to those of the patient. 
Exclusions as in I. 

III. Neurosis is included in addition to II above. 
. All psychiatric illness including alcoholism, 
neurosis and suicide attempts, but ex- 
cluding organic brain syndromes, mental 
retardation, and senile dementias. 
V. Mental retardation is included in addition 
to IV above. 


RESULTS 


For Criteria I, which exclude suicides and a 
number of other family members who had 
psychiatric hospitalizations for illnesses other 
than psychoses, there were only 5 cases appli- 
cable. As can be seen from Table I all pairs 
were unilateral, a striking finding although 
the numbers were small. 

Table II, utilizing Slater’s criteria, increases 
the number of affected pairs but does not 
remarkably exceed the 2:1 ratio of unilateral 
over bilateral pairs which Slater’s (1968) 
schizophrenic families significantly exceeded. 

Table III, utilizing Criteria III which include 
neurotics, shows a further diminution of the 
proportion of unilateral pairs to bilateral of 
14:11. Calculations for all psychiatric illness 
but organic brain syndromes, mental retarda- 
tion and senile dementias (Criteria IV) gives 
4 Pat-Pat, 13 Pat-Mat and 12 Mat-Mat pairs 
and is not presented in a Table. Calculations 
specifically including mental retardation 
(Criteria V) gives 4 Pat-Pat, 13 Pat-Mat and 
12 Mat-Mat, unchanged from the immediate 
previous calculations. 


Discussion 

Previous reports utilizing a computational 
model devised by Slater (1966) for distinguish- 
ing polygenic from single dominant gene 
inheritance when applied to schizophrenia 
(Slater and Tsuang, 1968; Tsuang, 1971) have 
supported a dominant gene hypothesis. 

The present study, which applied the same 
computational model to poor prognosis schizo- 


TABLE I 
Psychiatric illness* among paternal and maternal relatives 


Paternal relatives 





Maternal relatives 














r} 2a 2b 3 I 
55 I I 
56 I 
60 I 
70 
72 I 
Totals I o I o 3 





2a 2b 3 Pat-Pat Pat-Mat Mat-Mat 
I 
I I 
I I 3 
2 I 
I 1 3 
2 4 I I o 8 








* Schizophrenia, admission to mental hospital, illness similar to patient. 
T 1 — parent, 2a — grandparents, 2b — aunts and uncles, 5 — cousins or great aunts or uncles. 
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Taare II 
Psychiatric illness* on paternal and maternal sides 


I AS 








Paternal relatives Maternal relatives 
Case number 
1f 2a 2b 3 1 2a 2b 3 Pat-Pat Pat-Mat Mat-Mat 
a —M—M——M—M————————— 
50 I 2 2 I 
52 I I I 
53 I I I 
55 I 2 3 
56 I I I 
60 I I I 3 
70 2 I 
JI I I I 
72 I I I 9 
CRM MIT ————:!—————————]eÁ————————— 
"Totals 2 o 3 2 4 I 8 2 3 5 9 
Eg a a a A — 
* Schizophrenia, admission to mental hospital, suicide, illness similar to patient. 
T 1 = parent, 2a = grandparents, 2b = aunts, 3 = cousins or great aunts or uncles. 
Taste III 
Psychiatric illness* on paternal and maternal sides 
a ae ae LLL EE MUI Ro 
Paternal relatives Maternal relatives 
Case number 
If 2a 2b 3 I 2a ab 3 Pat-Pat Pat-Mat Mat-Mat 
fee ee ee 
50 I I 2 I 4 I 
52 I I I 2 I 
53 I I I 
55 I 2 I 3 3 
56 I I I 
60 I I I 3 
70 2 I 
7 I I I 
72 I I I 3 
Totals 2 I 3 2 6 1 8 2 4 II IO 











* Scbizophrenia, admission to mental hospital, suicide, illness similar to patient, neurosis. 
f 1 — parents, 2a — grandparents, 2b — aunts and uncles, 3 — cousins, great aunts and uncles. 


phrenic families, found that the model appeared 
to apply only when all peripherally related 
disorders were excluded. In five families 
where more than one family member was 
similarly affected to the proband nine uni- 
lateral pairs were found and no bilateral pairs. 
This study, utilizing criteria for illness 
somewhat more stringent than previous studies, 
has the added advantage that the family data 
were obtained blind. Although criteria for 
diagnosis of probands selected strongly for a 


severely ill group, many other illnesses are 
found among families of schizophrenics. Pre- 
vious reports, particularly those by Heston 
(1970) and Kallmann (1938) have shown an 
association between 'schizoidia' and schizo- 
phrenia. The present report, although favouring 
a dominant gene hypothesis for a portion of 
schizophrenia, emphasizes the uncertainties 
in this area. The tendency toward polygenicity 
as criteria are broadened, i.e. inclusion of 
neurosis, alcoholism, suicides, suicide attempts, 
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suggests strongly the possibility of assortative 
mating. 

Methodologic biases discussed in previous 
studies are only partially handled in this study. 
The diagnosis of first degree family members 
was blind. However, for second. and third 
degree family members often no decision was 
made when the initial determinations as to 
diagnosis were made. This was particularly 
true where second degree relatives had com- 
mitted suicide or had died in a chronic mental 
institution. For such cases the decisions had to 
be arbitrary, and constitute a major reason 
for .computing the results on a number of 
different bases. 

Considering biases inherent in methods 
utilized to date to test this computational 
model, but with evidence favouring a dominant 
gene hypothesis, it would appear important 
to perform a large study with the interviewer 
blind to the diagnosis of the proband. II 
family members should only be considered if 
they meet predetermined diagnostic criteria. 
All other cases ought to be excluded. 


SUMMARY 


Family histories on second and third degree 
family members were obtained as a part of a 
blind family study of good and poor prognosis 
schizophrenia. For this study the 25 poor 
prognosis families were considered. If highly 
restrictive criteria are used, only unilateral 
pairs of ill relatives are noted, favouring a 
dominant gene hypothesis. As criteria for 
illness are broadened the findings tend to 
favour a polygenic hypothesis. 
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Synopses of Papers Awaiting Publication 


Conscience and Depressive Disorders. By 
Mouar J. Ampur and Martin Harrow. 


The present research studied the construct of 
‘conscience’ in quantitative fashion, investigating its 
relation to various mental disorders while focusing on 
depression in particular. The investigation was 
conducted with 194 consecutive psychiatric in- 
patients who were studied in a previous investigation 
of guilt by the present research team. The patients 
were administered three different scales assessing 
strictness of ‘conscience’. 

High correlations were found between the various 
conscience measures, indicating that the three indices 
utilized were assessing a common construct. A five- 
item measure of guilt was also included. Results 
suggested that the two constructs, guilt and con- 
science, are positively related but not identical. 

The total scores on all three conscience scales indi- 
cated significantly stricter consciences in psychotic 
and neurotic depressives when combined into one 
sample and compared with schizophrenic patients. 
Depressed patients also showed significantly stricter 
consciences than those with personality disorders. 
The trend toward stricter consciences among diag- 
nosed depressives held at various time periods during 
the first eight weeks in hospital, even as severity of 
depression was changing. 

Patients without sociopathic trends had signifi- 
cantly stricter consciences than those with sociopathic 
trends. The presence of hysterical features was not 
related to strictness of conscience. Age was related to 
strictness of conscience, older patients having more 
severe consciences than younger patients. 

Millard J. Amdur, M.D., 

Assistant Professor of Psychiatry, 

University of Connecticut School of Medicine ; 
University of Connecticut, 

Storrs, Connecticut, 06268, U.S.A. 


Urinary Excretion of Cyclic AMP and Manic- 
Depressive Psychosis. By B. L. Brown, 
J. G. Saway, J. D. M. Asano, R. P. HuLLIN 
and R. P. Exins. 


Serial 24-hour urine collections were made over a 
period of about four months from two short-cycle 
bipolar manic-depressive patients and over a period of 
19 days from one manic patient. The urine samples 
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were assayed for cyclic AMP by the method of 
saturation analysis. 

In spite of very marked changes in mood of the 
manic-depressive patients, no correlation between 
cyclic AMP excretion and mood was observed. 

R. P. Hullin, Ph.D., 

Reader, Biochemistry Department, 
University of Leeds, 

Leeds, LS2 9LS. 


Adjustment of Homosexual and Heterosexual 
Women. By MARVIN SIEGELMAN. 

The question of whether or not lesbians are less 
well-adjusted than heterosexual women was examined. 
Reports by therapists of homosexual women under 
treatment cannot clearly be used to generalize to 
lesbians who do not seek treatment, and therefore the 
focus of the present investigation was on non-clinical 
homosexuals (N = 84) and heterosexuals (N = 133). 
The lesbians completed questionnaires sent to them, 
from the Daughters of Bilitis organization, or from a 
homophile bookstore in Greenwich Village. The 
heterosexuals were undergraduate and graduate 
college students who completed the same question- 
naires during a class period. Most of the subjects in 
both groups were in professional occupations. The 
two samples did not differ on education, nor on 
education of father and mother, but they were 
different on age, the homosexuals being on the 
average older. The Scheier and Cattell Neuroticism 
Scale Questionnaire (NSQ), plus eight additional 
scales, were used to estimate adjustment. The two 
groups did not differ on nine adjustment variables. 
The homosexuals scored lower than the heterosexuals 
on depression and total neuroticism (NSQ), and 
higher on Goal-Direction and Self-Acceptance. 
Similar findings were obtained when the current 
NSQ data were compared to NSQ data reported by 
Scheier and Cattell for normal and neurotic hetero- 
sexual women. The results failed to support the 
contention that lesbians are more neurotic than 
heterosexuals, and this agrees with the psychometric 
findings of three other authors reporting on non- 
clinical samples. 

Marvin Siegelman, Ph.D., 
Associate Professor, 

City College of New York, 
New York City, 

N.Y. 10031, U.S.A. 
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British Psychiatric Ward Treatment Environ- 
ments. By Ruporr H. Moos. 


A Ward Atmosphere Scale (WAS) which assesses 
the treatment environments of psychiatric wards and 
which has been standardized on an American sample 
of wards was applied to 36 British psychiatric wards 
of widely varying size, staffing and treatment orienta- 
tions. The results closely replicated those obtained on 
American wards, and indicated that the WAS 
subscales had acceptable internal consistency and 
moderate subscale intercorrelations, and that they 
significantly discriminated among British wards for 
both patient and staff responses. Relationships 
between ward size and staffing and perceived treat- 
ment environments are presented, as well as two 
detailed WAS profile examples. The WAS and other 
similar tests may prove useful for systematic com- 
parisons among British and between British and 
American ward treatment programmes. 

Rudolf H. Moos, Ph.D., 

Stanford University Psychiatric Department, 
Stanford, 

Connecticut 94305, U.S.A. 


The Correlates and Outcome of Illicit Drug Use 
by Adolescent Girls. By PETER Nosrz, Tom 
Hart and Ron Nation. 


This paper describes a survey on drug taking 
among girls admitted to a London Remand Home 
during the years 1966-8 together with the results 
of a three-year follow-up study. Of the girls admitted 
227 (20°8 per cent) had used illicit drugs. The main 
incidences of drug use were: amphetamines 16:5 per 
cent, cannabis 13:6 per cent, narcotics 3-0 per cent. 
"There was a strong association between the use of 
narcotics and the intravenous use of methyl- 
amphetamine and barbiturates. One hundred control 
admissions were also studied. The drug users tended 
to be older than the controls, more intelligent, and 
better educated. Narcotic use at the time of admission 
was associated with a significant increase in personality 
disorder, time spent in institutions, and committal to 
approved schools. 

During the follow-up period 40 (20-6 per cent) of 
the girls who initially used non-narcotic drugs only 
made use of narcotics for the first time, but only one 
of the controls did so. Progression to narcotic use was 
associated with the previous use of non-narcotic drugs, 
personality disturbance, and delinquency. 

Subsequent to remand, the narcotic group had more 
criminal convictions, particular for offences in- 
volving violence, and were more often admitted to 
psychiatric hospitals. Most psychiatric in-patient 
treatment was compulsory, and the majority of those 
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admitted either absconded or discharged themselves 
against medical advice. 

Peter Noble, M.D., M.R.C.P., D.P.M., 

The Maudsley Hospital, 

London, S.E.5. 


Aetiological Models of Schizophrenia: Relation- 
ships to Diagnosis and Treatment. Davm A. 
Sosxis, 


Siegler and Osmond have proposed a group of 
seven models for schizophrenia, each of which con- 
tains statements on the aetiology, diagnosis, treatment, 
prognosis, and social implications of this disorder 
(medical, moral, family interaction, psychoanalytic, 
conspiratorial, social, and psychodelic). A study was 
undertaken to examine the usefulness of these models 
in describing the opinions of practising clinicians 
concerning schizophrenia. 

A mailed questionnaire was used to sample opinions 
on the aetiology, diagnosis, and treatment of schizo- 
phrenia among psychiatrists in Monroe County, New 
York. One hundred and thirty-two psychiatrists 
responded, including psychiatrists working in a state 
hospital, residents and full-time faculty in a university 
department, and psychiatrists in institutional and 
private practice. This final study group represented 
g8 per cent of the psychiatrists currently treating 
schizophrenic patients in Monroe County. 

Clinicians did not favour one aetiological model 
exclusively, but rather utilized several complementary 
perspectives (generally chosen from the physical or 
psychosocial groups but not from both) to synthesize 
their personal view of the nature or cause of schizo- 
phrenia. In general, the study group did favour those 
diagnostic signs and modes of treatment which were 
logically derived from specific aetiological models 
which they favoured. They did not favour these 
diagnostic signs or modes of treatment exclusively, 
though their preferences did stay within the physical 
vs. psychosocial group predicted by the aetiological 
model. 

David A. Soskis, M.D., 

Department of Psychiatry, 

Temple University Health Sciences Center, 
Philadelphia, Pennsylvania 19140, U.S.A. 


Stress as a Predictor in Schizophrenia. G. G. 
WaLLI. 


Every patient invalided from the Royal Navy with 
the diagnosis of schizophrenia between 1947 and 
1956 was scored as objectively as possible for service, 
family, marital, physical, personal and other stresses 
during the two months before the estimated onset of 
illness. There were 512 patients, 476 male and 36 
female, with a mean age of 23:9 years. Many patients 
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had more than one type of stress, and 530 units were 
found in 379 (74 per cent) patients. The patients 
were followed up by every practicable method on six 
clinical and employment criteria until 30 June 1961. 
Only 19 (4 per cent) could not be traced, and for 17 
of them there was evidence that they had not been in 
mental hospitals during the follow-up period. 

Stress, recorded before any assessment of the 
follow-up results, favoured the prognosis and appeared 
to act independently of other premorbid predictors. 
There were no significant differences between the 
individual types of stress in relation to the indices of 
outcome, and for personal stress this equality ran 
counter to the findings of other authors. Personal 
stress, defined as ‘those facets of personality which 
make living less easy’, tended to operate singly on 
young premorbidly schizoid men in their first year of 
service, and these developed a simple type of illness 
which remitted quickly, but not, as judged by the 
need for physical treatment, spontaneously. 

Geoffrey G. Wallis, M.D., F.R.C.Psych., 
Consultant Psychiatrist, 

Royal Naval Hospital, Haslar, 

Gosport PO 12 244. 


Relationship Between Serum Lithium Level and 
Clinical Response in Acute Mania Treated 
with Lithium. Roserr F. Prien, EuczNE M. 
Carrey, JR., and C. James KLETT. 


The relationship between serum lithium level and 
clinical response was examined in 116 newly-admitted 
patients with a diagnosis of manic-depressive psychosis, 
manic state, as part of an 18-hospital collaborative 
project on lithium therapy in acute mania. Patients 
received lithium carbonate for three weeks on a 
flexible dosage schedule. Serum lithium concentra- 
tions were obtained three times weekly. The results 
indicate that serum lithium concentrations of 0:9 to 
1:4 milliequivalents per litre are adequate for 
treating acute mania. Higher levels increase the 
risk of side reactions without providing significantly 
better results, while levels below 0-9 are relatively 
ineffective. 

Robert F. Prien, Ph.D., 

Coordinator, WA-NIMH Collaborative Study on Lithium 
Carbonate Therapy in Affective Disorders, 

Veterans Administration Hospital, 

Perry Point, Maryland, 21902, U.S.A. 


The Schizophrenias as Nervous Types. GORDON 
CLARIDGE. 

Arguing from genetic, clinical, and statistical 
evidence it is concluded that there is little support 
for the traditional view of the schizophrenias as 
qualitatively distinct diseases. It is suggested that a 
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view more consistent with available facts is that they 
represent, in an exaggerated form, cognitive and 
personality characteristics found distributed among 
the general population, being in this respect entirely 
comparable to the neuroses. Starting from this 
dimensional view it is further argued that the pre- 
disposition to schizophrenia, like other personality 
dimensions, has a discoverable psychophysiological 
basis, in the form ofa particular kind of nervous typo- 
logical organization. The two most important mech- 
anisms involved are considered to be those of arousal 
and attention, and evidence is reviewed in support of 
the author’s theory that it is the manner in which these 
two mechanisms co-vary that is uniquely different in 
schizophrenia patients and in normal individuals 
highly predisposed to schizophrenia. The special 
importance of drug techniques as nervous typological 
tools for exploring the problem is emphasized and 
illustrated with some recent experimental findings 
from the author’s laboratory. There normal indi- 
viduals given LSD-25 were classified according to 
whether or not their psychophysiological state under 
the drug resembled that previously found among 
schizophrenic patients. It was shown that ‘psychotic’ 
responders differed from others, both in the severity 
of their reaction to the drug and in their psycho- 
physiological response to dexamphetamine given on 
a separate occasion. These results are discussed in 
relation to the light they may throw on the nervous 
typological basis of schizophrenia and the possibility 
of developing pharmacological procedures which 
can identify individuals highly loaded on personality 
factors that predispose them to schizophrenia break- 
down under stress. 

Gordon Claridge, B.A., D.Sc., Ph.D., 

University of Glasgow, 

Department of Psychological Medicine, 

Southern General Hospital, 

Glasgow, S.W.1. 


General Paresis in the Psychiatric Department 
ofa General Hospital in India. By A. VENKO3A 
Rao, P. S. RANGANATHAN and M. NATARAJAN. 

Thirty-four patients diagnosed as general paresis 
in the Erskine Hospital, Madurai, South India, 
formed the material for the present study, which has 
been a prospective one from 1964 to 1970. 'The basis 
of diagnosis was clinical and serological, together 
with Lange's test of CSF. There were 33 men and 
one woman; 24 were from 31 to 50 years of age, 
while 5 were below 30 and 5 above 50. A third of 
the patients were agricultural workers. The duration 
of symptoms was from 10 days to six years. The 
dementing type was the commonest one and was 
shown by 19 patients; 4 patients showed the grandiose 
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form; the depressive form of paretic psychosis was 
not seen at all. The commonest neurological findings 
were convulsions (19), speech defects (19), tongue 
tumour (14); in 5 cases no neurological abnormality 
was detected. Argyll Robertson pupils were present 
in 7 cases and other pupillary abnormalities in 19; 
the pupils were normal in 10. Optic atrophy was seen 
in one instance. Anti-syphilitic treatment was admi- 
stered in 27 cases. In the 15 patients who were 
followed-up the results were excellent in 8, fair in the 
rest; 4 patients have been effectively rehabilitated 
back to their original occupation and 4 others to 
lesser responsibility. Follow-up was from 3 to 48 
months. : 

A. Venkoba Rao, M.D., Ph.D., D.P.M., 

Professor of Psychiatry, 

Madurai Medical College, 

Erskine Hospital, Madurai. 


XYY Karyotype ina Pair of Monozygotic Twins: 
A r7-year Life-History Study. By Joun D. 
RAINER, SYED ABDULLAH and Lusy F. Jarvix. 

This is a report of the first case in the literature 
of a pair of monozygotic twins concordant for the 

XYY karyotype. The boys were known since infancy, 

with a history in both of febrile convulsions between 

the ages of 3 and 6, in one of petit-mal seizures, and 
in the other of surgical correction of an undescended 
testicle at the age of 10. As children, the twins were 
generally passive, although they occasionally demon- 
strated physical violence toward other youngsters. 

At age 14, one of the twins manifested sudden 

aggressive outburts preceded by a premonitory 

abdominal sensation and followed by somnolence 
and relaxation; the other has been better able to 
control his anger and impulsivity. 
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Detailed developmental data, medical and neuro- 
logical examinations, laboratory findings and psycho- 
logical tests are presented. The life-time history 
available on these twins makes it possible to consider 
both similarities and differences in physiological and 
behavioural variables and to observe the effect of 
family interaction on the control of overt behaviour. 
The management of the case raises many questions 
implicit in genetic counselling and guidance. 

John D. Rainer, M.D., 

New York State Psychiatric Institute, 
722 West 168 Streei, 

New York, New York 10032, 
U.S.A. 


Quantitative Brain Measurements in Chronic 
Schizophrenia. By RANDALL ROSENTHAL and 
LLEWELLYN B. BicELow. 

In a ‘blind’ study the brain specimens of ten 
chronic schizophrenic patients and ten clinically 
matched controls were measured in regard to the 
volume of the thalamus, lenticular nucleus, hippo- 
campus, temporal lobe, and total cortex. In addition, 
the brain weight, average corpus callosum width, 
average cingulate gyrus height, and average cortical 
mantle width were obtained on each specimen. Only 
the average corpus callosum width was significantly 
different between the schizophrenic and controls 
(p < :oor), this measurement being larger in the 
schizophrenic sample. 

Randall Rosenthal, M.D., 

National Institute of Mental Health, IRP, 

Laboratory of Clinical Psychopharmacology, 

Saint Elizabeths Hospital, 

Washington, D.C. 20032, U.S.A. 


Brit. J. Psychiat. (1972), 120, 99-115 


Book Reviews 


DRUG ADDICTION 


WHO Expert Committee on Drug Dependence— 
Eighteenth Report. World Health Organiza- 
tion Technical Report Series, No. 460. Geneva, 
1970. Price 30p. : 

Drug Abuse. Data and Debate. Edited by PauL H. 
BLACHLY, M.D. Springfield, Illinois: Charles C. 
Thomas. 1970. Pp. 332. Price $12.50. 

Addiction and Society. By Nils Bejerot. Springfield, 
Jllinois: Charles C. Thomas. 1970. Pp. 298. 
Price $9.75. 


Three further volumes join the crowded shelves on 
drug dependence. Perhaps the exaggerated attention 
paid by the popular press to drug taking stimulates 
the medical publisher to provide meatier material. 
However, none of these three books can be said to 
completely satisfy the continuing need for readable 
and authoritative publications, and none of them can 
wholeheartedly recommended. 

The EisÜrgENTH Report of the WHO EXPERT 
COMMITTEE on Druc DEPENDENCE could not be 
expected to provide a comprehensive account, since 
WHO Technical Reports are necessarily brief. The 
opening pages describe the principles of management 
of drug dependence problems and firmly stake the 
interest of the WHO in the treatment of drug taking. 
The aetiology is examined from various viewpoints 
which take into account socio-cultural factors. The 
concept of individuals being at risk to a variety of 
psychiatric and psychosomatic disorders stresses the 
common ground between drug taking and other 
mental health disorders. Given a multi-factorial cause, 
the Committee sensibly concludes that a careful 
evaluation of the individual's needs is necessary before 
deciding appropriate treatment, which will vary from 
case to case. An excellent brief description follows of 
withdrawal, maintenance therapy (both the British 
variety with injectable drugs and the American oral 
methadone programmes), and the basic precepts of 
self-regulating communities. The role of compulsion 
is also discussed, and the Committee emphasize that 
penal services are inappropriate. Compulsory deten- 
tion alone has not been shown to be beneficial, in 
spite of considerable experience. 

The second aspect of the report, when discussing 
approaches to prevention, both legal controls and 
education, is less satisfactory. The constitution of this 
Committee is almost exclusively medical, whilst the 


other official international organization concerned 
with drug dependence predominantly represents the 
interests of the legal and law enforcement professions. 
Unless the WHO can extend its ambit to embrace our 
sociological colleagues, we will continue to lack a 
balanced discussion of the many difficult problems 
presented by the interaction between individuals and 
society, problems which are probably as important as 
are pharmacological and psychopathological factors. 
Druc Asusg. DATA AND DEBATE reprints contribu- 
tions to the Western Institute of Drug Problems 
Summer School. The organizers have attempted to 
present a balanced programme, and have attracted 
eminent contributors on a wide range of topics, 
ranging from the study of the sub-culture of the 
American criminal narcotic addict to reviews of the 
contribution of laboratory work and discussion of 
treatment and the function of drug abuse laws. The 
result is a rather turgid and drab publication which 
consists of separate contributions rather than a dyna- 
mic series of lectures. Where a contributor does present 
original work the chapter comes alive; especially a 
careful study from the Addiction Research Founda- 
tion of Toronto into drug use by high school students, 
which has implications for education programmes. 
ADDICTION AND Society, by Nils Bejerot, is coherent 
and stimulating. The author sets himself a standard 
of comparison with Chein's classic publication on 
drug taking in New York. His basic theme is that 
doctors owe a duty to society as well as to the indi- 
vidual patient, and that maintenance prescribing is 
a dangerous practice. He gives many persuasive 
examples of the epidemic nature of drug taking, as 
exemplified by the injection of stimulants in Sweden 
and the development of the heroin problem in Great 
Britain (particularly the study of the spread of heroin 
taking in Crawley undertaken by De Alarcon and 
Rathod). Nevertheless, despite Dr. Bejerot's obvious 
expertise, there is a polemical flavour to the book 
suggesting the need for a degree of caution. Having 
stated that one should not generalize from American 
experience to European experience, he must accept 
the criticism that it might be equally dangerous to 
generalize from the Japanese success in suppressing 
methylamphetamine addiction on an island sur- 
rounded by relatively undeveloped communities to 
continental countries with highly developed pharma- 
ceutical industries. Closer to home it would seem to 
be a misreading of recent British legislation to state 
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that "The Second Brain Committee demanded far- 
reaching measures which were in practice a prompt 
termination of the British system’. In fact, the Brain 
Committee recómmendations, which have been in 
the main implemented, would be properly regarded 
as a codifying and adjustment of the traditional 
British practice of maintenance prescribing in order 
to make it acceptable in the treatment of younger, 
gregarious, and perhaps demanding patients. Never- 
theless, this book must be accepted as representing a 
valid medical view cautioning us against a complacent 
acceptance of our present attitude to drug taking. 
Compulsion has succeeded in Japan and has failed 
in the United States. The present situation in this 
country suggests that the British compromise is so 
far containing our local opiate problem within 
socially tolerable limits. It may be that maintenance 
prescribing of amphetamines is inherently more 
unstable than maintaining opiate addiction. 

One aspect of Scandinavian practice mentioned 
might lend itself to adoption in this country. In 
Denmark, although notification is compulsory (as 
recommended in the WHO Technical Report), 
information is only released to the police by the 
drug authority if there is evidence that such informa- 
tion is essential for a decision in accordance with the 
penal law, and then such information is supplied 
through a solicitor. While the medical profession 
should be willing to supply information vital to a 
public health service commitment, it should not be 
accepted that confidential information on patients 
should be routinely supplied to law enforcement 
agencies, even where those agencies provide a 
necessary partnership to individual treatment. 
Danish practice appears to offer a reasonable balance 
between infringement of civil liberty and protection 
of society. 


M. Mrrceson. 


PSYGHIATRIC SERVICES 


The Mental Hospital in the Psychiatric Service. 
By J. A. BaLpwin. Oxford University Press, for 
Nuffield Provincial Hospitals Trust, 1971. Pp. 
340. £5.00. 

It is curious that chronic psychotics, the least 
trendy of people, the least concerned with changing 
fashions, have yet provoked violent swings of attitude 
and practice in those responsible for their care. 
Presumably, passivity and inarticulateness make 
them convenient objects on to which can be pro- 
jected the aspirations, fears and conflicts of others. 
Presumably also this is why their opinion of pro- 
posed changes is rarely sought, and never taken 
seriously. Whatever the reasons, they are likely to 
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be badly served if the swings of the pendulum are 
ill-timed to their particular needs. Pressed into 
institutionalism in their youth when they needed 
stimulation, many now face life in the raw world at a 
time when they are particularly ill-fitted to meet it. 
Whatever the decisions made about the future of the 
psychiatric services, they are likely to be the ones who 
quietly pay the price of any errors made. At the least 
it is owed to these people that decisions made about 
their future should be based on facts and realities, 
rather than on wishful thinking or polemical debate. 

"This book is a valuable addition to the facts available 
and as such is greatly to be welcomed. It reports a 
study carried out in the North East of Scotland on a 
population defined both geographically and in terms 
of an administratively integrated system of mental 
health services, using a cumulative case register. 

There is an initial discussion of the history of the 
mental hospital movement and of current views about 
the possible future role, or lack of role, of the mental 
hospital, which surveys this field in fair and useful 
depth. The results of this investigation are presented 
under headings, which fall broadly into three groups. 

The first section examines the existing 1966 mental 
hospital population and the trends leading up to it. 
From consideration of these trends, and by applying 
more sophisticated probabilistic models to the problem 
of estimating the outcome of a standing population, 
estimates are produced of the likely future popula- 
tion under varying conditions. Throughout, the 
author is at pains to stress that he is not prophesying 
what the population will necessarily be, still less 
what it should be, but is developing much needed 
methods for forecasting what it is likely to be if the 
conditions under which the estimates are made 
continue to operate. 

The final section deals with the demand for 
admission to hospital. It includes a valuable chapter 
on multiple admissions, in which is considered the 
characteristics of the stage army who were responsible 
for some two-thirds of the admissions, though con- 
stituting only about two-fifths of the cohort. It also 
attempts to put the mental hospital in the context of 
the psychiatric services in general, an aim which in 
fact is evident throughout the book, by considering 
the pattern of referrals within the psychiatric services 
and from the community to these services. 

The results of these studies are too detailed for a 
summary to do them justice. This book will be 
required reading for all those involved in the organiza- 
tion or implementation of psychiatric services. It is 
noteworthy, however, that the author’s estimate of 
the future need for psychiatric beds is grossly at 
variance with official estimates. He concludes, after 
examining the problem by several methods, that the 
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fall in the mental hospital population is likely to be 
less, and certainly less dramatic, than that which has 
been forecast. Furthermore, those beds which do 
become available will be taken up by geriatric 
patients; not only fresh admissions, but those derived 
by aging from the existing chronic population, who 
will then have the increased needs for physical care of 
this age group. It is also evident from the data pre- 
sented that any change in admission fashions, for 
example in the direction of longer instead of multiple 
admissions, will greatly affect the availability of beds. 

It has to be emphasized again that it is suggested 
that this is what will happen if nothing is done to 
provide alternative facilities, but it need not happen. 
Of course, if action is not taken, but official policy on 
bed needs remains inflexible it will not happen eitber: 
there is always the Reception Centre. 


D. ABRAHAMSON. 


Psychiatry and the Community. Edited by 
I. Prowsky and D. MapproN. International 
Scholarly Book Services, Inc, for Sydney 
University Press. 1969. Pp. 155. Price £1.90. 

This book tells us something of what psychiatrists 
in Australia and New Zealand were thinking and 
doing about community psychiatry and some related 
fields, notably epidemiology, three or four years ago— 
the book evolved from a meeting of psychiatrists 
held in Sydney in 1967. 

The book has two parts, entitled ‘theoretical 
aspects’ and ‘practical approaches’. This suggests 
that the present psychiatric practices of our anti- 
podean colleagues have or are thought to have more 
theoretical basis than is sometimes apparent in the 
United Kingdom. Articles by E. Saint and A. Stoller 
make one wonder if our present trend towards bedless 
psychiatry really does justice to the findings of psychi- 
atric epidemiologists. Professor Maddison’s chapter 
on the implications of crisis studies, suggesting that 
the work of Caplan has been of practical consequence 
in Australia, is also of interest in terms of British 
practice. 

The practical section deals with the training of an 
indigenous breed called ‘mental health visitors’, 
child psychiatry in the community and psychiatry in 
an isolated aboriginal community. From a description 
of the provision of psychiatric services in New South 
Wales, it seems economics is forcing a reluctant 
psychiatry into the general hospitals at the expense 
of small area hospitals, despite Maddison’s earlier 
prediction (or assertion, or hope) that this practice 
would ‘die a natural death in the 1970's’. 

This book contains material of interest to thegeneral 
psychiatrist, and is a useful if not heavyweight 
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addition to the literature documenting develop- 
ments in psychiatric services. 


J. P. WATSON. 


Program Evaluation in the Health Fields. 
Edited by H. C. SCHULBERG, A. SHELDON and 
F. Baker. New York: Behavioral Publications. 
1969. Pp. xviii + 582. Price $19.95. 

It is only in recent years that attempts have been 
made to tackle the difficult problem of how to 
evaluate the effectiveness of psychiatric programmes. 
Is there, for example, an overall improvement in the 
level of mental health in the community as a result of 
psychiatric services? Are all the patients with mental 
illness being treated? What are the consequences for 
the community of treatment, non-treatment, and 
return of patients to the community? This book 
contains 35 collected papers which explore themes 
of evaluation of health care; concepts and general 
issues, research designs, case registers, and five papers 
on the general evaluation of programmes in psychi- 
atric treatment and care which will be of interest to 
workers in the mental health field. 

These papers bring out various issues and difficulties 
involved in programme evaluation. For instance, 
clinicians involved in day-to-day treatment of patients 
tend to resent the activities of research workers, and 
embarrassing problems sometimes arise when the 
service offered is shown to be ineffective. There are 
in fact problems in defining just what the goals of a 
psychiatric service are, and most frequently used 
models are in terms of ‘goal-attainment’, but examples 
are also given of a ‘systems model’ which considers 
the working of individual parts of the service in 
relation to the working of each other part. In contrast 
to the goal-attainment approach, which directs 
efforts at measuring how well a specific aim was 
achieved, the systems model contends that such an 
approach may be unproductive and even misleading, 
since an organization constantly functions at a 
variety of levels. This latter approach is largely the 
province of social scientists rather than of clinicians, 
and it is to the credit of the comprehensive nature of 
this volume that papers by workers such as Etzioni 
have been included. 

'This volume gathers together many papers not 
accessible to British workers, and would represent a 
valuable addition to any psychiatric research library. 

C. R. BAGLEY. 


The Doctor and the Social Services. By R. Huws 
Jones. The Athlone Press. 1971. Pp. 57. Price 
gop. 

Mr. R. Huws Jones is Director of the National 
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Institute for Social Work Training. In this slim 
volume, a record of his 1969 Heath Clark Lectures, 
he advocates with great skill and not a little wit a 
new approach to the problems of ill health. 

His main thesis is that illness is not just a disease 
but a social situation in which the doctor's role is 
important but limited. There are social repercussions 
resulting from the patient's physical or mental 
incapacity or both, with which he, the doctor, is not 
equipped to cope. In support of this contention Mr. 
Jones very pertinently quotes T. Ferguson and his 
colleagues who allege that a quarter of patients 
discharged from hospitals deteriorated seriously 
within three months, not because of an advance of 
the pathological condition but because of poor home 
conditions and failure of after-care. As psychiatrists, 
we recognize only too well how well-founded this 
accusation may be. It is precisely in an attempt to 
ameliorate these adverse social circumstances that 
the social service professions must play their part. 
Team work, Mr. Jones pleads, is essential, and in this 
team the doctor must lend his prestige and his skill 
without necessarily assuming the position of captain— 
a possibly bitter pill for the doctor to swallow, he 
acknowledges. 

Not unnaturally, Mr. Jones is a keen supporter of 
the recommendations of the Seebohm Report which 
hope to bring together under one local authority all 
those personal services designed to meet needs that 
are not primarily medical As a corollary his final 
plea is for support of a centre for inter-professional 
studies, which makes perfect sense if his laudable 
objectives are ever to be achieved. 


Henry R. ROLLIN 


A Psychiatric Record Manual for the Hospital. 
By Donoruv SwrrH KELLER. University of 
Pittsburgh Press. 1970. Pp. 228. Price $8.50. 

This practical, detailed manual has been written 
for records officers in U.S. psychiatric hospitals, but 
it deserves the attention of British psychiatrists, for 
there is no comparable up-to-date publication in this 
country. The report of the Tunbridge Committee on 
the standardization of hospital medical records 
(1965) did not specifically deal with psychiatric 
records, and the working party on psychiatric hospital 
medical records set up by the Ministry of Health in 
1967 has still (September 1971) not issued a final 
report. 

The quality of a hospital’s case records are pro- 
bably a good index of the quality of patient care, 
and certainly determine the value, and even the 
feasibility, of much psychiatric research. But good 
case records lose their value if they are not kept in 
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order, if they cannot be found when they are needed, 
or if one does not know how many there are at any 
time. To preserve, locate and enumerate them is the 
function of a records department, but this function 
has become increasingly difficult with the increasing 
rate at which psychiatric records are accumulating 
and the fact that no official permission has been given 
for the destruction of old records. In the United 
States, the Joint Commission on Accreditation of 
Hospitals has recommended that hospitals should 
have a medical record committee, meeting at least 
monthly and reporting to the medical board. In 
awarding accreditations, the Commission takes into 
account both the adequacy of the case records and 
the standards and criteria of confidentiality. The 
Royal College of Psychiatrists should do no less. 


DELINQUENCY 


Prediction Methods in Criminology. By 
Frances H. Smon. H.M.S.O. 1971. Pp. 233. 
Price £1.25. 

Anyone interested in prediction techniques who 
believes that the only issue remaining in the predic- 
tion of delinquency is simply the desirability of 
producing such instruments should read the most 
recent report emanating from the programme of 
probation research carried out by the Home Office 
Research Unit. This work originated in 1961 when 
Mrs. Simon had the task of producing a risk classi- 
fication of probationers for use elsewhere in the 
programme. At that time, with the possible develop- 
ment of further statistical and computer techniques, 
this was probably regarded as a fairly simple under- 
taking. The importance of the present work lies in the 
shattering of this assumption and Mrs. Simon’s 
ability to recognize that her comparative failure to 
produce an effective prediction instrument for this 
sample of offenders tended to reflect the general 
pattern of results in this area of criminological 
research. 

Part I provides an excellent introduction to the 
problem of prediction, and although the references 
are confined to criminological prediction studies the 
issues raised are clearly relevant to work in the pre- 
diction of behaviour generally. 

Part II represents the remnant of the original 
purpose of the project, but is used sensibly as a case 
history exemplifying the problems in producing a 
useful prediction instrument. It is the most technical 
part of the report, comparing various types of 
statistical analysis in an attempt to produce an 
effective prediction measure. It is perhaps salutary 
to read the author’s indication that ‘it does seem that 


BOOK REVIEWS 


the probation officers’ judgments on a single problem, 
‘delinquent tendencies’, predicted reconviction as 
well as, or better than, the attempts which were 
made to combine several problems into a more 
sophisticated instrument’ (page 132). 

Part III is a brief and readable discussion of some 
of the basic dilemmas in pursuing prediction research 
in this area. This present work uses pre-treatment 
variables to try to separate persons into likely future 
successes and failures, and Mrs. Simon suggests the 
possible importance of including variables describing 
the treatment itself, or the environment of the 
offender during the time he is at risk. The problem 
of the criterion of conviction being a very crude 
measure of the degree of a person’s criminality is also 
recognized, but perhaps the issue is not developed 
far enough in the present work. The validity of 
reconviction as a measure of criminality will almost 
certainly vary with the type of crime, as Sellin and 
Wolfgang have suggested. It may still be worthwhile 
considering pre-treatment variables in predicting 
reconviction of specific crimes. Whatever the strategy 
for the next stage of criminological prediction re- 
search, there is enough evidence here to indicate that 
the onus is certainly not on the statistician to produce 
more sophisticated statistical techniques; but rather 
what is needed is a more fundamental appraisal 
of the data which research workers provide for the 
statistician. 

Kerra SoorniLL. 


Cultural Factors in Delinquency. Edited by 
T. C. N. Gmesens and R. H. AHRENFELDT. 
London: Tavistock Publications (Social Science 
Paperback). 1971. Pp. 201. Price 75p. [First 
published, Tavistock Publications Ltd., 1966, 
and reviewed British Journal of Psychiatry, 1967, 
113, 343 by P. D. Scott.] 

The reappearance in paperback of this edited 
summary of the work of a multidisciplinary study 
group, held in 1964 under the auspices of the World 
Federation for Mental Health at Topeka, Kansas, to 
discuss cultural factors in delinquency, is welcome. 
The first part, a review of sociological factors con- 
sidered to have a bearing on delinquency—sex, age, 
social class, development of sub-cultures, the learning 
environment—is supplemented by a comprehensive 
bibliography. 

In examining the definition of juvenile delinquency, 
it is suggested that there may be three or four stages 
of cultural change in relation to the emergence of a 
definition; from the tribal culture where there is 
little or no juvenile delinquency, through stages of 
urbanization, to cultures where attention is focused 


103 


on the needs of the child before the Court, rather 
than his offence. The significance of these stages is 
brought into prominence when the pattern of 
delinquent behaviour in nineteen individual coun- 
tries is analysed in the second part of the test, where 
also a discussion on the behaviour of immigrant 
groups gives topical interest to this section. The 
multidisciplinary trans-cultural approach to delin- 
quency is refreshing and could be a useful basis for a 
re-examination of our approach to juvenile delin- 
quency in this country. 
Epna Irwin. 


Delinquent Boys: The Culture of the Gang. By 
ALBERT K. Comen. Collier-Macmillan (Free 
Press Paperback). 1971. Pp. 198. Price $1.25. 

This classic text first appeared in 1955. Theories of 
delinquency have not changed much in the mean- 
time. The sociological approach, which views 
delinquents as an inevitable product of the social 
system, and the psychological approach, which 
looks upon delinquents as peculiar individuals, 
remain at loggerheads. This book, although essentially 
sociological, makes some attempt to allow for both 
points of view. 

Cohen maintains that delinquency is primarily a 
group or gang activity. It is not so much a way of 
expressing or solving an individual problem, as a 
means whereby lower class boys deal with their 
common problem of status. If a lower-class boy 
measures himself against middle class standards he 
finds himself always at a disadvantage. If, instead, 
he joins up with a group who reject such standards, 
he can enjoy a new status. Destructive, aggressive, 
and non-utilitarian delinquent acts symbolize defiance 
of middle class values. At the same time, Cohen 
admits that certain boys, because of their individual 
problems (for example a compulsive need to assert 
masculinity) may be more particularly attracted to 
the delinquent sub-culture. 

Cohen thinks that delinquent boys are not pecu- 
liarly aggressive, they are ordinary boys reacting 
aggressively to a social system they find hostile. The 
theory is plausibly expounded in fascinating detail, 
but in this book one looks in vain for the results of 
empirical studies that would show it to be true. 

D. J. West. 


SOCIOLOGY 
Black Americans and White Racism. Edited by 
MarceL. Gorpscumm. Holt, Rinehart and 
Winston, inc. 1970. Pp. 434. No price stated. 
Be involved. This book gives the reader an oppor- 
tunity to judge the relevance of social science research 
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to a leading issue of the times. The topics are: Black 
Identity and Personality; The Black Family and 
Child Development; Racial Differences and Intel- 
lectual Performance; Black Achievement in Inte- 
grated and Segregated Environment; Racism: 
Prejudice and Discrimination; and Black Militancy 
and Violence. Essentially the book is a collection of 
papers originally published elsewhere, many of them 
of high quality and interest, but not always easy to 


read. The editor himself contributes useful reviews. 


of the related literature on each topic. 

The American Negro is handicapped by being 
educationally and socially underprivileged for historical 
reasons and at the same time being currently dis- 
criminated against. According to the Markov model, 
in a completely non-discriminatory society differences 
in occupations will eventually become negligible, but 
only after 60 to 80 years. However, the Coleman 
report (1966), which assessed the academic achieve- 
ment, background and attitudes of over 600,000 
pupils in over 400 schools throughout the U.S.A., 
reached conclusions that 'stand like a spear pointed 
at the heart of the cherished American belief that 
equality of educational opportunity will increase the 
equality of intellectual achievement? (p. 192). For 
example, the distinctive patterns in mental abilities 
that emerge for each ethnic group are not modified 
by social class differences within each group, although 
the overall level of performance is (Stodolsky and 
Lesser). The causes of prejudice are obscure; it is 
correlated with authoritarianism, but also arises 
from social pressures to conform and to accept stereo- 
types. It has been found in over 86 per cent of white 
school-children at the age of five. A hopeful sign is 
that the official abolition of segregation in the 
armed forces has produced far-reaching changes. 

This book is mainly for social scientists and 
educationists, but contains much of interest for 
anyone who feels involved in the broader issues of 
social equality and justice. 

D. W. K. Kay. 


Images of Deviance. Edited by STANLEY COHEN. 
Penguin Books. 1971. Pp. 255. Price 40p. 

Hustlers, Beats and Others. By Nep Porsxv. 
Penguin Books. 1971. Pp. 217. Price 35p. 

Both these two books, one American and the 
other by a number of English sociologists, discuss 
* . . behaviour which sociologists’ call deviant: 
behaviour, which somehow departs from what a 
group expects to be done or what it considers the 
desirable way of doing things'. As pointed out in the 
postscript to Images of Deviance, in spite of certain 
common ground, ‘the difference in work situations 
an even vocabulary between sociologists on one 
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side and professional groups such as social workers, 
teachers and psychiatrists on the other, make what 
appears as obvious to one group all too problematic to 
another’. In order to help collaboration and under- 
standing, the sociologists contributing to the York 
Deviancy Symposium (the seven papers which form 
the English volume) are taking such steps as planning 
joint meetings. It is only fair to mention that such 
interdisciplinary meetings between, for example, 
sociologists, social workers, and psychiatrists, have 
for many years taken place regularly at the con- 
ferences arranged by the International Council 
against Alcoholism and Addiction, which have 
proved fruitful and mutually very helpful. 

To the British reader Images of Deviance—which 
deals with such themes as ‘the police as amplifiers of 
deviancy’, thieving, soccer hooliganism, suicide, black- 
mail and industrial sabotage—may be of more 
immediate interest than Hustlers, which discusses 
the game of pool (‘pocket billards’), the pool-room 
hustler, the Greenwich village beat scene and 
pornography. Drug abuse figures prominently in 
both volumes. 

Both books are very critical of criminologists who 
too often have *. . . identified with strategies, values 
and aims remarkably close to what the public 
demands and expects of them’ (Images, p. 13); 
and '. . . have forgotten if they ever learned Weber’s 
lesson that sociology must be value-neutral if it is to 
be genuinely scientific . . .’ (Hustlers, p. 142). It is 
stressed that ‘. . . deviancy is not a quality inherent in 
any behaviour or person, but rests on society’s 
reaction to certain types of rule-breaking'. Alongside 
police, courts, and correctional institutions, social 
work and psychiatry are described as forms of social 
control. Although such descriptions do not imply an 
overall condemnation, psychiatrists are criticized for 
having ‘provided justification for new social controls 
under the guide of therapy’ by advocating techn- 
niques and methods as ECT, brain surgery and 
compulsory admission and for ‘extending definitions 
of mental illness to realms of social life (e.g. the 
political, the criminal and the sexual) previously 
immune from the lens of pathology’. 

Psychiatrists will find these two sociological books 
instructive, interesting and sometimes fascinating, 
even if they provide occasional targets for criticism 
as well as much food for thought. 

M. M. Gratr. 


SEXOLOGY 
Sacher-Masoch: An Interpretation, together 
with the entire text of “Venus in Furs’. 
By Gries DELEUZE. London: Faber and Faber. 
1971. Pp. 248. Price £2.50. 
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The Human Aspects of Sexual Deviation. By 
Eusrace CHESSER. London: Jarrolds. 1971. 
Pp. 256. Price £2.25. 

Venus in Pelz (1870) is Leopold Sacher-Masoch’s 
notorious novel, immortalized by Krafft-Ebing, when 
he used the eponymous title of masochism for the 
particular perversion which is the theme of the 
novel. Compared with the works of de Sade, it is in 
no way obscene or pornographic, although its 
aimless theme consists of a dreamlike meandering 
from one flogging episode to another, and it is 
difficult to accept Deleuze’s view that the work has 
any literary merit. This new translation from the 
French provides the psychiatrist with an excellent 
phenomenological study of ‘Le vice anglais’, and it 
clearly could only have been written by someone 
whose familiarity with the perversion arose from 
personal experiences. ‘The hero (no doubt Sacher- 
Masoch himself) develops a sexual bondage to a 
Venus clad in fur called Wanda.’ 

‘T have often told you that pain holds a peculiar 
attraction for me, and that nothing kindles my 
passion quite so much as tyranny, cruelty and above 
all unfaithfulness in a beautiful woman. I cannot 
imagine this woman without furs; she is a strange 
ideal, born of the aesthetics of ugliness, with the soul 
of Nero in the body of Phryne.’ 

In the introduction to the novel, Deleuze makes a 
psychological analysis of Masoch and masochism in 
which he attempts to dissociate and elevate him away 
from his bipolar associate de Sade. Some of his 
argument is of clinical interest, particularly where he 
convincingly maintains that masochism is not simply 
sadism turned round upon itself as Freud suggested. 
The female partner in the masochistic contract is 
not a true sadist for example, since if she were she 
could not obtain sensual fulfilment from inflicting 
pain upon such a willing recipient. Unfortunately the 
discussion becomes ‘bogged down’ in outmoded 
psychoanalytic theory involving the Life and Death 
instincts, whilst little or no attention is paid to the 
constitutional and learning aspects of the perversion, 
revealed by Masoch’s own childhood reflections in 
the Appendix. Throughout the novel, there is not 
even a hint of sexual eroticism, and one is made 
acutely aware of the desexualized nature of the 
perversion. The unreal, dreamlike quality of the 
novel emphasizes the importance of phantasy not 
only in masochism but in all perversion and one is 
left wondering how much sensuous satisfaction 
Masoch himself derived from writing Venus in Furs 
and from the knowledge that others through reading 
it would thereby be voyeuristically involved. A fuller 
biography of Sacher-Masoch would have made the 
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work more interesting, but nonetheless the availability 
of this new text will be welcomed by those interested 
in the field of sexual psychopathology. 

By contrast, The Human Aspects of Sexual Deviation 
is a superficial treatment of this whole field, and is 
one of a line of contributions on sex and education 
made by Dr. Eustace Chesser over the past 30 years. 
The book is primarily addressed to the informed 
layman, although the author hopes ‘it will help many 
people who feel needlessly guilty at straying from the 
conventional path’. Whilst this motive is a com- 
mendable one, the reviewer was left wondering why 
it was necessary in such a publication to illustrate at 
such length the humane aspects of sexual deviation 
with such case histories as the Dusseldorf Sadist, 
George Haigh, the blood drinker, the Boston 
Strangler and the Moors Murderers. The clinical 
presentation is largely anecdotal, and there is no 
discussion of the scientific investigation of these 
disorders. The reviewer must reluctantly conclude 
that the book will have little or no interest for the 
clinical psychiatrist, and that some of the frankly 
misleading concepts put forward by the author, for 
example, that voyeurism and exhibitionism are 
bipolar opposites, and that the frotteur is in some way 
midway between these two deviations, would also 
make him reluctant to recommend this text to medical 
students and social workers. 


Jonn JOHNSON. 


Virgin Wives. By LEONARD J. FRIEDMAN. Tavistock 
Publications (Social Science Paperback). 1971. 
Pp 161. Price 6op. 


This short book appeared in 1962 and received 
well-merited acclaim as an original approach to the 
problem of the non-consummated marriage. Although 
not an uncommon condition in practice, it had 
hitherto been given little attention in the voluminous 
gynaecological and. psychiatric literature. The basic 
research was carried out by Dr. M. Balint and ten 
doctors of the F.P.A. Dr. Freidman attended the 
sessions for the purpose of writing this account. 

There is a welcome absence of jargon and an easy 
clinical approach demanding some psycho-analytic 
insight. A method of treatment emerges capable of 
being applied without intensive training, and with a 
reasonable expectation of a good outcome as far as 
non-consummation is concerned. It is a tribute to 
the late Michael Balint’s ability to investigate an 
intriguing clinical problem and to teach at the same 
time by means of his seminar system. A well- 
produced paperback, remarkable value at 6op. 


D. M. LEIBERMAN. 
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Homosexuality: The Psychology of the Creative 
Procéss. By Paut Rossnrers. New York: 
Libra Publishers, Inc. 1971. Pp. 169. Price 
$5.95. 

The author received his medical and psycho- 
analytical training in Chicago and now specializes 
in the psychotherapy of homosexuals. The book is 
divided into three parts, entitled The Nature of 
Polarity, The Psychological Defenses and The 
Creative Process. There are no references. 

The style is opaque, at times almost to the point of 
Blakeian obscurity. Certain key words and phrases 
recur without there ever being any attempt to explain 
their precise meanings—e.g., mated union, power, 
celebration. Two short extracts must suffice to 
illustrate these points: ‘The child’s acceptance of 
clearly defined obligations to conform in the family 
power structure has spared him from a celebrative 
intrusion into his power relationships, but at puberty 
his strong celebrative needs stand in marked contrast 
to his inner preparation for the mated use of power’ 
(p. 90), and ‘Intensity becomes sexual when danger 
is dissipated through idealization, and vigor becomes 
celebrative when obstructiveness is converted into 
opportunity through the exploitative capacities’ 
(p. 119). 

The author's concept of polarity is hardly original, 
going back at least to 500 B.C. with the enantiodromia 
of Heraclitus, so beautifully elaborated by Jung. 
He lacks any historical perspective and seems to 
ignore all previous work. He neither illuminates the 
complexities of creativity nor furthers our under- 
standing of homosexuality or of possible relationships 
between them. The pretentions of the publisher's 
blurb are not met, for on closer scrutiny any possible 
enlightenment is rapidly lost in a morass of pseudo- 
profundity. í 

F. E. KENYON. 


CHILDHOOD 
Playing and Reality. By D. W. WmNicoTT. 
London: Tavistock Publications Limited. 1971. 
Pp. 169. Price £2.10. 

In this book Dr. Winnicott extended his original 
formulation of transitional objects into further 
exploration of transitional phenomena, and the 
inter-relationships between play, creative activity, 
and the existential dimensions of the early me-not-me 
quandary. The thrust of these explorations are clearly 
and delightfully laid out in the first four chapters 
of this book and then, rather abruptly, Winnicott 
becomes in turn dogmatic, champions a rather 
strange formulation of ‘male and female elements’, 
and rambles to quite unrelated topics. 
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The book appears after Dr. Winnicott’s death, and 
perhaps the publishers had to do much scurrying 
about to complete it. However, it is disturbing that 
the two real gems—Chapters 7 (‘The Location of 
Cultural Experience’), and 8 (‘The Place Where 
We Live’), which for all time underscore Winnicott’s 
intuitive brilliance and openness towards sharing 
his thoughts with his colleagues—are buried amidst 
these other patchwork chapters. Here Winnicott 
reminds us of the highly personal-creative world 
which exists between the traditionally described 
inner and outer personal/interpersonal worlds and 
he illuminates some crucial early transactions between 
mother and child, and their import to the final 
interpersonal pathway of the child-adult towards 
reality. He suggests many excellent preventitive 
psychiatry tactics. For example, he stresses oppor- 
tunities for protecting the early baby-mother rela- 
tionship allowing the child to play with reality en 
route to experiencing the self as autonomous yet able 
to accept dependence upon others. These two 
chapters are the Winnicott of old, creative, free of 
the bowing to Freud and Klein, synthesizing the 
best of what is known, and proposing hypotheses 
as to our continuing unknowns. 

It is unfortunate that Winnicott’s valiant attempt 
to synthesize the fruits of twenty years of inquiry and 
reflection on transitional object phenomena is so 
poorly transmitted to the reader. Yet the initial four 
chapters and the middle two chapters are worth the 
price of the book. Accordingly, I feel it is of value to 
the child psychiatrist—from early trainee to senior 
clinician. 

This book is Dr. D. W. Winnicott’s final publica- 
tion, in whom England has lost one of its outstanding 
child psychiatrists. 

FRANK J. MENOLASCINO. 


Children in Need of Special Care. By Tuomas J. 
Wems. London: Souvenir Press. Pp. 184. 
Price £2.00. 

Dr. Weihs has worked for over 30 years with 
handicapped children, and this book describes his 
approach and general attitude. It is easy to read and 
he explains his approach clearly. There is no doubt 
that he has a very sympathetic understanding of the 
needs of the handicapped child and can convey his 
feelings and experience to others. 

Unfortunately, perhaps, many doctors and others 
working in this field will find some of the theories 
propounded by Dr. Weihs quite unacceptable. 
There are too many wide generalizations, and little 
or no evidence given to justify them. It is difficult to 
believe that all large-headed children have the same 
emotional and mental characteristics, or that if a 
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child has a hare lip it may be because the mother 
was upset by thc sight of a hare during her preg- 
nancy. Such comments, and others, may well deter 
some readers from taking the book seriously. 

I suggest, therefore, that staff concerned in the 
care of mentally handicapped children might read 
this book, not to gain a precise description of clinical 
syndromes or a theoretical basis for handicaps, but 
to obtain an interesting account of handicapped 
children as seen through the eyes of someone who 
does not accept all traditional medical principles. 
They may also be stimulated to consider their own 
approach and the reasons for their own therapies. 


A. A. BAKER. 


Infantile Autism. Proceedings of the Indiana 
University Colloquium. Edited by Don W. 
CHURCHILL, GERALD D. ALPERN and MARIAN K. 
De Myer. Springfield, Illinois: Charles C. 
Thomas. Pp. xviii: 340. 1970. Price $15.50. 

The 18 papers and subsequent discussions making 
up these proceedings deal with classification, treat- 
ment and neurophysiology of infantile autism. They 
provide a useful introduction to some current lines 
of research. To give some examples, Michael Rutter 
discusses problems of diagnosis; Marian De Myer 
and her co-workers outline their structured interview 
on the basis of which they have subdivided the 
heterogeneous group of children referred to their 

Research Centre; Ivar Lovaas describes his methods 

of operant conditioning of autistic children; and 

Eric Schopler and Robert Reichler give an account 

of the way in which they have applied their theories 

of perceptual disorganization in autistic children to 
the design of educational programmes. 

Unfortunately, the book was not published until 
three years after the colloquium was held, and the 


contents are somewhat out of date. In particular, the ` 


special problems of language development in autistic 
children are not discussed in any detail. 

The book ends with a ‘Standard Subject Descrip- 
tion Check List’, which can be used to facilitate 
comparison of the results of different studies. The 
list, as it stands, covers a number of important points, 
but it would be improved by a more sophisticated 
rating of language abnormalities and the addition 
of an item concerning resistance to change in routines 
to complete the information on stereotyped, rigid 
behaviour. 

Lorna Wine. 


Mental Iliness in Childhood: A Study of Resi- 
dential Treatment. By V. L. Kanan. Tavistock 
Publications. 1971. Pp. 219. Price £3.00. 


107 


The severely emotionally or mentally handicapped 
children presents the mental health professions with 
one of its most frustrating challenges today, especially 
if there is also severe behaviour disturbance. Mental 
Illness in Childhood is a study of a treatment centre— 
West Stowell House—for just such patients, many 
of whom could not be handled elsewhere. Programmes 
of child-centred intensive and also regressed care are 
used, and to illustrate the system the book closes with 
sixteen case histories. 

This is a very readable book which has a great 
deal of worth for any mental health professional 
working with disturbed children. As a study of one 
centre and a description of its methods, it is excellent, 
but taken as a study of a treatment method it is not 
valid, for it has neither controls nor comparison with 
other methods. The author bas overcome this 
difficulty in part by carefully describing his diagnostic 
categories in detail, which allows the reader to make 
some comparisons for himself. The theoretical basis 
for the West Stowell House programme is somewhat 
scattered throughout the first chapters, which makes 
it difficult to grasp, and at times it is not easily seen 
why certain viewpoints are quoted to the exclusion of 
others. Be this as it may, the book still has basic merit 
as a description of an exciting treatment facility for 
‘hopeless’ children, andso deserves a wide readership. 


E. L. LoscHEN 


COUNSELLING PARENTS 


Counseling Parents of the Ill and the Handi- 
capped. By Rosert L. NOLAND. Springfield, 
Illinois: Charles C. Thomas. 1971. Pp. 606. 
Price $15.75. 

This book comprises articles and research reports 
by over eighty contributors, covering a great variety 
of counselling aspects. The result, unfortunately, is a 
confusing and repetitious set of papers, some of 
which are out of date, parochial or factually inaccu- 
rate. On probing deeper one finds the occasional 
paper that is deep and sensitive and that contributes 
something positive to the now popular subject of 
parental counselling. Most papers are psycho- 
dynamic in orientation and the use of group therapy 
is explored with parents of children with specific and 
often rare handicaps. The practical considerations 
of gathering such parents together have been mini- 
mized or passed. over. 

It is hard to know to whom this book will appeal. 
Perhaps it is to social workers and psychologists 
rather than the medical profession. 


Joan BICKNELL. 
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Counseling Parents of the Mentally Retarded. 
Edited by Roserr L. Norawp. Springfield, 
Illinois: Charles C. Thomas. 1970. Pp. XV—404. 
Price $9.75. 

Families with mentally handicapped members get 
a raw deal when it comes to either counselling or 
practical help, although the stresses placed on their 
coping mechanisms are frequently overwhelming. 
The responsibility for counselling falls on the medical 
profession and statutory and voluntary social agencies, 
and yet evidence accumulates that the service provi- 
ded is far from adequate. 

A comprehensive collection of papers which would 
provide a guide and source of information on the 
subject would therefore be of great value. The present 
volume, while providing a warm and sympathetic 
account of the emotional conflicts suffered by such 
families, does not meet up to these requirements. 

Nearly half of the papers are over ten years old, 
while only a quarter were first published during the 
past five years. While this may not be a disadvantage 
in considering the personal accounts of parents' 
feelings, it leads to a glaring neglect of more recent 
research in the case of genetic counselling and 
advice about placement. 

Much space is devoted to the feeling of guilt 
suffered by parents with a handicapped child and to 
the resolution of this feeling by acceptance and non- 
directive casework on the part of the counsellor; but 
there is a striking lack of any reference to practical 
help in providing relief to the parents or guidance on 
the management of specific handicaps in the child. 

Not all the papers in this collection are open to 
such criticism; those by Roos on psychological 
counseling and by Kallmann on the psychiatric 
aspects of genetic counseling are exceptions, but 
much burrowing is required to reach them. 


Jonn Corsetr. 


MARITAL PROBLEMS 


A Clinical Approach to Marital Problems. By 
B. L. GREENE. Charles C. Thomas. 1970. 
Pp. 445. Price $20.00. 

No one engaged in clinical practice can have the 
slightest doubt about the wide-ranging repercussions 
of marital tension and breakdown on the couple 
themselves and their children. This is seen in suicidal 
attempts, the whole range of neurotic and psychoso- 
matic reactions, the aggravation of alcoholism, 
gambling, psychopathy and sexual deviations and 
the adverse reactions on the children. The relation- 
ship between marital stress and these conditions has 
been noted repeatedly, but to date no comprehensive 
theoretical framework exists accounting for marital 
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pathology. Such deficiency has not deterred a proli- 
feration of therapeutic intervention in both this field 
and family therapy in the U.S.A. (1). 

The author is one of the American pioneers in this 
subject. Taking his theory from von Bertalanffy's 
general system theory, and his extensive experience 
from work with 750 couples, he gives us a vivid 
clinical description of his personal approach. This is 
based on the author's biographical marital question- 
naire containing twenty-two questions; these are 
examined in successive chapters, with additional ones 
devoted to different techniques of therapy. Through- 
out, pathology is described in terms of intra, inter 
and environmental stress and conflict of the marital 
dyad, and relies heavily on dynamic though not 
over-dogmatic principles. Although the concept of 
system therapy is useful, it is too broad to lay the 
foundation for a specific marital pathological theory. 

What is offered is our extensive clinical experience, 
and a wide grasp of the literature; and in the present 
paucity of relevant books this work is a welcomed one. 
It will be of particular interest to the few specialists 
in the field, but will make somewhat heavy going for 
others. 


J. Douman. 


REFERENCE 
(1) Orson, D. H. (1970). Marital and family therapy: 
integrative review and critique. 7. Marriage and 
Famib, 32, 4. 


THE IMAGE OF PSYCHIATRY 
Psychiatry as a Behavioral Science. Edited by 
David A. Hamburg. Prentice-Hall. 1970. Pp. 
114. Price $5.95. 

When a panel of distinguished American psychi- 
atrists prepared the report which appears here in 
book form, they obviously had it very much in mind 
that psychiatry does not enjoy high prestige as a 
science. They complained that no psychiatrist has 
ever served on the American President’s Scientific 
Advisory Council, nor has a psychiatrist ever been 
a member of the National Academy of Sciences in 
America, although this Academy, together with the 
Social Science Research Council, was a sponsor of the 
present report. Government agencies, apart from the 
National Institute of Mental Health, have never 
evinced much interest in psychiatry, and have been 
none too generous in furthering psychiatric research 
or too ready to consider a national policy which 
would make psychiatric services more adequate and 
socially more effective. The main purpose of the 
report is to impress fund-giving authorities with an 
image of psychiatry as a biological and behavioural 
science with a respectable record of research. Whether 
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this object will be achieved remains to be seen. In 
the meantime, one can only applaud the recom- 
mendations with which the report ends. There should 
be critical self-appraisal within the discipline, psychi- 
atrists should be ready to work closely with scientists 
in the biological, medical, psychological, and social 
fields, and there should be more scientifically oriented 
departments of psychiatry so that talented researchers 
are attracted. The authors have also been at pains to 
stress their awareness of the social responsibilities of 
psychiatry. After the war, when psychiatry in 
America was dominated by the influence of psycho- 
analysis, it concentrated too much on what are 
called ‘disorders of moderate severity in the affluent 
sector of society’. Since then, and through the 
initiative of President Kennedy, Congress has passed 
the Community Mental Health Centers Acts of 1963 
and 1965, the number of out-patient clinics and 
psychiatric units in general hospitals has vastly 
increased, and psychiatrists have been established 
‘storefront clinics’ in areas of extreme poverty so that 
the resources of psychiatric and social help were 
made accessible where they had hardly been available 
before. 
F. KRÄUPL TAYLOR. 


The Psychiatrists. By ARNoLD A. Rocow. London: 
George Allen & Unwin. 1971. Pp. 315. Price 
£3-50- 

The author is professor of political science at the 
City University of New York and director of its 
training programme in the psychodynamics of 
political behaviour in conjunction with the Depart- 
ment of Psychiatry of the Mount Sinai Medical 
School. He is interested in psychiatrists and psycho- 
analysis because they are strategically placed in 
shaping values at all levels of society. Apart from 
studying the literature, he distributed a questionnaire, 
unfortunately not reproduced in the book, to a 
random sample of 460 members of the American 
Psychiatric Association and the American Psycho- 
analytic Association. One-hundred and forty-nine 
psychiatrists and 35 analysts responded. 

The author admits that there is no way of knowing 
how representative they are of 23,000 psychiatrists 
and 1,900 analysts. At the time of the enquiry, 
psychiatrists constituted 5 per cent of all physicians 
in private practice in the U.S.A., 11,000 patients were 
being analysed; 71 per cent of the psychoanalysts and 
40 per cent of the psychiatrists devoted at least 60 per 
cent of their time to private practice. Psychiatry 
ranked seventh in earnings from medical practice. 

The last chapter deals with the future of psychiatry 
and psychoanalysis. No hope is held out that the 
difference between private affluence and public 
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squalor, so blatant in psychiatry, will be remedied. 
Psychoanalysis is now suspect to the young, because 
they see it as a method of helping people to adjust to 
a society they despise whilst computers are expected 
to replace psychiatrists in the treatment of some 
disorders. All respondents more or less expect 
advances to come from biochemistry, psychopharma- 
cology, ego-psychology and behaviour therapy. 
The book is addressed to the general public, to whom 
it promises ‘the first inside look into the fascinating 
world of psychiatry and psychoanalysis’. To the 
psychiatrist it offers nothing new, except perhaps the 
recognition that his colleagues of a different school 
are less dogmatic, self-satisfied and narrow-minded, 
and probably make less money, than he is inclined 
to assume. 
E. STENGEL. 


STATISTICS 
Principles of Medical Statistics (gth Edition). 
By Sm Austin Bnaprogp-Hin.. The Lancet. 
1971. Pp. 390 + x pp. Price £1.25. 

The first edition of this book appeared in 1937 and 
the ninth edition, revised and enlarged, is now avail- 
able. The more extensive additions include a dis- 
cussion of the null hypothesis (chapter 11); an illustra- 
tion of the use and value of the observed compared 
with the expected form of standardization of death- 
rates (chapter 17); the value of placebos and the 
use of matched pairs in clinical trials (chapter 20) ; the 
still, and ever present, problem of statistics of causes 
of death; and the difficulty of deciding what in life 
can be regarded as ‘normal’ (chapter 23) ; and finally, 
a brief peroration on the use and abuse of techniques 
(chapter 24). 

For nearly half a century Bradford Hill’s book has 
stood unchallenged in the field of medical statistics, 
and the latest revision will deservedly prolong its 
active life. But the reconditioning of an old model is 
never quite as satisfactory as a completely new and 
modern one, and it is probable that this book will 
gradually be replaced by the recent one, from the 
same department, by Professor Armitage. 

A. E. MAXWELL. 


Principles 2nd Practice of Medical Computing. 
By L. G. Waurrsv and W. Lurz. Churchill 
Livingstone. 1971. Pp. 418. Price £3.00. 

Twenty-two authors contribute to this collection of 

articles on the use of the computer in the medical 

field. The articles cover a wide range of applications 
from the use of computers in general practice, and for 
administrative purposes in the National Health 

Service, to their more specialized use in such fields 
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as compartmental analysis and analysis of electro- 
cardiogram and electroencephalogram recordings. 
There are also three excellent introductory articles, 
the first, on digital computers, being particularly 
helpful for the non-specialist. 

Although some of the articles will only be of 
interest to the specialist in the particular field, the 
majority should make interesting and enlightening 
(and perhaps alarming) reading for the general 
reader who feels he should know more about the 
medical use of computers. The book would perhaps 
be especially useful for medical undergraduates, and 
for doctors and administrators in the National Health 
Service. 

B. S. Evznrrr. 


NEUROLOGY 
The Traumatic Amnesias. By W. Rrrcur 
RussELL. Oxford University Press. 1971. Pp. 84. 
Price £2.00. 

This monograph contains collected extracts from 
papers by Ritchie Russell and his associates, written 
during the last 39 years. To those who are familiar 
with the treatment of head injuries they read like a 
novel whose ending one already knows, fortheauthor's 
work on post-traumatic and retrograde amnesia is 
fundamental to the evaluation of cases of cerebral 
trauma. Professor Russell also challenged the earlier 
views on the aetiology of concussion and emphasjzed 
the importance of total cerebral agitation in the 
interruption of conduction within the brain. He had 
the foresight to see the value of a careful study of 
patients with head injuries, few of whom were pre- 
viously even examined by a neurologist, much less 
given the attention he could have offered. It is a 
great convenience to be able to read the important 
portions of these articles in one small volume. 

The book contains parts of nineteen papers on the 
traumatic amnesias and related subjects, grouped into 
seven chapters. After giving the background to his 
work, the author reviews his studies to illustrate the 
use of post-traumatic and retrograde amnesia in the 
assessment of injuries. He demonstrates their occur- 
rence and their reliability as an indicator in almost 
all cases of major cerebral trauma—with the excep- 
tion of penetrating and focal injuries of certain types. 

Professor Russell remarks that ‘it is important to 
keep in mind that the clinical neurologist must always 
have an important contribution to make in the study 
of brain mechanisms’. He has included the whole of 
his paper on the physiology of memory, and has 
supplemented it with extracts from a chapter on the 
biochemical aspects of neurological disorders. Here he 
enters the field of conjecture and deduction, and 
there will be those who will disagree with his theses. 
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But there can be little doubt that our future under- 
standing of memory mechanisms must have a physio- 
logical and anatomical basis, and that we shall turn 
to those like Professor Russell, who by industry and 
devoted observation have shown the direction in 
which to travel. Everyone professing an interest in 
the understanding of cerebral function should read 
this book. 
Perer H. Scuurr. 


Epilepsy. By WiLLIAM Prysz-Pamurs. John Wright 
and Sons Ltd., Bristol. 1969. Pp. 104. Price gop. 
This book is one of a number of short textbooks 
dealing with the epilepsies which have appeared in 
recent years. In a mere 91 pages the author manages 
to describe the clinical, therapeutic and psychosocial 
aspects of this group of disorders. The text is clear 
and concise. After a brief account of how the term 
‘epilepsy’ may be used, and some observations on its 
derivation and history, a short chapter deals with the 
underlying physiological mechanisms. This is followed 
by another chapter introducing a simple but adequate 
classification of epilepsy and presenting a useful 
operational definition of the disorder. Somewhat 
longer chapters follow, concerned with the aetiology 
and incidence, the clinical features of the condition, 
the diagnostic use of the EEG, drug therapy, social 
and psychiatric management. The author ends with 
a short chapter of less than 400 words entitled ‘Survey’, 
in which he describes in eloquent terms the uniquely 
terrifying nature of a disorder in which a person can 
with little warning lose control of his consciousness 
and behaviour at any moment of his life, no matter 
how well he or she happens to be at the time. 

The chapter on the EEG in epilepsy is written by 
Dr. S. G. Bayliss and is remarkably comprehensive. 
The first few pages contain a concise but informative 
description of the technical aspects of clinical electro- 
encephalogy and the features of the normal EEG. 
The author even finds space to instruct the reader to 
send adequate clinical details with his request for an 
electroencephalogram. Paucity of clinical informa- 
tion about the patient is an only too common 
problem for the electroencephalographer and adds 
to the difficulties in interpreting the findings. The 
subsequent description of the EEG features found in 
patients with epilepsy is excellent, and the illustra- 
tions of the common types of paroxysmal abnormality 
are clearly presented. 

In conclusion then, this book can be recommended 
as a concise introduction to the study of the epilepsies. 
As always, a price must be paid for conciseness and 
simplicity. The style is dogmatic, the author present- 
ing his own views with no attempt to evaluate the 
available literature even in areas where controversy 
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rages. This approach will recommend itself to the 
senior medical student, pre-registration houseman, 
general practitioner and general physician, whose 
needs are practical; but those specially interested in 
the brain sciences may find it too simple, and will 
want to use it merely as an introduction to the 
subject. For this reason, a more comprehensive 
suggested reading list would have been valuable. 
G. W. FENTON. 


PSYCHOTHERAPY 


Psychotherapeutic Attraction. By AnNorD P. 
GOLDSTEIN. Pergamon Press. 1971. Pp. 250. 
Price £4.50. 

Psychotherapy has benefited from the development 
of other behavioural modification techniques by 
being forced to look at itself, at its therapeutic results, 
the selection of patients, and the components which 
make up its technique. 

A number of groups in the U.S.A., experienced in 
and sympathetic to psychotherapy, have tackled these 
complex problems, using basic psychological research 
methods. Although this has involved some over- 
simplification, the results have been useful and 
interesting. 

The present book represents such an attempt to 
isolate and control some of the variables involved in 
the ‘attraction’ between psychotherapist and patient. 
A number of variables in the patient, in the therapist 
and in their interaction, are examined, and an 
impressive amount of quantitative research is 
reported. Perhaps the most interesting chapter is that 
on the usually avoided subject of therapist bias, but 
all are worth reading. Not, may it be said, un- 
critically; the answers are not all here, but there are 
some stimulating suggestions. 

SiNEY CROWN. 


Testing Freudian Concepts. An Experimental 
Social Approach. By Irvine SARNOFF. New 
York: Springer Publishing Company Inc. 1971. 
Pp. 276. Price $8.50. 

There is a dire need to test and classify Freud's 
basic tenets. Unfortunately, Dr. Sarnoff does not do 
that. He fails to live up to the title of his book, but 
argues for the 'fruitfulness of a marriage between 
psychoanalytic concepts and experimental research’ 
(Preface, p. ix), leaving both sets of concepts rather 
unclear and unsubstantiated. 

MELITTA ScHMIDEBERG. 


Toward the Integration of Psychotherapy. By 
John M. Reisman. John Wiley and Sons Inc. 


1971. Pp. 155. Price £4.50. 


III 


Schools of psychotherapy continue to multiply in 
varieties of theory and technique, and it would be 
helpful if some ‘integration’ could be effected. The 
first chapter of the book criticizes 31 definitions of 
psychotherapy, and concludes that they imply the 
therapist's respect for the client and a wish to help 
him. The final chapter adds- for a definition, ‘the 
communication of person-related understanding’. In 
between, variations of technique are discussed, for 
instance concerning duration and frequency of 
sessions, and there are references to various schools— 
Freud, Adler, Rank, Rogers, Binswanger, and so on, 
but Jung is not mentioned. However, one does not 
feel at the end of the book that an integration is 
imminent. Established psychotherapists will not alter 
their styles after reading this book, but it can be 
recommended for beginners because it would surely 
lesen the development of a rigidly dogmatic 
technique. 

I. ATKIN. 


PSYCHOLOGY 


On Intelligence. Papers from the Toronto Sympo- 
sium, 1969. Edited by W. B. DocknELL. 
Methuen & Co. Ltd. 1970. Pp. 260. Price £3.00. 

This is a printed record of a Symposium held in 
the Spring of 1969, organized by the Ontario 

Institute for Studies in Education. The papers were 

not actually read, but well circulated and discussed; 

a summary of the discussion forms the final chapter 

of this book. Speakers were apparently quite free to 

choose topics, and there is little unity in the book 
other than that implied in the title. Most of the 
material presented was hardly novel; Philip Vernon 
gave expression to this feeling when he started his 
paper by saying that ‘having spoken and written on 
this topic so frequently in the past 15 years, I find it 
rather difficult to say anything fresh about it which 
would be of interest to this Colloquium’. The same 
applies to Burt’s article on “The Genetics of Intelli- 
gence’; short and incisive, this presents an excellent 
summary of views that may be presumed by now to 
be familiar to anyone even remotely interested in this 
field. But perhaps such a criticism assumes too much; 
the rather absurd criticisms of Burt’s views which 
have appeared in quite reputable journals (and which 
he castigates with his usual impeccable logic) suggests 
that misunderstandings are still widespread. A brief 
re-statement of the genetic position, with references 
to the most important data may after all be useful 
to many non-specialists. The remaining articles deal 
with such topics as the Guilford system, attempts to 
turn Piaget’s theories into proper mental tests, the 
development of the British intelligence scale, and the 
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relation between intelligence transfer and problem 
solving. Of particular interest is the longest contribu- 
tion, an article by Arthur Jensen on ‘Hierarchical 
Theories of Mental Abilities’, in which he elaborates 
and gives extensive data on his theory of two levels 
of intelligence. Much of his work has been concerned 
with class differences, and anyone familiar with the 
gibberish talked on this subject by sociologists 
should make reading this chapter a firm commitment. 
Books based on Symposia are usually non-books; 
this is something of an exception in that many of the 
articles do contain new material, most are well 
written and interesting, and the contributions are 
quite up to date in their facts and documentation. 
If there is little in the book to surprise the expert in 
psychometrics, genetics, or the psychology of think- 
ing, students and non-specialists will undoubtedly 
get a good idea of what is going on in the field of 
intelligence measurement at the present time. 


H. J. EvseNcE. 


Learning Approaches to Therapeutic Behavior 
Change. Edited by D. J. Lews. Chicago: 
Aldine Press. 1970. Pp. 262. Price $7.50. 

‘If we are ever to help people, we must attack the 
problem systematically' so says the editor of this 
book in his introduction to what is a readable survey 
of the current ‘state of the art’ in this important area 
of clinical psychology. In doing so, he sets the note 
echoed in various degrees by the other eight contri- 
butors. As one might expect in a book which is the 
outcome of a symposium, the quality of the contribu- 
tions varies, as does the standard of writing; con- 
noisseurs of the barbarously split infinitive can have 
a field day in one or two of the chapters. 

But readers of this journal will find much of 
interest here: the reasons why many psychologists 
are enthusiastic about the application of learning 
theory principles to psychiatric problems are made 
plain, and there are occasional cautionary comments 
to temper the more euphoric excesses of some of the 
contributors. Most of the major approaches to be- 
haviour modification are covered, and their strengths 
and weaknesses are fully exposed in such a way as to 
enable the reader to appraise them for himself. 


P. L. BROADHURST 


Diagnostic Psychological Testing. By Davm 
Rapaport, Merton M. GILL and Roy SCHAFER. 
Edited by Roserr R. Horr. University of 
London Press. 1970. Pp. 562. Price £6.50. 

This is a shortened and tightened version of the 

original two volume work of 1946. It is very much a 
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‘house’ publication describing the content and uses 
of the standard battery of tests beloved of the Men- 
ninger Clinic. Its ‘house’ character is such that it 
offers not even a cursory nod in the direction of any 
of the standard tomes on psychological testing, no 
reference to Cronbach or Anastasi or Vernon. 

The classic test battery comprises the Wechsler- 
Bellevue, an Object Sorting Test (Goldstein-Scheerer), 
a word association test (home grown), the Rorschach 
and the Thematic Apperception Test. ‘Diagnosis’ is a 
somewhat uneasy mixture of psychiatric labelling 
(schizophrenia, hysteria, etc.) and dilute analytic 
description (repressing, impulsive, adaptive affective 
life, etc.). 

Although the editor acknowledges that for the 
original work ‘evaluations by statisticians were 
scathing’ and bows to the ikon of experimental 
validity, the old scandal of diagnosis by subtest 
scatter analysis of the Wechsler is repeated. Schizo- 
phrenia is still ‘indicated’ by a relatively low Digit 
Symbol score, hysteria by relatively poor Picture 
Completion, and so forth. Yet advocating scatter 
analysis in a demure and tentative tone docs not 
gainsay the truth of the sober dismissal of such tactics 
by Cronbach, *No objective treatment of the Wechsler 
scores has proved able to classify individual patients 
with a useful degree of accuracy". 

At its best the book encourages a kind of careful, 
person-centred and scholarly approach to testing 
which is laudable. Rapaport is clearly a skilled 
investigator of individual patients and therefore to be 
heeded at a time when the mechanically administered 
questionnaire threatens to drown us in mass pro- 
duced, normative rubbish. But why then a standard 
test battery at all? Faced with a person in need of 
help the primary issue is how he is framing his 
questions and how are you going to frame yours— 
hopefully not by having them pre-packaged for you 
by automatic testing routines. 

D. BANNISTER. 


The Gerontological Apperception Test. By 
Rosert L. Worx and Rocuettz B. Worx. 
Behavioral Publications, Inc. 1971. Pp. 12 + 
14 cards. Price $12.00. 

The cards for this new projective device are similar 
in mood to those of the TAT, with the main characters 
depicted as elderly. We are assured that the utility of 
the test has been demonstrated and reported in 
J. Lice, letters that defy translation in any easily 
available journal list. The resulting absence of any 
evidence concerning reliability and validity makes it 
impossible to recommend the use of this test. 


ANTONIA WHITEHEAD, 
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Manual for the Clinical Use of the Experiential 
World Inventory. By A. Mennem EL-MELIGI 
and Humppry Osmond. New York: Mens Sana 
Publishing. 1970. Pp. 173. No price given. 

This manual introduces an entirely new test which 
has been devised by the authors in . . .‘an attempt to 
bring into the mainstream of psychological science 
experiential parameters inaccessible to laboratory 
testing or observational procedures’. 

The test consists of 400 items which have been 
grouped into eight mutually independent scales 
dealing with perception (five scales), thinking, affect 
and volition. No work has been carried out to 
establish whether or not these scales are in fact 
homogeneous and independent, and no criteria are 
given by the authors for their choice of these 400 
items how their much larger original pool of 1,000 
statements. The authors have attempted to excuse the 
fact that 332 of the items are keyed in the positive 
direction for ‘True’ responses to the statements by 
maintaining that they ‘wanted to preserve the 
authenticity of the items as expressions of patients’ 
experiences’. 

The validity studies which have been carried out 
crystallize what is basically wrong with this test. 
These have been concerned with relating test per- 
formance to psychiatrists’ diagnosis and patients’ 
performance on other well established psychological 
devices. It would surely have been far more meaning- 
ful to relate test results to self-reported feelings and 
sensory experiences, at any rate from the disturbed 
populations. By validating their test against such 
criteria the authors have negated what is probably the 
real usefulness of this test, i.e. as a device for exploring 
the inner world of the patient and charting changes 
within that world. Unless they change course quite 
quickly they will end up with just another self-report 
inventory, with less reliability and more limited 
applicability than those already in existence. One 
feels that an individual-centred approach and an 
examination of the statistical procedures applicable 
to the latter would be well advised at this stage of the 
test’s existence. 

G. RoBERTSON. 


MISCELLANEOUS 


Motherhood and Personality: Psychosomatic 
Aspects of Childbirth. By LEON CHERTOK. 
Tavistock Publications. 1969. Pp. 283. Price 
£2.75. 

In this book Leon Chertok set out to identify the 
factors that predispose towards a satisfactory con- 
finement, and to assess the influence of different 
methods of preparation for childbirth, having made 
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the initial premise that a good experience of child- 
birth cannot but have favourable consequences, 
both for the mother herself and for the mother-child 
relationship. 

He brought together a group of psychiatrists, 
psychoanalysts, psychologists, sociologists, psycho- 
physiologists and statisticians to work in association 
with obstetricians and nurses in the maternity unit 
of a Paris hospital. This cross-disciplinary team 
attempted to discover valid sources of pain in child- 
birth and looked at the production of psychological 
analgesia and at the role of the inter-personal factors 
between mothers and therapists preparing for 
painless childbirth. 

With such an array of strangely assorted bed- 
fellows striving intently to isolate objectively the area 
of personality most significantly related to confine- 
ment, it is not surprising that the pathway to dis- 
covery is tortuous, and set with many hazards and 
pitfalls. 

It is hoped that this complex study of a very 
complex problem achieves its aim of defining problems 
and methods clearly enough to encourage further 
researches, at the same time as asserting that analgesia 
by psychological methods is an unquestionable 
reality which can contribute towards a more satis- 
factory confinement. There is a useful introductory 
chapter on the history and theory of psychosomatic 
methods of preparation for childbirth, and an 
appendix giving a critical review of the literature on 
the psychology of pregnancy and childbirth, and on 
preparation for childbirth. 

CARICE ELLISON. 


The Role of Drugs in Community Psychiatry 
(Modern Problems of Pharmacopsychiatry, 
Vol. 6). Edited by Cu. SHacass. Publishers: 
John Wiley & Sons Ltd. for S. Karger. Pp. 128. 
Price £3.70. 

This book should be of interest to many doctors 
and other staff in the psychiatric services. The 
contents show that many American psychiatrists 
now have a very broad approach to the treatment of 
psychiatric patients and are willing to consider many 
different facets of each problem. It is clear that studies 
on the effectiveness of drugs should comment not only 
upon the patient and his expectations but also upon 
the expectations of his physician and the emotional 
constellation of his home, background and culture. 
It is my impression that ten years ago drug trials in 
this country were more sophisticated than those in 
America; this book suggests that the reverse may now 
be the case. 

'The book is shorter and more lucid than some 
which have come from the States, and can be read in 
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an evening. There has been a considerable develop- 
ment of community care schemes in the United 
States, but the theory and practice of these seem to 
vary far more widely than in this country. I would 
like to say that this book is well worth reading, but at 
£3.70 for just over 100 pages I am reluctant to do so. 


‘A. A. BAKER. 


Medicine and Ethnology: Selected Essays by 
Erwin H. Ackerknecht. Edited by H. H. 
WALsER and H. M. KozrsiwG. Verlag Hans 
Huber. 1971. Pp. 195. Price D.M. 26. 

These ten articles, published over a period of 
thirty years, are now reprinted together with an 
interview in which the author explains his approach 
to medicine and its history. The principal theme is 
his attempt to replace the traditional evolutionary 
view of a steady scientific advance from an original 
state similar to that of present day primitive cultures. 
Instead, medicine is viewed as fulfilling in all societies 
a role defined by the social system and particularly 
related to ideas of religion and magic. Varying 
cultural concepts of illness are of special interest to the 
psychiatrist, as are the essays concerned with the 
psychopathology of shamans in primitive societies. 
The case against imposing psychiatric categories 
upon social phenomena is clearly argued. 

These essays by a distinguished historian trained 
in both medicine and sociology are still relevant to the 
study of the neglected and misunderstood borders of 
psychiatry and anthropology. 

RicHARD Mayov. 


The Idea of a Mental Iliness. By MARSHALL 
EnpELsON. Yale University Press. 1971. Pp. 140. 
Price £2.60. 

This book is couched in lecture form (each chapter 
begins ‘Ladies and Gentlemen’) and asides to the 
audience abound; it therefore comes as a surprise 
that it was apparently (if one understands the 
author aright, which is never easy and often im- 
possible) not a course of lectures at all, but was 
deliberately written in this form ‘partly because it 
seemed to me well suited to the purpose of thinking 
aloud, and partly in obvious, though of course 
imperfect, emulation of the style of Freud’s Introduc- 
tory Lectures’. 

Let the author speak for himself; he sets out his 
programme in the opening paragraphs: ‘I do not 
accept any responsibility for defending [the thoughts 
expressed] as either systematic or complete. I make 
no pretense at an orderly, direct, concise presenta- 
tion, because such a presentation would be in fact a 
false representation. Expect, then, obscure statements, 
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awkward statements, and obvious statements; trite 
passages and thick passages; colloquialisms and 
technical language. Expect meanderings from the 
point, digressions, asides, lines of thought picked up, 
dropped and left—not to be picked up again in these 
pages, perhaps not again for months or years, if ever 
- - . If you do not like to wander, wondering, trying 
to work things out, put this book down now’. 

Despite the fact that your reviewer would yield to 
no one in his liking to wander, wondering, the urge to 
act on the author's suggestion was insistent and not 
always resistible. The above passage gives a fair idea 
of what the book is like: surely if such self-criticism 
is honestly meant (and it is certainly wholly apt) then 
it can mean nothing other than that the book is 
unfit, or at least unready, for publication. By contrast, 
the author seems to feel that these apologias (which 
feature on almost every page) by forestalling the 
charges which readers may make, somehow invalidate 
them. 

Two samples, at random, of the meat of the test: 
(p. 84) ‘My first thoughts are based on the differentia- 
tion, stressed by Hartmann, between the ‘cathexis of 
an object-directed ego function and the cathexis of 
an object representation’ and between the cathexis 
of the self-representation and the cathexis of ego 
functions’. Almost inevitably, this comes prefaced by 
‘I shall risk losing your attention while I make a 
first stumbling attempt to solve this problem— 
necessarily leading us into a thicket of unclear 
sentences which adequately represent my still half- 
formed thoughts’. 

Or again: (p. 103) ‘Let me conclude this overlong 
discussion by suggesting that crucial aspects of the 
capacity to achieve, maintain, or regain higher levels 
of symbolization activity—and therefore, may I 
assert higher levels of consciousness—include, then, 
at least the availability of controls for modulating, 
mitigating, and in various ways managing the ex- 
pressive aspects of a symbolic form, which may 
otherwise disturb its function as the representation 
of a conception’. 

I am afraid that, at least to this reviewer, the book 
seems to affront even minimal standards of self- 
discipline in clear thinking, and to communicate 
virtually nothing. 

Tom ARIE. 


The New Divorce Laws Consolidated. By 
GEORGE G. Brown. London: Shaw & Sons Ltd. 
1970. Pp. 338. Price £2.25. 

‘Consolidated’ gives the right impression, for it 
would be difficult to find a more concentrated and 
indigestible volume in the English language; and 
unfortunately the brief appendices on ‘psychological 
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considerations’, ‘matrimonial reconciliation’ and 
‘sociological considerations’ give no light relief and 
are not particularly informative, although the five- 
page sociological piece by Donald McRae would 
undoubtedly be enlightening to the layman. The book 
is, in fact, a collection of the statutes and documents 
which surround the new divorce laws. As such it is 
an encyclopaedic reference book which many lawyers 
and libraries will require. Doctors who specialize in 
divorce work and the legal aftermath of a broken 
marriage will find the law set out here. As a psychi- 
atrist I tried to discover what part mental illness will 
play in the operation of the new law. I was informed 
that it is expected that most of the cases involving 
unsoundness of mind will be brought under the five 
years’ separation Section, although some may be 
brought as cases of cruelty—‘such conduct on the 
part of the respondent that the petitioner cannot 
reasonably be expected to live with the respondent’, as 
proof of irretrievable breakdown of marriage (the 
sole ground for divorce now). We shall all have to 
wait for a ycar or two to study the new law and see 
exactly how these criteria will work out in practice. 
Recommended as a work of reference. 


Joun Gunn. 


Bedingengskonstellakonen Paranoid-Halluzina- 
torischer Syndrome. By Hanrrip HELM- 
sHEN. Monographien aus dem Gesamtgebeite der 
Neurologie und Psychiatrie Heft 122. Springer- 
Verlag. 1968. Pp. 104. Price D.M. 42. 

Many of the problems of psychiatry are tied up with 
those of language itself. The author of this mono- 
graph is aware of these difficulties and emphasizes 
that he is studying the course of symptom complexes. 
He feels, as so many psychologists do, that sophisti- 
cated methods will help us out of the woods. He 
reports the intensive investigation of the course of the 
illnesses of a hundred paranoid and hallucinated 
women. Various correlations and results emerge and 
the interesting claim is made that during treatment 
for schizophrenic defect states there is a tendency to 
have generalized EEG changes with more marked 
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right-sided lesions. In organic brain disease there is a 
more striking tendency to show variability of fre- 
quency and left-sided foci. 

The EEG illustrations show gross changes with 
treatment and the statistical methods and interpreta- 
tion are acceptable. The author warns against 
drawing conclusions about the cause of the schizo- 
phrenias. However, it is claimed that the methodology 
leads to insights into changes in the limbic system 
associated with psychiatric syndromes. This mono- 
graph is indeed interesting and difficult to fault, but 
one cannot help wondering how far this sort of study 
takes us. 

F. A. JENNER. 


Encounter: Group Sensitivity Training Experi- 
ence. By Cart GoLpBerc. Science House, Inc. 
1971. Pp. 341. Price $12.50. 

The profusion of writings about the benefits and 
dangers of sensitivity groups, including many sensa- 
tional articles in the popular press, have led some 
to feel there is little merit to such techniques. A book 
such as Dr. Goldberg's is long overdue. 

In his preface the author gives two reasons for 
writing the book. His original motive was personal, 
in that by putting his ideas on paper he hoped to 
systematize his thinking and become more aware of 
his own feelings about the groups with which he 
works. Secondly, he wanted to discuss the entire field 
of group training and our attention is directed 
throughout the book to the theoretical basis of 
sensitivity training. A very complete list of references 
is provided. Perhaps it is this very thorough theoretical 
development which makes for some slowness in 
reading the book. More clinical examples would be 
helpful, especially in clarifying the theoretical 
constructs being presented. 

The print is large and the important points are 
italicized whilst each chapter is broken down into 
small topical sections, making the book more easily 
readable. It should be included in the library of 
anyone interested in learning about group sensitivity 
training techniques. 

GEORGE BARTHOLOW. 
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Schizophrenia in Children. By J. Louse DzsrEnT. 
Butterworth ( for Brunner| Mazel). Price £3.00. 

Psychiatric Emergencies: Diagnosis and Manage- 
ment. By P. K. Broes. Charles C. Thomas. Price 
$12.00. 

The Interface between Psychiatry and Anthro- 
pology. Edited by Lago GarpsroN. Butterworth ( for 
Brunner| Mazel). Price £3.00. 

Society, Stress and Disease: Vol. 1—The Psychosocial 
Environment and Psychosomatic Diseases. Edited by 
Lennart Levi. Oxford University Press. Price £8.00. 

Brain Hypoxia. Edited by J. B. BRERLEY and B. S. 
MzrpRUM. Heinemann Medical Books for Spastics 
International Medical Publications. Price £4.50. 

Special Topics in Stereotaxis: Epilepsy, Disorders of 
Behaviour and Autonomic Balance. Edited by 
W. Ussacu. Hippokrates Verlag, Stuttgart. Price DM 36, 

The Collected Works of C. G. Jung. Edited by Sr 
Hersert Reap. Volume Six: Psychological Types. 
(Revision by R. F. C. Hull of the translation by 
H. G. Baynes). Routledge & Kegan Paul. Price £6.25. 

C. G. Jung: Psychological Reflections: A New 
Anthology of his Writings, 1905-1961. Selected and 
edited by JoLanpe Jaconr. Routledge & Kegan Paul. 
Price £3.00 (cloth), £1.75 (paperback). 

The Court and the Expert: Writing Reports, Vol. 1— 
Essays in Comparative Forensic Psychiatry. By 
F. FERRACUT, M. Sommprserc, D. H. Russet, 
N. S. SveNpseN, T. L. CraNoN, T. F. Hart and 
J. G. Murer. Association for the Treatment of Offenders 
(Offender Therapy Series, A.P.T.O. Monographs 
No. 3). Price $3.50. 

Beginner’s Guide to Sex. By Eustace Chesser. Pelham 
Books. Price £1.75. 

Community Mental Health: Myth and Reality. By 
ANTHONY F. PANzETTA. Henry Kimpton. Price £3.05. 

Aversive Conditioning and Learning. Edited by 
F. Rosert Brusu. Academic Press. Price $25.00. 

Structure and Functions of Fantasy. By Eric KLINGER. 
John Wiley. Price £6.30. 

Emotional Growth: Psychoanalytic Studies of the Gifted 
and a Great Variety of Other Individuals. By PEYLLIS 
GREENACRE. Vols. I and IL. International Universities 
Press. Price 825.00 for the two volumes. 


An Introduction to Abnormal Psychology. By J. E 
Orme. Methuen. Price £1.40. (Also published in a 
University Paperback edition at 7op.) 

Organization of Sheltered Workshop Programs for 
the Mentally Retarded Adult. By Jay L. ZaErz. 
Charles C. Thomas. Price $12.75. 

A Handbook for Psychiatric Nurses. By T. ROBERTS. 
John Wright. Price £2.00. 

Stress in Youth: A Five-year Study of the Psychiatric 
Treatment, Schooling and Care of 150 Adolescents. 
By Mary Capes, EnmaBETH Goutp and Morrv 
TOWNEND. Oxford University Press for Nuffield Provincial 
Hospitals Trust. Price 75p. 

Patterns of Residential Care: Sociological Studies in 
Institutions for Handicapped Children. By Rov D. 
Kma, Norma V. Raynes and Jack TIZARD. Routledge 
€ Kegan Paul. Price £3.50. 

The New Ego. By NaTHAN Larres. Science House, Inc. 
Price $15.00. 

New Horizon for Psychotherapy. Edited by RopertR. 
Hott. International Universities Press. Price $15.00. 
The Analysis of the Self: A Systematic Approach to the 
Psychoanalytic Treatment of Narcissistic Personality 
Disorders. By Hzmz Konur. Hogarth Press. Price 

£450. 

Speech and Reason: Language Disorder in Mental 
Disease. By D. WiLrRED Asse (a translation of The 
Life of Speech by Philipp Wegener). University Press of 
Virginia. Price $12.00. 

Mary Barnes: Two Accounts of a Journey through 
Madness; by Mary Barnes and Joseph Berke. 
MacGibbon & Kee. Price £2.95. 

Psychological Medicine in Family Practice. By 
A. R. K. MrragELL. Baillitre Tindall. Price £1.80. 

Normal Sleep in Man: An Experimental Contribution 
to our Knowledge of the Phenomenology of Sleep. 
By U. J. Jovanovic. Hippokrates Verlag, Stuttgart. 
Price DM 98. 

A Guide to the Documentation of Psychology. By 
C. K. Elliott. Clive Bingley. Price £2.00. 

Shame and Guilt in Neurosis. By HELEN BLook Lewis. 
International Universities Press. Price $15.00. 


Many of these books will be reviewed at a later date. 
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Correspondence 


Letters for pub 


lication in the Correspondence columns should be addressed to: 


The Editor-in-Chief, British Journal of Psychiatry, Chandos House, 2 Queen Anne Street, London, W1M gLE. 


TRIBUTE TO DONALD WINNICOTT 


DEAR Sm, 

Last July, the National Association for Mental 
Health arranged a memorial mecting for the late 
Dr. Donald Winnicott, and you have kindly allowed 
me to place before your readers my own contribution 
on that occasion, as follows: 


‘Conversations amongst people concerned with 
children's problems is often begun with “Winnicott 
once said . . .". What follows is usually a statement 
that is so profound that it can be expressed only in 
ordinary words. I shall quote one of them. Winnicott 
once said . . . “I think that when you put an idea in 
someone's head, you should put something into 
their stomach at the same time." 

‘I experienced a practical illustration of this before 
ever I had heard the statement. In my mid-pro- 
fessional life, Y held a fellowship of the N.A.M.H. in 
child guidance, and was invited with other fellows to 
a seminar at Paddington Green Hospital. There we 
met Dr. Winnicott, the teacher, and were introduced 
to the “squiggle” and to the discoveries that could be 
made in the encounter of a healer with a patient. 

‘The “squiggle’’ is a very simple device for com- 
munication between two people. Each takes a small 
piece of paper and produces a scribble (squiggle is a 
more expressive name), and then the papers are 
exchanged. It is up to the recipient of each paper to 
make something fresh out of the original drawing. It 
appears to be a point of honour to give shape and 
meaning with the minimum addition. There is more 
than communication in this; it is the accepting of 
something which is apparently chaotic, and, in 
accepting it, turning it into a structure which has 
value as well as meaning. This is what a parent does 
when the parent turns the child's babble into words, 
and the child's tentative movements into purposive 
activity. But the message to be learned is to accept 
the first products as the basis for the final construc- 
tion. 'This is the link between growth and therapy. 

*None of this was stated explicitly, but the message 
was implied. 

‘During the seminar, Dr. Winnicott, the host, 
handed round some strawberries, unwashed, and in 
their original basket. It was only later that I could 
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realize that new insights, however enjoyable, are a 
burden which test the adjustments to old depressions. 
Something new has to be integrated and its goodness 
needs to be confirmed and reinforced. 

‘The messages which Winnicott transmitted to his 
students were themselves like his squiggles. A single 
line, or dot, or word, added by his patient or student 
collaborator, gave it a meaning which could never be 
anticipated. It was a creation of the moment, and in 
this interacting way each listener or reader achieved 
a benefit which Winnicott did not claim to have 
offered. He once denied any knowledge of the mean- 
ing of his famous phrase “the mother enables the 
child to catch hold of time’’. 

‘There must have been many devotees who hastened 
to disclose their personal response to this evocative 
phrase, and to add meaning to meaning, and 
ambiguity to ambiguity. It is the ambiguity and the 
multiple meanings which count. To me the phrase 
signifies both change and continuity; today I am 
different from what I was yesterday, and tomorrow 
I shall be different again; and yet there is continuity 
in my identity. 

‘I came across a different form for the same idea in 
an unexpected place. Norman Mailer concludes his 
novel The Deer Park with this sentence: 

“Rather think of Sex as Time, and Time as the con- 
nection of new circuits." 

‘I learned to marvel, as I got to know Donald 
Winnicott better, on how few meetings it needed for 
new directions of thought to become possible. This 
capacity to effect a profound and lasting influence 
became the mainspring of his therapy and his teaching 
about it. One of the major contributions to child 
psychiatry in this age has been his “Therapeutic 
Consultation"—a technique in the first place con- 
structed out of necessary opportunism. In Winnicott’s 
own words “I had a limited task . . . it had to be done 
quickly, without delay, and with a quiet certainty.”’ 

‘This was Winnicott the healer; and a healer has to 
be able to offer a maternal and paternal quality at 
the same time. Yet he never became a competitor for 
the child with the child’s natural parents. Rather was 
he able to support them. He introduced the concept 
of “the good-enough-mother’’, and, by recognizing 
the goodness, he allowed that goodness to develop. Had 
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he concentrated on the badness it would have been 
the badness’ which would have taken permanent 
shape. The parental aspect of the healer's role em- 
braced the whole family. To be a healer also needs 
magic, and therefore we turn to Prospero and 
discover that Shakespeare had added yet another 
dimension—the ability to know when to discard the 
magic robe. 

“When Prospero finds it possible to enlighten 
Miranda about her origins, this is what he says: 

. “Tis time 

I should inform thee further; lend thy hand 

And pluck my magic garment from me—So!" 
The stage direction then states— Lays down his 
mantle." Winnicott was always able to pluck away 
his magic garment when talking to a small child. He 
could use the language of intuitive thought to bridge 
the generations, but in his writings he referred to the 
communication of feelings that are (and these are his 
own words) “‘unverbalized and unverbalizable except 
perhaps in poetry". It was his special quality to be 
able to reach these levels, especially those of barely 
recollected grief, to offer comfort and to recognize 
that depression is reparative and even creative in its 
effects on the development of personality. For the 
description of this experience we may call again upon 
Shakespeare, Prospero recalls to Miranda their 
perilous escape when she was barely three years old, 
and she responds: . 

“Alack for pity: 

I, not remembering how I cried out then, 

Will cry it o'er again... ." 
This is the father/infant couple, and, like the 
mother/infant couple (and here I quote Winnicott 
once more), ‘‘it can teach us the basic principles on 
which we may base our therapeutic work when we 
are treating children whose early mothering was ‘not 
good enough’, or was interrupted’’. 

‘In some sense every therapeutic session is a 
drama and is bound by the dramatic unities of time, 
place and action. It has its beginning and it has its 
end; and, though life is a unity, help comes in acts 
that are episodes with intervals in between. Winnicott 
commented on the fact that the untutored child 
accepts artistic limits when he places a drawing in a 
size and shape that is related to the size of the paper. 
Thus, every activity of Winnicott’s, complete in itself, 
became part of an integrated whole in which patients, 
students, colleagues and readers of his works joined 
together in the discovery of new levels of under- 
standing and of functioning. 

‘He was a philosopher giving meaning to life in the 
balance of opposites. 

‘Time comes into this once more, as in Ecclesiastes: 
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“A time to keep silence and a time to speak; a time to 
love and a time to hate"; 
and, as the verses continue with their complex 
messages, a note of joy breaks in: 

"I have seen the task which God hath given to the 
sons of men to be exercised therewith. He hath made 
everything beautiful in its time. I know that there is 
nothing better for them, than to rejoice... .” 

‘Winnicott the teacher, the healer, the parent, the 
magician, the poet, the dramatist, the philosopher, 
and the friend, was also an optimist; and we who are 
his beneficiaries and his inheritors can therefore take 
comfort and say with Miranda: 


“O brave new world that hath such people in’t.”’’ 
J. H. Kaun, 


ARE MAOI AND OTHER PSYCHOTROPIC 
DRUGS REALLY COMPATIBLE? 


Dear SR, 


We read Dr. Winston’s paper (‘Combined Anti- 
depressant Therapy’, Journal, March 1971, Vol. 
118, p. 301), with great interest and tend to concur 
with him on ‘massive overdose of the combined 
drugs’. 

Without a detailed and reliable medical and social 
history, it is extremely difficult to differentiate the 
severe adverse side effects (i.e., hypertension, deli- 
rium, convulsion and hyperpyrexia) from the medical 
emergency. It has long been the established medical 
practice not to use the tricyclics and MAOI drugs 
simultaneously. However, more recently Schuckit 
et al. report the combination of tricyclic drugs 
and MAOI’s to be effective in the treatment of 
depression (1). In Great Britain, several papers (2, 3) 
had been written on this subject. We present our 
current case just to warn that great danger indeed 
exists in combining the tricyclic drugs and MAOI's 
in large dosage. 

Mrs. E.R., a 43-year-old, divorced white woman, was 
admitted as a case of schizophrenia. She was of medium 
stature, well developed, well nourished, and an attractive 
blonde was appeared to be her stated age. On 
admission, she was very agitated, disturbed, belligerent, 
singing and screaming. Intra-muscular chlorpromazine, 
50 mg. was given twice in four hours’ time. She gradually 
calmed down, but was noticed to be very confused, 
crawling around the room. Her vital signs at admission 
were: BP 120/80 mm. Hg; T. 96-7°F., pulse 80/m. 
Twelve hours after her admission she was running a 
temperature of 103°F., pulse rate 125/min., BP 165/86 
mm. Hg, and she did not respond to external stimuli. 
She was in a comatose state, and at thc same time she 
suffered two convulsions. She was transferred to the 
Medical Service for further investigation and treatment. 

About 8 years ago she was admitted to a state hospital 
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because she was deluded that strange people were in her 
house and that they were planning to kill her, and at the 
same time they cursed her and called her a ‘son-of-a-bitch’. 
Her delusions as well as both visual and auditory hallucina- 
tions were off and on in the past and she had been treated 
with various tranquillizers. Before her current admission 
she had in her possession fifteen bottles of drugs, such as 
ferrous sulphate, Multi-vitamins, laxatives, chlorpromazine, 
trihexyphenidyl, barbiturates, amitriptyline and phenel- 
zine. She was taking all the drugs simultaneously in large 
quantities. More specifically, she took 9 tablets of phenel- 
zine 3 to 4 times daily, along with amitriptyline, 25 mg. 
t.i.d. for 10 days, trihexyphenidyl, 2 mg. t.i.d. for 12 days, 
chlorpromazine, 50 mg. t.i.d. for 10 days, phenobarbital, 
100 mg. h.s. for 30 days and Dulcolax as needed for 
several days. In addition, she drank two bottles of beer 
shortly before her admission, and that was when she 
became so disturbed that she was bought to the hospital 
for treatment. 

While she was in the Medical Service, all medication 
was discontinued except the intravenous administration of 
large amounts of fluid and a small amount of sodium 
amytal to control her convulsions. She was in a comatose 
state for two days and gradually regained consciousness. 
After 5 days she was transferred back to the psychiatric 
unit. 

LABORATORY FINDINGS 

The Gbc, urinalysis, FBS, BUN, EKG, skull, chest and 

abdomen X-ray all normal except the following: 


Date LDH SGOT EEG CSF 
Ist day Joo mg. 820 my. 
3rd day Slow theta 
wave 
gth day VDRL+ 
FTA+ 

14th day — 160 my. 40 my. 
23rd day Normal 


This is a case of toxic psychosis which was the 
result of taking large amounts of MAOT and other 
psychotropic drugs. Without medication, the patient 
recovered very well and was released from the hospital. 
A hypertensive crisis described by Blackwell (4) was 
observed in the current case and was characterized 
by high temperature, high blood pressure, con- 
vulsions, agitation and coma (a 20 per cent incidence 
of which has already been reported (5)). All of these 
symptoms returned to normal after two days. Abnor- 
mal liver function was noted, with extremely high 
LDH and SGOT levels which returned to normal 
within two weeks. Toxic hepatitis has been reported, 
which is difficult to differentiate from infectious 
heptatitis (6). During the acute stage the EEG was 
of slow theta waves several days after the convulsions 
took place and became normal again three weeks 
later. 

A fatal combination of phenelzine and amitriptyline 
has been well documented in the literature (6). The 
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hypertensive crisis of our case could be explained as 
follows: beer contains tyramine (7) which elevated 
the patient's blood pressure; amitriptyline induced 
convulsions, hypertension and hyperpyrexia; barbi- 
turates contributed to the patient’s coma; trihexy- 
phenidyl potentiated the other drugs; phenelzine 
resulted in agitation, tremor, hyperpyrexia and liver 
damage; chlorpromazine increased extrapyramidal 
reaction. 

Great caution should be exerted in prescribing 
MAOI and other psychotropic drugs. The patient's 
clinical condition was entirely due to the adverse 
side effects arising from the poor combination of 
drugs. 

Pane L. Man. 
AYTEN ÁLEEM. 

Northville State Hospital, 

41001 Seven Mile Rd., 

Northville Michigan 48617, 

U.S.A. 
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GRIEF AND THE IMMINENT THREAT OF 
NON-BEING 
Dear Sm, 

In his article (Journal, April 1971, Vol. 119, 
pp. 469-70), Dr. Sunder Das emphasizes what is well- 
known to all bereaved people, that grief is directed 
towards the unreal and takes place in a vacuum. 

The supposedly negative character of grief can be 
usefully compared with the pain and distress caused 
by the real presence of a phantom limb in the ‘vacuum’ 
left by the loss of an arm or leg: fundamentally, as in 
the case of grief, it is a reaction of the central nervous 
system to the sudden interruption of a very complex 
and sustained set of stimuli. The effect of bereavement 
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can be so devastating as to cause death. In lesser cases 
recent research has shown a significant increase in 
physical illness in the bereaved, especially cardio- 
vascular disease. 

Dr. Sunder Das suggests converting grief into 
suffering to mitigate its effect. Might this not also 
apply to converting unnecessary and unreal de- 
pression, anxiety, delusions, etc., into more adaptive 
reactions? 

V. S. NEHAMA. 
Prestwich Hospital, 
Prestwich, 
Manchester, M25 7BL. 
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THE N.A.M.H. ‘GUIDELINES’ 
DEAR SR, 

In trying to justify his opinion that the N.A. M.H.'s 
‘Guidelines’ will be of very little value, Dr. Alexander 
Walk says, amongst other things, that all textbooks 
on mental nursing have something to say about 
violence (this Journal, September, pp. 347-8). How 
satisfactory in this respect are the textbooks? Miss 
Altschul makes a few sensible points in her Aids, 
Brian Ackner's textbook skates quickly over the 
problem. Maddison, Day and Leabeater's describes 
a variety of procedures from sympathy to seclusion, 
and makes the suggestion: "The very angry patient 
may be given rags and hessian to tear up or allowed 
to carry out violent hammering.' Boorer and Boorer's 
advises that ‘the nurse should stay with the patient 
and encourage her to let off steam in an energetic 
way such as scrubbing floors or making a sponge 
cake’. Very little is said in any of the textbooks 
about the conditions in which violence occurs, with a 
notable exception. Noyes-Haydon and Van Siekel's 
contends that the aggressive patient may have 
‘heightened erotic drives and make vulgar and 
profane remarks'. It continues: 'If the patient uses 
obscene language, the nurse may suggest to him that 
there must be some reason why he needs to use such 
words.’ 

Perhaps these excerpts are unfair. Nurses will find 
in the textbooks some advice—not always good advice 
—on what to do, but will get little help in under- 
standing why and when patients become violent. To 
be told that violence is a symptom of the illness is not 
helpful and may be seriously misleading. Even if they 
were fully satisfactory, textbooks, unhappily, are few 
and far between on the wards of psychiatric hospitals. 
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Few of the staff have had the opportunity of follow- 
ing any of the syllabuses Dr. Walk has helped to 
draw up. The demand for N.A.M.H.’s booklet has 
been heavy and continues. It seems to be getting into 
the hands of the staff on the wards, both untrained 
and trained, for whom it was written. 

Dr. Walk underestimates the concern felt by the 
staff of psychiatric hospitals about the problems of 
violence. We do not doubt the need for something 
like the ‘Guidelines’. We hope, as many do, that 
N.A.M.H.s booklet will soon be superseded by 
something much better. 

The ‘Guidelines’ were written for nurses by nurses. 
Doctors gave some modest help. Dr. Walk’s reference 
to ‘the fashionable medical abdicationism’ suggests 
to us that he has misunderstood—r is perhaps out of 
sympathy with—the kind of partnership it was. 

MicHAEL Bury. 
D. RusseLL Davis. 
Department of Mental Health, 
University of Bristol, 
39 St. Michael’s Hill, 
Bristol, BS2 8DZ. 


Dear Sr, 


Mr. Bury and Professor Russell Davis must have 
read my letter (Journal, September 1971, Vol. 119, 
P- 349), rather cursorily, for I did not contend that 
the ‘Guidelines’ were of little value in general, but 
that they would not be very helpful to nurses on the 
ward—referring, of course, to paragraphs 1 and 2; 
I added that the administrative sections contained 
much that was to be commended. The writers, taking 
an illi quoque line, disparage existing textbooks and 
make the very sound point that many of them do 
not explain why and when patients become violent. 
But this was precisely my criticism of the ‘Guidelines’, 
in which the nurse will find nothing but a few well- 
worn clichés about ‘establishing a good relationship’ 
and ‘removing what the patient perceives as threaten- 
ing’, without even the sketchiest account of the 
widely ranging ‘whys and whens’ that may result in 
violence. 

I am at a loss to understand what the writers can 
mean by the statement that 'few of the staff have had 
the opportunity of following any of the syllabuses” of 
the G.N.C. Something like 20,000 nurses have passed 
final examinations based on these syllabuses, and, as 
I have said, questions on the causes and prevention 
of violent incidents have been frequent and have been 
well answered. 

I am glad that Mr. Bury and Prof. Davis agree that 
something much better is needed. I hope that the 
Joint Working Party will take the widest possible 
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veiw of these problems, and will do nothing to 
suggest that 'violence'—still less ‘restraint of violent 
patients'—can be considered in isolation from the 
whole art of mental nursing. 

By a strange sleight-of-hand my mention of *medical 
abdicationism’, which referred to the ‘formulation ofa 
policy for each patient by discussion’, has been 
transferred to something quite different, the drafting 
of the ‘Guidelines’ themselves. I could not have 
remained a member of the G.N.C. for fifteen years 
had I been out of sympathy with 'this kind of 
partnership’. But policy-making by discussion is only 
possible if there is agreement on fundamentals, and 
this is why 1 think the doctor should retain the final 
responsibility—i.e. take a decision qfter discussion. 
There are many nurses of whom I can truly say that I 
would unhesitatingly accept their policy. But I once 
knew a matron who held that our young unruly 
psychopathic patients ought to be treated by the 
operation of smackbottomy. Fortunately she was not 
in a position to put this into practice. In these circum- 
stances, formulating a policy by discussion might have 
resulted in a (? Rhodesian-type) compromise on 
unilateral smackbottomy. 

ALEXANDER WALK. | 


18 Sun Lane, 
Harpenden, Herts. 

TRAINING GROUPS 
Dear SR, 


In discussing the growth of interest in Training 
Groups in Britain, J. R. Marshall (Journal, July 1971, 
Vol. 119, p. 117) expresses ‘uneasiness concerning the 
methods employed and the assumptions made by 
those involved in the organization of these groups’. 
The argument developed is commonly heard, but 
since most of it applies far more widely than just to 
Training Groups it seems relevant to question the 
motivation behind it. In Australia, as in Britain, 
comparatively few psychiatrists are significantly in- 
volved in such group activity, and the fact that these 
methods have been more extensively and systematic- 
ally used in non-medical institutions might equally 
be argued as a cause for concern. 

There is an Australian Institute of Human Rela- 
tions, and it is precisely the aim of this organization 
to provide training and to set ‘normative standards, 
rules and codes of behaviour’. It does not however, 
reduce the amount of suspicion and disquiet with 
which groups and laboratories are viewed, any more 
than associations and training schemes reduce the 
same attitudes to psychoanalysis and the psycho- 
therapies. The recent contribution of Melitta 
Schmideberg (Journal, January 1971, Vol. 118, p. 


po 
# 
- 


+ 


body does not necessarily prevent ‘very tragic 
happenings . . . strange intrigues, and . . . incredible 
incidents'. Recent research in the United States on 
the outcome of psychotherapy would also tend to 
support the argument that professional acceptability 
and conformity is no guarantee of therapeutic results 
(or safety). Furthermore, if, as is often stated, ‘psycho- 
therapy is the treatment peculiar to psychiatry’, it 
must be accepted that there are still many practising 
this art who have neither had formal training nor 
subject themselves to critical evaluation, whether by 
themselves or their peers or anybody else. 

That ‘leaders may use the groups for their own 
aggrandizement or neurotic needs’ and that they may 
be ‘incompetent—either accomplishing little or 
allowing unnecessary and destructive group activity’ 
is an argument that might be directed equally well at 
any leaders. Nor do anecdotal descriptions of cases of 
emotional disturbance aggravated by sensitivity 
training, nor any of the other arguments indicating 
the dangerous possibilities of Training Groups, do 
anything more than highlight the uncertainty which 
bedevils all attempts at interfering in human be- 
haviour. That some people get hurt certainly justifies 
constructive criticism, but it must be remembered 
that there are no human situations involving stress in 
which vulnerable individuals may not be damaged, 
whether they enter them voluntarily or under orders. 

There are of course more specific criticisms that 
can be directed at Training Groups, but most of the 
problems that confront them are in fact essentially the 
same as those that arise in naturally occurring or 
more formally established groups—wherein lies their 
training value. 

One is led to the conclusion that much of the criti- 
cism directed by the profession against the practice 
and assumptions of Training Groups is derived from 
professional defensiveness (and, incidentally, no group 
is more defensive than one composed of ‘profes- 
sionals’), The correspondence in the Journal last year, 
engendered by the Seebohm Report (Journal, April 
1970, p. 457; July, p. 126; November, p. 607), is 
evidence enough of the territorial rivalry that exists 
between us and our neighbouring disciplines. Not 
that this is surprising or unnatural. After all it only 
indicates that professional bodies behave much like 
any other human groups. It is, however, probably 
true that the failure of the profession as a whole to 
accept in partnership sociology and psychology has 
resulted in many of our institutions remaining anti- 
quated in their approach to the management of 
human behaviour. There is a tendency to deny the 
blurred boundaries between normality and psychi- 
atric disorder. In consequence there is a failure to 
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adequately recognize the large areas of interest that 
we share with other professions and disciplines 
(education is especially ignored) and to accept that 
these disciplines may have more productive theoreti- 
cal models and more practical experience in some 
of these areas. Where groups are concerned, the tena- 
city with which we hang on to the hallowed doctor/ 
patient relationship may well have a bearing on this. 

Nothing of this is intended to indicate that psychi- 
atry has little to offer in the development of Training 
Groups. In the areas of selection, protection and 
follow-up it is reasonable to assume that psychiatric 
experience would be particularly valuable. Such a 
‘responsible’ contribution however, is probably best 
made from within the organization, and it could be 
argued that in these circumstances psychiatry has as 
much to gain as it has to offer. It is certainly not 
enough, to suggest that ‘the way in which Training 
Groups are conceived bears some relationship to cults 
which have developed in the past’, The very fact of 
the popularity of Training Groups and other group 
activities in education, industry and other institutions 
surely indicates a ‘need’ that may have relevance 
both to the aetiology and the management of large 
areas of emotional disturbance. 

The fact is that we live and work in a complex 
matrix of groups, and, H. Osmond (Journal, Novem- 
ber 1970, p. 607) notwithstanding, mental hospitals 
provide one and many types of group. Understanding 
of the abnormal proceeds from understanding of the 
normal. At very least, if we are to further the under- 
standing and practice of mental health we must be 
to able show that we can distinguish between un- 
biased scientific enquiry and professional ‘group 
maintenance’, 

I. P. BuncEs WATSON. 
Royal Derwent Hospital, 
New Norfolk, 
Tasmania, Australia, 7450. 


PRISONERS OF XYY CONSTITUTION 
DEAR SR, 

In a recent paper, Griffiths (1971) reports on the 
questionnaire scores of prisoners of XYY constitution 
and controls equated for height; he concludes that of 
the three variables measured (P = psychoticism, E = 
extraversion, N = neuroticism), the only significant 
difference occurred with respect to E, XYY karyo- 
types being more introverted. The scoring key used 
by Griffiths has been supplanted by a different key 
based on a number of factor-analytic investigations on 
various groups of prisoners and controls, and hence 
it may be of interest to see whether similar differences 
are apparent when the new key is used. In 
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searching for an appropriate control group it seemed 
undesirable to confine ourselves to that used by 
Griffiths; although he tried to equate this group with 
the XYY group for height, there was a difference 
between the two groups significant at the 1 per cent 
level, which may rule out the possibility of regarding 
this group as matched for height with the experi- 
mental group. Fortunately the very small control 
group did not differ significantly from our large 
prison standardization sample of 603 with respect to 
P, E or N, and consequently we have compared the 
experimental group with this much larger group 
(Eysenck and Eysenck, 1970). Of the original 12 
subjects, records for rescoring were made available by 
Mr. H. Marriage, senior prison psychologist at 
Wandsworth, for 10; their mean scores and SDs and 
those of the control group, are given below 





5.65 
4-75 


:N-10 P=8-40-+ 3.86 E= 9.40 


3.53 N12.2 
Pie N=603 P=6.25 + 3.01 E=12.75 


3.52 N 11.04 


Significant differences were observed for E (t — 
2:98, p < +005), and for P (t = 2:23, p < -05). 
XYY karyotypes are significantly more introverted 
and higher on psychoticism than the normal controls; 
there are no differences on N. It is the addition of P 
to the previously noted difference on E, which caused 
us to write this letter; this additional difference is 
very much in line with prediction (Eysenck, 1971). 
'Ihe number of cases on which this difference is 
based is of course small; it is to be hoped that future 
studies will make it clearer just how much confidence 
can be had in these relationships. 

H. J. Eysenck. 
2 S. B. G. EvsgNcK. 

Depariment of Psychology, 

Institute of Psychiatry, 

De Crespigny Park, 

London, S.E.5. 
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SCHIZOPHRENIA AND SEASON OF BIRTH 


Dear Sr, 

We should like to reply to Dr. James’ letter 
(Journal, August 1971, Vol. 119, page 229). There 
seemed to us good reasons for not comparing the 
season of birth of our Maudsley patients with those 
of the general population given by the Registrar 
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General. Firstly, we did not extract the year of birth 
of our patients, so that their allocation to the periods 
used by the Registrar General would have been of 
uncertain accuracy. Secondly, as there is evidence 
that the seasonal distribution of births may vary 
significantly from one part of a country to another, 
we did not think it appropriate to compare in this 
respect the population of our patients, domiciled 
largely in South London (and of unrecorded place of 
birth), with that of the population of England and 
Wales. 

However, through the kindness of Dr. E. R. 
Bransby and Mr. T. A. Dibley of the Department of 
Health and Social Security, we have recently been 
able to study month of birth, by diagnosis, of all 
first admissions to psychiatric wards in England and 


TABLE I 


First admissions to psychiatric beds, England and Wales, 1970, 
Jor those born 1921—53 





All 
Year Schizo- Manic Person- non- 
of phrenia depression Neurosis ality psychotic 
birth disorder diagnoses 
1921- — 542 794 444 263 3,928 
31- 294 253 82g IgI 2,043 
36- 362 229 963 246 2,274 
41- . 460 215 1,005 372 2,97 
46- 606 184 1,110 598 3,137 
51-53 237 56 394 940 1,540 
1921-53 2,501 1,731 5,739 2,010 15,419 
Taste II 


Observed distribution of season of birth for first admissions to 
psychiatric beds, England and Wales 1970, compared with the 
distribution expected from that of the general population, 


1921-53 
Quarter 
Diagnosis 
Ist 2nd 3rd 4th 
Schizo- Exp. | 627.8  653:4  629:4 590:5 
phrenia Obs. 653 687 582 579 
Manic- . Exp. 434°0 452-0 435°0 409°9 
depression Obs. 484. 429 417 401 
Neurosis Exp. 1,438-7 1,500:8 1,446°5 1,353°1 
Obs. 1,416 1,518 1,399 — 1,406 
Personality Exp. ^ 505:5 5246 5048 475i 
disorder Obs. 489 526 545 450 
All non- Exp. 3,870-0 4,031°3 3,883°2 3,635-0 
psychotic Obs. 3,834 4,114 3,850 3,621 
diagnoses 
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Wales during the year 1970. These figures may 
appropriately be compared with those of the general 
population. The tables show the results of this 
comparison (using James’ method), and these clearly 
support our findings of an excess of birth in the first 
quarter of the year for both schizophrenia and manic- 
depressive psychosis. The quarterly comparison (3 
degrees of freedom) gives a x? of 6:53 for schizo- 
phrenia, 7:87 for manic-depression and 9:92 (P < 
0-02) for these functional psychoses taken together; 
while for all non-psychotic diagnosis, x? is 2-97 P = 
0-50). It remains to be seen whether the figures for 
subsequent years will confirm this pattern. 
J. S. Price. 

ELIOT SLATER. 
The Bethlem Royal Hospital, 
Monks Orchard Road, 
Beckenham, Kent, BR3 BX. 


THOUGHT-STOPPING TECHNIQUES 
Dear Sr, 

The helpful articles by Stern—September 1970, 
Vol. 117, p. 441, and by Kumar and Wilkinson, 
September 1971, Vol. 119, p. 305, offer great 
promise in the treatment of the phobias of ‘internal 
stimuli’, and no doubt many psychiatrists will now 
be applying these methods. A small modification of 
the method has been found helpful. The patient is 
equipped with a plastic hollow cylinder with many 
prickly projections on its outer surface; the cylinder 
is a hair roller, costing one penny. This is held lightly 
in the hand of the relaxed patient and the unpleasant 
thought sequence is evoked as described by the above 
authors. At the therapist’s command ‘Stop’ the 
patient grips the plastic cylinder for about one 
second. After this a pleasant scene is evoked to re- 
establish relaxation. The slight discomfort caused by 
gripping the prickly roller is a very effective thought- 
stopper and the device is easily carried by the 
patient in the pocket for practice in everyday 
situations. 

KATHLEEN M. WARTNABY. 
Netherne and Fairdene Hospitals, 
P.O. Box No. 150, 
Coulsdon, Surrey, GR3 1YE. 


TRANSSEXUALISM WITH GONADAL 
DYSGENESIA 
DEAR Sir, 

The paper on this subject which appeared in your 
issue for September 1971, Vol. 119, p. 391 is embar- 
rassingly naive, and the authors appear inexperienced 
in the research problems of transsexualism. 

They describe a male with breast development, 
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atrophic testes, a normal-sized penis, sparse body 
hair, XY karyotype, high oestrogen level, and low 
17-KS level; their conclusion is that a primary 
failure of androgen led to the desire for sex change. 
They describe a female who stopped menses at 28, 
developed acne, hirsutism, had a deep voice and an 
enlarged clitoris; their conclusion is that an elevated 
androgen level led to the desire for sex change. 

Unfortunately for the authors’ hypothesis, both 
these clinical pictures are typical of the anatomically 
normal male and female after a period on oestrogens 
(for the male) and androgens (for the female)! 

Had the authors fully read the references they cite, 
they would had learned that a case to which they 
refer of a male transsexual with ‘oestrogen-secreting 
testicular tumour’ (Stoller et al, 1960) confessed 
years later to having secretly taken oestrogens since 
puberty (Stoller, 1968). 

The clinical picture of transsexualism may indeed 
be, in some or even all cases, contributed to by a 
deficiency or excess of androgen at a critical develop- 
mental period. However, before anyone other than 
these three authors seriously cites this report as 
evidence, they had better get proof that these patients 
were not receiving contra-sexed hormones before the 
study. Many transsexuals do just that, and present 
themselves as biologically intersexed so as to mobilize 
the otherwise static hand of the surgeon. 

RICHARD GREEN. 
Department of Psychiatry, 
University of California School of Medicine, 
The Center for the Health Sciences, 
Los Angeles, California 90024, U.S.A. 


PENILE VOLUME RESPONSES, SEXUAL 
ORIENTATION AND CONDITIONING 
PERFORMANCE 

Dear Sm, 

I should like to criticize the article by Barr and 
McConaghy in the October 1971 issue of the Journal 
(Vol. 119, p. 377)- 

The method of measurement described is somewhat 
inaccurate because of the difficulty in standardizing 
the volumetric strain ratio of the average penis. 
Because of this one is not interested in volume change, 
rather in volumetric strain, i.e. du/,. 

A more accurate method than the use of a finger 
stall and tin can would be to skin glue a soft material 
strain gauge in the axial direction of the penis. This 
would then give the linear strain. Presuming that a 
penis has isotropic properties, the volumetric strain 
will be approximately three times the linear strain. 

This has the advantage of digital read out, and the 
technique could also be used for measurement of 
female responses. 
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I wish to thank Mr. James Forfar, B.Sc., for his 
technical help. 
T. O. CLARK. 
47 Northholme Road, 
London, N.5. 


MENTAL HEALTH RESEARCH 
FUND LECTURE 
Dear Sm, 

I should be most grateful if you would once again 
publish an announcement about the Fund's annual 
lecture. 

Professor Sir Denis Hill will be giving the 1972 
Sir Geoffrey Vickers Lecture at 5.30 p.m. on Wednes- 
day, 23 February 1972, in the Edward Lewis Theatre, 
Middlesex Hospital Medical School, Cleveland 
Street, London, W.1. His title will be The Purposes 
and Organization of Psychiatric Research. Admission will 
be by ticket only, which can be obtained from the 
Secretary, Research Committee, Mental Health 
Research Fund, 38 Wigmore Street, W1H 9DF. 

J. M. TANNER. 
Mental Health Research Fund, 
38 Wigmore Street, 
London, W1H 9DF. 


LONG-ACTING PHENOTHIAZINE 
PREPARATIONS IN THE TREATMENT 
OF SCHIZOPHRENIA 

Dear Sm, 

Recent reports in the literature (1, 2) have com- 
mented upon the efficacy of long-acting phenothiazine 
preparations in the treatment of schizophrenia. Our 
experience in County Down, where we have started 
250 patients on these drugs, has confirmed these 
impressions. All except a very few have been in- 
patients. Of the 200 remaining on these drugs, half 
are out of hospital and half are still in hospital. 

The two main problems which have arisen have 
been extrapyramidal side-effects and depression. The 
extrapyramidal side-effects which have caused most 
trouble have been dystonic reactions such as facial 
spasms and grimacing. Perseverance, modifying the 
dosage of fluphenazine, and anti-parkinsonian medi- 
cation usually deal effectively with these. We have 
found an increased incidence of suicidal attempts and 
a tendency for more violent methods to be used. Of 
the first 80 patients started on this treatment, a total 
of 18 have made suicidal attempts. Seven had made 
these attempts before starting treatment with flu- 
phenazine; 14 made suicidal attempts after treatment 
was begun. These figures include three who made 
suicidal attempts both before and after treatment 
with fluphenazine. 

There have been no successful suicides among our 


CORRESPONDENCE 


patients, but three have made very serious attempts. 
All three required surgical treatment but have now 
recovered physically. 

We have not been impressed by the idea suggested 
by Alarcon and Carney (3) that fluphenazine con- 
verts schizophrenia into an affective disorder. The 
patients who have made the most determined suicidal 
attempts have certainly shown the more obvious 
affective disturbance, but in general they have 
reverted to their former schizophrenic state. 

Some of our patients had been in hospital for many 
years and had failed to show much response to the 
usual physical methods oftreatment, including E.C.T., 
insulin coma, leucotomy and exhibition of pheno- 
thiazines and other drugs in substantial dosage. Quite 
unexpectedly, some of these patients have done well 
on intramuscular fluphenazine, to such an extent 
that they have been discharged from hospital. The 
suspicion is raised, of course, that these patients had 
not in fact taken the oral drugs prescribed for them. 

To summarize, intramuscular preparations of 
fluphenazine appear to be an effective method of 
treatment for schizophrenia; particularly so for 
relapsed schizophrenics who have previously re- 
sponded to oral phenothiazines and in cases where 
relapse has been associated with failure to take oral 
medication. The severity of extrapyramidal side- 
effects occasionally prohibits the use of fluphenazine, 
but severe depressive reaction, with the attendant 
risk of suicide, remains the biggest drawback. Our 
three most serious attempts occurred while the 
patients were in hospital, and it is difficult to see how 
they could have been prevented. 

G. A. KERNOHAN. 
Downshire Hospital, 
Downpatrick, 
N. Ireland. 
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COMBINED THERAPY OF E.C.T. AND 
AMITRIPTYLINE AND L-TRYPTOPHAN 
IN THE TREATMENT OF SEVERE 
DEPRESSION 

Dear Sm, 

Further to the report on L-tryptophan in cases of 
depression (1 Coppen, 1963; 2 Cocheme, 1970). I 
would like to report a case of severe depression 

1 Alec Coppen, David Murray Shaw, John P. 
Farrell, Lancet, 12th January 1963, p. 79. 

2 M. A. X. Cocheme, Alan D. Broadhurst, Lancet, 
27th June 1970, pp. 1392-3. 
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associated with disturbed liver function, refractory to 
E.C.T. and tricyclic antidepressant drugs, who bene- 
fited by combined therapy of E.C.T., amitriptyline- 
L-tryptophan and pyridoxin. 

A man of 64 years of age addicted to alcohol was 
on several occasions admitted to hospital between 
1955 and 1962. From 1962 there were episodes of 
depression but less alcoholism. Previous treatment 
was with anti-depressants and Parentrovite. He is a 
publican by trade. 

The present admission began in November 1970 
with an episode of severe depression which was not 
relieved by tricyclic antidepressants and a course of 
E.C.T. (6) as an out-patient. 

On admission he was very depressed and a further 
course ofE.C.T. and amitriptyline were given with little 
effect. At that stage it was also discovered that his 
serum uric acid level was raised (12 mg./100 ml.; 
urea 86 mg./1oo ml.) and his liver function test 
findings were slightly abnormal (as A.T. (G.O.T.) 
202 u[ml; L.D.H. 230 p/ml., Alk. phosphatase 
25 u[100 ml.; cholesterol 302 mg./100 ml.; ammonium 
sulphate turbidity 3-0 units; zinc sulphate turbidity 
5:0 units). He was put on allopurinol for his raised 
serum uric acid. His condition deteriorated to the 
extent of refusing all food and medication over the 
period of a month. His speech was feeble and mutter- 
ing and he was unable to answer simple questions. At 
this stage his general condition was so poor that there 
were fears for his life. In order to relieve his retarda- 
tion and permit feeding, sodium amytal 250 mg.-300 
mg. was tried intravenously with good effect but 
which lasted for less than 24 hours. On 9 February 
1961, L-tryptophan 7 gm. daily was commenced in 
a chocolate mixture, additionally pyridoxin 50 mg. 
daily and amitriptyline was given with a transitory 
effect lasting only for three days. 

A further course of E.C.T. (8) and amitriptyline 
50 mg. g times a day was tried with L-tryptophan 
7 gm. daily in divided doses and pyridoxin 50 mg. 
daily. 

A marked improvement after the grd E.C.T. 
(4.3.71) was noticed. The improvement was main- 
tained on the above drugs, the patient became happy, 
sociable and enjoyed voluntary work in the hospital 
involving calculations, and was discharged home on 
2 April 1971 in the above improved condition. The 
improvement has been maintained until the present 
time. 

The special interest of this case lies in the failure to 
respond to E.C.T. and tricyclic anti-depressants over 
an extended period, but immediate improvement once 
L-tryptophan was added. It is tempting to speculate 
that due to his liver disease there was a deficiency in 
tryptophan which had prevented his response to 
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conventional treatment until the deficiency was 
rectified. : 

My sincere thanks to Dr. G. E. Langley, Consultant 
Psychiatrist, for his guidance, and to my colleague 
Dr. Brandwood. 

. C. K. Rao. 
Haslemere and District Hospital, 
Haslemere, Surrey. 


AN OBJECTION TO "PARASUICIDE' 
DEAR Sir, 


Before ‘parasuicide’ bouis established as the 
word for attempted suicide and related actions, may 
I point out what seems to me a serious objection to 
the adoption of this term? This is the fact that there 
are two different ‘para’ prefixes, the one the Greek 
preposition signifying ‘beside’ or ‘on the fringe of'; 
the other from the Latin ‘parare’, French ‘parer’, 
meaning ‘to ward off’, ‘to parry’. 

This second ‘para’ is a live prefix in French and 
Italian; in these Janguages the Greek ‘para’ is only 
used in compounds with a Greek second element; 
where the second element is a native word (i.e. of 
Latin origin) ‘para’ invariably has the ‘ward off? 
meaning. We have taken over two of such words— 
‘parasol’ and ‘parachute’; in French there is also 
*paratonnerre', a lightning-conductor, ‘paravent’, a 
screen, and, of course, ‘parapluie’, and in Italian 
‘paramosche’, a fly-flap. 

Thus to a French or’ Italian reader ‘parasuicide’ 
could only mean, by analogy, ‘suicide prevention’; 
so the word seems quite unsuitable for international 
use, and would lead to confusion even if one tried to 
confine it to the English language. 

It is much to be hoped that someone—perhaps the 
International Association for Suicide Prevention 
(? ‘Société du Parasuicide')—will now coin a more 
acceptable term for these manifestations of ‘man 
against himself’. 

ALEXANDER WALK. 
18 Sun Lane, 
Herpenden, Herts. 


PSYCHOSIS-DYSKINESIA AND THE 
BASAL GANGLIA 


Dear SR, 


Various findings (1, 2) suggest that whilst ventro- 
lateral thalamotomy may diminish parkinsonian 
tremor, rigidity and dystonia, it may be equally 
effective in diminishing the diametrically opposed 
condition (3, 4) of choreoathetosis. These and com- 
parable phenomena (5) appear less contradictory if 
the monoaminergic-cholinergic balance (6, 7) of the 
basal ganglia can be related to the role these nuclei 


CORRESPONDENCE 


, 


play within the suppressor circuits (8), and if such 
balance in suppressors is equated with damping the 
range of a thalamic oscillator (9, 10). Central nervous 
function can then be seen to exhibit elastic proper- 
ties (11), such as tone, tension or stress, and flexi- 
bility, rigidity or strain (5). 

Carman’s appraisal (9) is compatible with the 
concept that oscillating neurones in the ventrolateral 
thalamus provide the drive behind tremor and rigidity 
in parkinsonism, when deficiency of dopaminergic 
effects on pallidal thalamic input has led to over- 
suppression. (They provide the drive behind intention 
tremor when there is inadequate cerebellar input to 
the thalamus (g).) The diametrically opposed condi- 
tion of choreoathetosis may depend upon the same 
ventrolateral thalamic drive, when excessive dopa- 
minergic effects on pallidal thalamic input lead to 
under-suppression. In other words, over-damping 
leads to parkinsonian rigidity and tremor, under- 
damping to choreoathetotic overshoot. 

The occasional mental accompaniments of chorea 
and of parkinsonism (in either case whether disease 
or drug induced), i.e. schizophreniform psychosis and 
obsessional phenomena respectively (3, 4), may also 
depend on such imbalance, although in relation to 
exteroceptive rather than proprioceptive input 
perhaps the parieto-occipito-temporal rather than 
the frontal lobes (10). The fact that the associated 
mental and motor phenomena do not invariably 
accompany each other may reflect a difference in 
vulnerability between, for the mental states, the tail of 
the caudate nucleus ending in the amygdala, and for 
the motor ones the body of the caudate arising in the 
striatum. 

J. P. CRAWFORD. 
‘Newhouse’, 
Ide Hil, 
Kent. 
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(beclamide) 
for 


BEHAVIOUR DISORDERS AND EPILEPSY 
in children and adults 


Non toxic—routine blood counts not necessary 


Does not cause sedation or somnolence—particularly 
useful for children of school age 


Free from common side effects of anticonvulsant drugs 
(e.g. gum hypertrophy and somnolence) 


As adjuvant therapy in epilepsy, often permits reduced 
dosage of anticonvulsant drugs, many of which are potentially 
toxic. Control is maintained and unpleasant and toxic 
reactions avoided 
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Further information and samples from 


Rona Laboratories Ltd 
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\ depression never occurs alone. It is 
ways accompanied by anxiety." 
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TAFEN-DAis | 
superior to amitriptyline alone 


“The combination of amitriptyline and perphenazine (Triptafen-DA) is superior to 
amitriptyline alone in the treatment of depression." 

(Brit. J. Psychiat., 1967,113, 201 ) 
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tyline hydrochloride BP) and perphenazine BP 2mg in each 10ml. In bottles of 150ml and 500ml. 


Further information is available on request e 


; | TRIPTAFEN-DA is a Trade Mark of ALLEN & HANBURYS LTD LONDON E2 6LA 








BRITISH JOURNAL OF PSYCHIATRY, FEBRUARY 1972 i 























as 
a 
D 
ub 
p 
e 
& 
e 
D 
e 
& 
& 
LJ 


avoids suppression of REM sleep 
avoids increasing intra-sleep restlessness 


and 

simplifies the outpatient regimen by virtue of a 

single night-time dosage 
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minimizes daytime side-effects 

and also 

exerts a potent antidepressive effect 
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then the name to remember is 


SURMONTIL. name srowingin 


significance in the treatment of anxiety/depression 


Full information is available on request 











'Surmontil' is a trade mark of May & Baker Ltd Dagenham Essex RM10 7XS for its preparations of 
trimipramine (as maleate) 
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Sometimes you need the 50 mg tablet 
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the most widely used 
[tricyclic antidepressant drug], 
particularly when there is sleep disturbance, 
since the major dosage 
can be given at bedtime 
and will help to combat insomnia.’ 
The present status of psychotropic drugs. 
Practitioner, 1970, 205, 307 (Sep) 


There's a great deal to Tryptitol 


in anxiety-depressive states 
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2. The title, with the names only of the authors, should be brief and to the point so as to give 
a clear idea of the nature of the work when it is later quoted by others. The names, degrees, and addresses 
of all authors should be given at the end of the paper. 

3. Each article should be accompanied by a synopsis up to 250 words long on a separate sheet, giving undi: 
its title some indication of the nature of the article and the name and address of one author. As soon as the article is 
accepted for publication, this synopsis will be published in a special section of the Journal as a form af advance notice. 


4. It is best to write simply and directly, avoiding complex sentences and specialized. technical 
words where possible, so that even non-specialist readers can hope to understand. Great importance is 
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confusion, anxiety 
relieved with 
HEMINEVRIN" 


[n the care of elderly patients there is increasing evidence of clinical inadequacies, side 
effects and complications from barbiturate therapy. 

Where confusional states exist sedation alone may perpetuate the underlying condition. 
In contrast, Heminevrin, when used for the agitated or confused elderly patient, has 
revealed therapeutic action potentially more important than sedation alone; re-orienta- 
tion of patients to lead a more purposeful existence; halting or reversing the progressive 
trend into loneliness, encouraging wider interests in everyday life. In common with most 
other sedatives of course, Heminevrin also calms and sedates, and does it without 
causing a hangover. 

HEMINEVRIN (chlormethiazole) helps elderly patients to help themselves. 
Heminevrin is available as capsules and tablets. Packs: Capsules 1x100 £2.67 Tablets 1x100 £2.67 


ASTRA Astra Chemicals Ltd., Watford, WD1 70R HEMINEVRIN 
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THE ADELAIDE CHILDREN'S HOSPITAL INC. 
NORTH ADELAIDE, SOUTH AUSTRALIA, 5006 
AUSTRALIA 


DEPUTY DIRECTOR OF PSYCHIATRY 
Applications are invited from legally qualified medical practitioners for the position of Deputy Director of 
Psychiatry at the above hospital. 

The Department of Child and Family Psychiatry has a well-established consultation service to the 
in-patient wards, out-patients and speciality clinics. 

In addition, it functions as a child and family treatment centre with established community relationships. 
A 20-bed in-patient unit is well into the planning stage. 

In-service training and both undergraduate and post-graduate medical and nursing teaching are 
conducted by the department. 

Qualifications 

Applicants should possess a registerable post-graduate qualification in Psychiatry and preferably have 
had training or experience in child and family psychiatry. 
Salary range 

$A11,872-$A 13,038 per annum. A salary within this range will be determined according to qualifications 
and experience, 
Conditions 

Five weeks annual leave, twelve working days sick leave per annum and three months long-service leave 
after ten years service. Membership of a generous Superannuation Scheme is also available. Conditions of 
service and regulations governing the right of private practice are available, on request, from the Medical 
Superintendent. 

The Adelaide Children's Hospital is the main paediatric centre in South Australia and is the paediatric 
teaching hospital for the University of Adelaide. The hospital has 389 beds and treats 15,000 in-patients and 
132,000 out-patients per annum. 

Further information is available from the Director of Psychiatry, Dr. J. M. Gerrard. 

Applications in writing, giving full personal details, should be addressed to the: 

MEDICAL SUPERINTENDENT 


AVAILABLE . . . MARCH, 1972 
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MENTAL MEASUREMENTS YEAR-BOOK 


Edited by Oscar Krisen Buros 
DIRECTOR, THE INSTITUTE OF MENTAL MEASUREMENTS 


THE 7TH MMY —THE LARGEST AND BEST OF A DISTINGUISHED SERIES 
-A MASSIVE 2 VOLUME WORK CONTAINING APPROXIMATELY 
2,000 PAGES PRESENTING . , . 
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An analytical name index listing nearly 
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journals, by 157 specialists. 
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Under ECT 


-Back with the game in 15 minutes 


"Following methohexitone induction for ECT 
the patient wakes in one to ten minutes quietly 
and fully, so that he tends to continue with 
whatever was occupying him immediately 
previous to the ECT, and within fifteen minutes 
is fit to leave." 

In ECT rapid recovery is not the only 
advantage of Brietal Sodium’. ECG studies 
have indicated that the risk of serious 
ventricular arrhythmia or myocardial 
ischaemia is less than with thiopentone.’ Post- 
suxamethonium apnoea and respiratory 
depression were found to be significantly less 
after Brietal Sodium than after two eugenol 


derivatives and the incidence of post-operative 
muscle pains was not significantly greater.” 
Duration of anaesthesia is adequate. 

The solution is aqueous, non-irritant and 
relatively stable. 

1. 1960 Anaesth, 15: 41] 

2. 1968 Arch Gen Psychiat,18: 605 

3.1964 Brit J Anaesth, 36: 307 


‘Brietal Sodium’ 


methohexitone sodium 


Eli Lilly and Company Limited, Basingstoke 
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D.P.M. 


Our postal course for this diploma has helped many students. 


Failure is expensive. Our course is not. 


Write for further details and instalment plan: 


MEDICAL CORRESPONDENCE COLLEGE 
19 Welbeck Street, London W.1 
Telephone: 01-935 8626 


(CANADA) 
PROVINCE OF BRITISH COLUMBIA 


has opening for 


SPECIALIST IN PSYCHIATRY 


Valleyview Hospital 
ESSONDALE, B.C. 


SALARY: 523,650 per annum 


To be responsible for direction and treatment programme within the institution; to supervise 
a medical staff and co-ordinate the activities of the various disciplines within the treatment 
team, c.g. Social Service, Clinical Psychology, Nursing, Occupational and Recreational 
Therapy, etc.; to participate in the overall planning of treatment service, and io prepare 
reports, 


Applicants must be Canadian citizens or British subjects with recognized degree of Doctor 
of Medicine and licensed, or eligible, to practise in the Province of British Columbia: certificate 
in the Specialty of Psychiatry by the Royal College of Physicians and Surgeons of Canada (or 
D.P.M. and acceptable experience; extensive experience in active psychiatric treatment, and 
in administration desirable}. 

Obtain applications from Civil Service Commission of British Columbia, Valleyview 
Lodge, ESSONDALE, B.C.. Canada, and return IMMEDIATELY. 

COMPETITION NO. 72199 
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TORONTO, CANADA 
Queen Street Mental Health Centre 


STAFF PSYCHIATRIST 


Salary range: $17,271 to $24,994 


The Centre is a progressive urban mental health centre of 615 beds, with 
extensive day care, after care and community programmes, and is part of 


the University of Toronto teaching network. Clinical Research is encouraged 


\ppointment with the Department of Psychiatry of the University ol 


Toronto may be arranged for the successful applicant, 


Qualifications: D.P.M./E.C.F.M.G 


Replies to: 

Dr. H. B. Durost 

Queen Street Mental Health Centre 
999 Queen Street West 


Toronto 3, Ontario, Canada 
















DUOPULSE 


NEW FULL RANGE ECT APPARATUS 


Also 


SOMLEC 


ELECTRO SLEEP APPARATUS 


Send for full details 


ECTRON LTD. 


KNAP CLOSE, LETCHWORTH, HERTS. SG6 IAQ 
ENGLAND 


Telephone: LETCHWORTH 2124 — Cables: ECTRON LETCHWORTH 


xvi BRITISH JOURNAL OF PSYCHIATRY, FEBRUARY 1072 


Serenace 


HALOPERIDOL 






tablets, liquid and ampoules 






























f ! 1 ! “The response of schizophrenic 
f id schizof hrenia patients to the drug (Serenace) 
mamia can almost always be seen within 
: . the first 24 hours and especially if 
childhood behaviour initially the parenteral route is 


disor ders decided upon." 

i Acta neurol, belg., X, 100-107, (1960) 
Serenace acts quickly *Haloperidol, appears to 
and safely to calm the aggressive ‘normalize’ activity, reducing 
and agitated patient without hyperactivity to a normal level 
inducing drowsiness, (but not a sedated one), and 
Serenace enables patients actually increasing activity in 
to derive full benefit from those (patients) who were 
rehabilitation therapy. originally under-active.” 
Serenace does not demonstrably Clinical Trials Journal, 2, 136, (1965) 
affect a child's learning ability. 
*Haloperidol was effective in 
treating a spectrum of psychotic 
symptoms, but seemed 
especially effective in controlling 
excitement, hallucinations, ideas 
of reference and delusions.” 


Je New Drugs, 6, 243-248, (1906) 





*5, . no serious toxic reactions 
have been reported and frequent 


laboratory research can be 
avoided." 





ium on Haloperidol and 





~ 2 
Searle 
Serenace is a registered Trade Mark 


Further information available on request 


G.D, Searle & Co, Lid., High Wycombe, Bucks. 
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The Retreat York 


For the Treatment of Psychiatric Illnesses 


This Private Registered Nursing Home at York of 275 beds, established 
in 1792, is managed by members of the Religious Society of Friends 
(Quakers), 

it combines psychological and physical investigations and modern 
forms of treatment for patients suffering from psychiatric illnesses, 
including drug dependence, and has a separate unit for the assessment 
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Do Mental Events Exist? Physiological Adumbrations 


By J. J. RAY 


In this paper, elaboration of a Realist answer 
to some of the classical questions of psychology 
and epistemology will be sought, starting from 
a knowledge of Soviet and Western findings 
in psychophysiology (particularly the work of 
Pavlov, 1932, and Hebb, 1949; see also the 
summary by Burt, 1968). The point of departure 
taken in the philosophical literature is the paper 
by Place (1969). This paper will adopt a 
reflexological model of brain function—with its 
implied view that memory is synaptically 
encoded. While this model has largely fallen 
into disfavour it is used here paradigmatically— 
to show that well-developed physiological 
models in general can provide a satisfactory 
account of ‘mental’ phenomena. 

The central expository device to be used here 
is theoretical consideration of a man who has 
had a microelectrode inserted in each cell of 
his CNS, each of these being connected to 
one of a vast array of oscilloscopes situated in 
front of him in a manner such that he can 
see at all times a representation of the electrical 
events going on in his brain. While such a 
preparation is not technically possible at the 
moment, the day when it may definitely be 
possible does not seem so far off at all against 
the historical perspective of the two or more 
millennia in which questions of epistemology 
have been discussed. Nonetheless the technical 
possibility as such ‘is really irrelevant here. 
Such a preparation is considered merely 
for its value as a model. It will be evident that 
with such a preparation we would be able to 
determine exactly what brain processes go on 
when particular mental events go on. In this 
paper, an attempt to predict the type of answers 
we would get will be made on the basis of 
present neurophysiological knowledge and 
theory. There will then follow some considera- 
tion of questions more purely epistemological 
In nature. 


A few stipulative definitions to start with: 
When ‘stimulus’ is used here, it will be used 
to mean any event which causes a neuron to 
discharge with a spike potential (‘neuron’ 
here will include those specialized cells which 
make up the classical sensory receptors). 
A discharge across a neuro-muscular synapse 
will also be called a stimulus (to muscle fibres). 
‘Response’ will be used here to mean a spike 
potential in any neuron or a contraction in any 
muscle tissue. From this definition, it will be 
obvious that the stimulus to one neuron or 
muscle fibre will very often be a part of the 
response of another neuron or muscle fibre. 
A ‘reflex’ will be used to refer to a structural 
feature of nervous tissue which predisposes one 
particular neuron or set of neurons to fire 
another particular neuron or muscle fibre 
(out of the many particular adjacent neurons 
or muscle fibres it could possibly fire). 

Let us go back now to our man with the 
wired-up brain. The responses shown on the 
oscilloscope are set up with a three-second 
time lag. He looks at a plain blue surface and 
then quickly looks at his oscilloscope array 
to find out what happened in his brain when 
he saw ‘blue’. He sees a myriad of events 
going on, all over his brain. Not discouraged 
he looks again and again at a series of objects 
all of the same blue shade. Eventually he 
notes that of all the brain events going on there 
is one and only one which coincides always 
with his seeing blue and which never occurs 
without his seeing blue. What then might he 
say? He might say: ‘Now I know what blue is’ 
or ‘Now I know what causes me to perceive 
blue’ or ‘Now I know what the perception of 
blue is made up of’. While we might feel 
confident of our ability to convince him that 
the first two of these statements need revision, 
it seems to me that, in the third statement all 
people but some philosophers would agree 
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that our ‘man is right and his statement is 
accurate, But' such a statement implies that 
the “total, set of brain events is the perception 
of blue; that.à perception is a brain process. 
Only the object perceived is blue. There is no 
need ‘of an. internal analogue to represent blue. 
To perceiye blue is to respond i in a certain way 
to a blue object. Even in dreams, what we see 
are things—not images. What does need 
explaining in dreams is that we see things at a 
time: when those things are not present. The 
explanation ‘of this is merely a particular 
technical problem. So perceiving that a thing 
is blue is not the same as seeing the brain process 
that goes on. when a person perceives blue— 
nor should it be. Blue is a property of the object. 
Perceiving is an activity of organisms. Accurate 
perceptions are adaptive responses in organ- 
isms, and misperceptions are unadaptive respon- 
ses in organisms. (A part of the reason why they 
are unadaptive is that they set off stimulus- 
response chains which may call for opposing 
effector actions at any one point in time.) 

The above is tantamount to a denial that 
there are mental events. When we close our 
eyes (and other receptors) what ‘mental’ 
events might go on? We could 'call up an 
image of an object— which is not quite like 
seeing an object. This is conceivably a con- 
ditioned response to a sub-vocalized or even 
non-vocalized verbal stimulus—and, like all 
conditioned responses, not quite like the un- 
conditioned response. We do in fact ‘see’ a 
modified object because brain activity goes 
on in accordance with known conditions for 
brain activity. 

To move out of the visual modality, we could 
also claim that we hear our own thoughts 
quite clearly. This testifies to the strength 
of the auditory conditioned responses to (sub- 
verbal) speech. At other times, brain activity 
may go on without verbalizations (or any 
‘central’ part thereof), but while in retrospect 
we may feel that something went on, we cannot 
‘say what it was—i.e. in this sense there was 
‘imageless’ (or non-verbal) thought. ‘Imageless 
thought’ then is any brain process not involving 
sub-vocal verbalizations or conditioned response 
perceptions of objects. 

Why is it that only some responses are 
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‘conscious’? When we ‘see’ an object a response 
takes place that has the quality of ‘consciousness’. 
Why do not all our responses have this quality? 
'he short answer is again that this would be 
unadaptive. Particular perceptual responses 
have their stimulus properties magnified by 
another, concurrent ‘orienting response’ (Lynn, 
1966). This ‘orienting response’ is a stereotyped 
set of physiological changes which occur in 
various degrees after stimuli of certain strength. 
As so far measured, it has always peripheral 
components, but in the case of weak stimuli 
there may be a purely central form of the 
response with no peripheral indicators. It is. 
stimuli eliciting orienting responses that we 
describe ourselves as being ‘aware of’ or ‘con- 
scious of’. Thus, when we open our eyes we 
respond to or perceive all the things before us. 
The strongest of all these responses however, 
will be accompanied by another, orienting, 
response and it is this strongest of responses 
which is conscious perception. For a person to be 
said to be conscious, orienting responses must 
be taking place in his central nervous system. 

Just as I become ‘conscious’ of objects in the 
external world, so I may become ‘aware’ 
of my own responses. Each response acts in 
turn as a stimulus for another response. That 
a response is triggered off is perception. If 
this response is accompanied by another, 
orienting response, I then become ‘aware’ 
of my original action. Thus I may come to 
‘know that I know'—when the perceptual 
response accompanied by an orienting response 
becomes itself a stimulus for a further response 
of like nature. At this point it becomes possible 
to define ‘perceptual’ versus ‘non-perceptual’ 
responses. A perceptual response is one that 
an orienting response could magnify. In humans, 
this is mainly the class of responses occurring 
in the cerebral cortex. Note that the difficulty 
of demonstrating unconscious conditioning is 
paralleled by the difficulty of demonstrating 
sub-cortical conditioning. 

From the foregoing it follows that while it 
may be true that we describe a disposition of a 
person when we say ‘he knows something’, 
to say that ‘he came to know something’ is 
not to describe a disposition he had but rather 
to assert that he had an orienting and a per- 
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ceptual response to a particular event that 
caused structural alterations in his brain; 
i.e. from that point on a reflex was established 
which was the mechanism for his having in 
future a disposition to respond in a way different 
to the way he would have responded had that 
perception never occurred. 

In vision, how is it that we see objects, 
although it is a light wave that actually pro- 
duces the receptor response i.e. how is it that 
we know the object to be ‘out there’ and not 
on our retina? This is an inference the brain 
learns to make using several cues. How does it 
learn? Reflexes are set up by the coincidence 
of certain visual cues with tactile stimuli. 
Distance receptors evolved subsequent to con- 
tact receptors and hence touch is the ‘final 
check’ (unconditioned stimulus) of visual im- 
pressions (compare our responses when con- 
fronted with the ‘bent stick’ illusion in water). 
Thus responses to tactile stimulus could be 
said to form first-order conditioned reflexes 
while some responses to visual cues are formed 
as second order or ‘generalized’ reflexes. 
Note, however, that the distinction between 
touch and distance receptors is only one of the 
nature of the characteristic stimulus. In both 
cases stimuli cause us to ‘perceive’ (or: ‘react to’) 
objects. The difference is that in one case we 
believe the stimulus event to involve only the 
object perceived (touch), whereas in the case of 
the distance receptors we have to learn otherwise. 

The inferences necessary with distance recep- 
tors may of course fail when the needed cues 
are attenuated. This has often been shown in 
distance perception and size constancy experi- 
ments. This shows that the ‘inference’ is 
in fact a conditioned response as dependent 
on appropriate stimuli as any other conditioned 
response. To say the ‘brain infers distance’ 
is to say that we respond ‘as if? the thing per- 
ceived were not touching our receptors. This 
is what the perceiving of a thing ‘out there’ is. 
We respond in such a way because that has 
been both learnt and selected for in evolution— 
and the reason such a response has been learnt 
and selected for in evolution is that the object 
really is ‘out there’. 

But when it is asserted that perception is 
made up of neural responses and nothing more, 
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someone will want to claim: that Watson 
(the founder of behaviourism) .was diserédited 
for just such an assertion when hé denied ‘that . 
mental events exist. This is not so. The failure 
of Watson was not that he denied mental events 
but that he also acted as if. brain processes 
too did not exist. Watson acted as if he believed 
that the only responses and stimuli which 
existed were those observable :from;, outside 
the organism without the aid of instruments. 
The remarks made here, on the other hand, 
if they have any implications for the direction 
of future psychological research, point rather 
to the importance of introspection; free associa- 
tion and other techniques which stimulate 
and disinhibit vocal muscle responses to neural 
outputs from the, brain. 

I will, however, heartily concur with Watson 
in claiming that mental events do not exist. 
How do we know there are mental events unless 
we perceive them? But how could we perceive 
them? We perceive objects and some of our 
own physio-chemical processes, but if one 
defines mental events as something beyond 
physio-chemical processes or objects then how 
can they be perceived? How can one know 
them? If mental events are an ‘aspect’ of brain 
processes, in what sense of the word ‘aspect’? 
I believe that if we are to retain the term 
*mental events! we may do so only if we use it 
as a term completely interchangeable with 
‘brain processes’. 

As a coda to the above considerations, 
Anderson’s (1962) suggestion that ‘mind’ is 
feeling rather than brain processes may be 
treated. Do we really think of emotions when 
we think of mental events? No. We think of 
emotions as somatic events. They are perceived 
in the same way as we perceive a blue object. 
The only difference is that the impulse comes 
from different receptors (visceral) and projects 
in a different part of the cortex. An emotion is a 
visceral conditioned response to stimuli per- 
ceived externally and then a conditioned stimu- 
lus for further motor conditioned responses 
(e.g. flight). The temporal order here is not 
important. As in the James-Lange theory, the 
motor action may also come as a direct con- 
ditioned response to external stimuli, with the 
emotional response subsequent. 
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The Continuum Model as a Resolution of Paradoxes in 
Manic-Depressive Psychosis 


By J. H. COURT 


A wealth of experimental and descriptive 
studies has appeared in recent years seeking 
to answer some of the fundamental problems 
posed by the affective psychoses. Advances in 
psychopharmacology and biochemical tech- 
niques have resulted in discoveries which suggest 
that the solution to the disorders of mood may 
be close by. However, the answers obtained from 
research are influenced by the questions asked, 
and it will be argued here that oft-repeated 
presuppositions about the nature of manic- 
depressive psychosis may be hindering progress 
in its elucidation. 

In 1967 Schou remarked ‘we may still 
lack . . . a proper model of the manic-depressive 
patient’. It has been proposed elsewhere 
(Court, 1968) that the relationships between 
mania and depression are better conceptualized 
as on a continuum away from normality, with 
mania a more severe departure than depression. 
At that time, ten lines of argument were ad- 
vanced to support such a view; these, though 
not sufficient to prove the point, provided a 
basis for further observation and prediction. 
A few months later similar conclusions were 
reached in a paper by Whybrow and Mendels 
(1969) drawing on different types of evidence, 
though in this case a triangular model was 
advanced, 

These two models make it possible to generate 
predictions which can be tested and compared 
with the more traditional bipolar model. 
This latter model has been almost universally 
assumed in the literature. Schildkraut (1965) 
reviewed the evidence for bipolarity in identi- 
fying catecholamine disturbances as a signi- 
ficant feature, while those who represent mood 
scales in visual form (Jenner et al, 1967; 
Klein and Nunn, 1945; Levison, 1970) in- 
variably adopt the same convention. Although 
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the bipolar model has had such widespread 
acceptance, it has not proved equally fruitful 
in the development of effective therapy, and 
there are now indications that some who are 
deeply involved in research in this field have 
reservations about its continued use (Whybrow 
and Mendels, 1969; Coppen et al., 1969; 
Davis, 1970). Predictions from the continuum 
model differ so radically from the bipolar 
model (in many cases being completely oppo- 
site) that it is possible to identify with some 
clarity evidence which favours one rather than 
the other. The triangular model of Whybrow 
and Mendels generates different predictions 
from either of the other two, but since it is 
broadly similar to the continuum ‘model it will 
be considered briefly after a direct comparison 
of the bipolar and continuum models. Evidence 
to be presented here will not duplicate the 
earlier evidence but will supplement and extend 
it with additional material now available. 


I 
PREDICTIONS BASED ON THE BIPOLAR MODEL 


1. In behaviour, manics will be fast, depressives slow. 

This is apparently true, in that observations 
of gross behaviour show an unmistakeable 
polarity from overactivity to retardation (though 
stupor may occur with either mania or depres- 
sion). Similarly, when behavioural indices 
like handwriting and speech are considered, 
differences range either side of normal in a 
fashion consistent with bipolarity. However, 
these superficial observations are not neces- 
sarily of aetiological significance. At a more 
fundamental level, and the level to which 
therapy must be directed, it is proposed that 
the manic is better thought of as more severely 
ill in a different way. King (1969) has pro- 
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posed a subdivision of motor activity into 
neuromotor, psychomotor and perceptuomotor 
functions, and it is at the level of psychomotor 
functions that correlations with psychopatho- 
logical disturbance most clearly emerge. The 
psychomotor performance of manics and depres- 
sives previously cited (Court, 1968) in support 
of the continuum model has now received con- 
firmation in a double-blind drug trial (Court 
and Mai, 1970). A series of manic patients 
demonstrated a significant correlation between 
simple reaction time performance and changes 
in clinical status—the more severe the manic 
episode, the slower was RT performance. 


2. Levels of activation, or ‘arousal? will be at 
opposite poles. 

The obvious expectation, based on clinical 
observation, would be that depression will be 
associated with low arousal and mania with 
high arousal. That depression is associated 
with high arousal has been documented by 
Whybrow and Mendels (1969) with reference 
to EMG, EEG, alpha blocking and sleep 
studies. Further evidence for muscular hyper- 
reactivity in depression was given by Martin 
and Rees (1966). That the manic patient has a 
comparable sleep disturbance is given support 
by Hawkins et al. (1968) and Mendels (1969). 
Reporting on an extended series of patients, 
Winokur, Clayton and Reich (1969) state that 
‘insomnia is the hallmark of depression. Like- 
wise, it is an almost universal component of the 
manic state...’ (p. 72), and they stress that 
terminal insomnia was evident in 49 per cent 
of their manic patients. 

These data fail to confirm predictions from 
the bipolar model, but are consistent with the 
continuum model. It should be added, however, 
that with the very wide usage of the term arousal 
and the lack of correlation between measures 
employed one could also predict some low 
arousal measures in both mania and depression 
if Claridge’s view (1970) is correct viz. that the 
psychoses are characterized by a dissociation 
of arousal measures. 


3. The probability of a manic episode occurring will 
be equal to the probability of a depressive episode. 
Since the bipolar model postulates deviation 


from normality in opposite directions, there 
are no a priori grounds for expecting one type 
of deviation more than the other. By contrast, 
the continuum model assumes that depression, 
being the less severe disorder, will appear 
first and more frequently than the manic 
reaction. Ín order to determine the relative 
frequency of episodes it is important to examine 
only studies where both types of reaction occur. 
The relatively greater incidence of so-called 
unipolar depressives could artificially inflate 
the figures to favour the continuum model 
since it is probable that they are genetically 
dissimilar to true manic-depressive psychosis 
(Perris, 1966; Cadoret, Winokur and Clayton, 
1970). 

The onset of manic-depressive psychosis 
has now been reported in two studies. Perris 
(1968) found that 66 per cent of his series of 
131 bipolar patients had a depressive episode 
first and he concluded that ‘in line with known 
data, it could be demonstrated that in bipolar 
patients the disease begins with depression 
more often than with mania’. By apparent 
contrast, Winokur et al. (1969) found that 
61 per cent of their 61 patients first exhibited 
a manic episode: It is impossible to distinguish 
the unipolar depressed patients from others in 
the reports of Kinkelin or Lundquist (see 
Perris, 1968), It might appear that the evidence 
from Perris and Winokur et al., is contradictory 
but the latter study also carefully documents 
an important observation which will be con- 
sidered further, viz. that most manic episodes 
were actually preceded by a period of depression. 
Thus there is evidence, to be strengthened 
below, that first onset is more likely to be 
depressive than manic. 

The relative frequency of episodes gives a 
different measure of the same prediction. 
Perris (1968) quotes Leonhard as finding a 
predominantly depressive reaction in 25:6 
per cent of his 117 patients, 56:4 per cent 
showing both manic and depressive reactions 
equally, but only 17:9 per cent showing a 
predominantly manic reaction. Perris himself 
found a predominantly depressive reaction 
in 50 per cent of cases, 18 per cent had an equal 
distribution and 32 per cent had a predominantly 
manic reaction. Pooling these data indicates 
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a frequency of predominantly manic reaction 
of only 25:4 per cent compared with 38:3 
per cent predominantly depressive reaction. 

The incidence of mania constitutes a third 
line of evidence. The declining incidence of 
mania in hospital admissions (Lachman and 
Abrams, 1963) has already been related to 
predictions from the continuum model (Court, 
1969), but the striking rarity of unipolar 
manic reactions also deserves attention. Instead 
of finding unipolar depressions and unipolar 
manias equally distributed, as the bipolar 
model might suggest, the continuum model 
would predict a complete absence of unipolar 
manias. Perris (1966, 1968) found his material 
included 138 bipolar patients and 139 uni- 
polar depressed patients but only 18 unipolar 
manias and observed that the series was ‘too 
small to allow of any conclusions’. 


4. The onset and remission of manic and depressive 
episodes need not be related. 

Studies of the course of manic-depressive 
psychosis which adopt a bipolar model identify 
the number and frequency of each type of 
episode. In general, periods of normality are 
assumed between episodes, but in their absence 
the adjectives ‘cyclical’ or ‘circular’ are used. 
This model therefore, allows many relationships 
between mania and depression—they may occur 
independently or follow one another so closely 
that no normal period intervening is identi- 
fiable. 

By contrast, the continuum model predicts 
that while a patient may move in and out of 
depression without mania appearing, the con- 
verse is not true. The manic patient should 
first exhibit depressive features (however briefly 
and mildly) and on recovery the cycle should 
be reversed, with depression preceding a return 
to normality. One might also find depressive 
features co-existing with an ongoing mania— 
an observation which would be in complete 
conflict with the bipolar model. That this 
state of affairs was not reported in the literature 
was an embarrassment to the continuum model 
(though the appearance of depression as the 
precursor of mania was well described by 
Kraepelin (1921)). The detailed documentation 
by Winokur et al. (1969) of their series of 


COURT 135 


patients brings out for the first time in any 
numbers the relationships predictéd by the 
continuum model. Regarding onset, they found 
that ‘in the various decades from 15 to 69 
years, manias were preceded by depressions 
30 per cent to 74 per cent of the time. . . others 
had "minor" depressive mood swings or hints 
of depressive behaviour prior to the onset of 
mania’ (p. 56). They believe their quoted 
figures to be ‘a minimum’, but in considering 
the possibility of mania always being preceded 
by depression they conclude ‘our clinical im- 
pression is that the depression prior to the onset 
of mania is not invariable’ (p. 57). 

The continued association between depression 
and mania is equally succinctly expressed in the 
Winokur et al., study. ‘In 68 per cent of the 
cases, evidence of depression could be found 
while the patients were in the hospital and 
still manic. Depression after the manic episode 
was an equally significant problem’ (p. 79). 
Although the bipolar model has been adopted 
by these authors, such findings are paradoxical 
indeed, yet entirely consistent with the con- 
tinuum model. Their summary statement 
epitomises what may be predicted from the 
continuum model—'The manic episode of 
manic-depressive psychosis is triphasic, be- 
ginning and ending with significant depressive 
mood swings’ (p. 80). 

Findings consistent with the above arose 
from the administration of the Symptom Sign 
Inventory (Foulds and Caine, 1965) to manic 
patients throughout treatment (Court and Mai, 
1970). Although clearly manic, a significant 
number of depressive responses was given. 
In contrast to a negative correlation between 
manic and depressive scores required by 
the bipolar model, a positive correlation was 
obtained. 


5. The mixed state should not occur. 

If depression and mania are indeed at 
opposite poles, with normality between, it is 
impossible to conceptualize a location for 
mixed states. Silverman (1969) asserted that 
such states occur so rarely that there is no need 
to incorporate them in a model. However, the 
continuum model does allow for such a possi- 
bility, with an intermediate stage between 
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depression and mania where patients may stay 
for a period or pass through briefly. The in- 
herent incompatibility of emotions associated 


with this state would lead one to expect it to 


occur only briefly or rarely. 

The findings of the previous section, showing 
that symptoms of depression and mania often 
coexist, strengthen the case for the continuum 
model rather than the bipolar model. In 
addition, however, Winokur et al. (1969) 
applied the diagnosis of mixed manic-depressive 
‘psychosis to ro of their patients and had evidence 
of 18 such episodes among their 61 subjects. 
The appropriateness of locating this mixed 
state between the more clear-cut manic and 
depressive phases of the cycle is evident from 
those patients with a mixed state who showed 
diurnal rhythm. ‘Five of the patients who had 
diurnal variation showed a change in the polarity 
of mood during the day. One patient was manic 
in the morning and depressed at night, and 
four patients were depressed in the morning 
and manic at night’ (p. 8r). 


II 


: COMPARISON OF THE CONTINUUM MODEL WITH 
THE TRIANGULAR MODEL 


Much of the evidence cited above could be 
taken to support either the continuum model 
of Court (1968) or the triangular model of 
Whybrow and Mendels (1969; Mendels, 1970). 
However, there are two main points of difference 
which deserve consideration. The triangular 
model assumes that both mania and depression 
represent a departure from normality such 
that each may be represented by one of the 
apices of a triangle. It follows that a move 
towards mania does not necessarily imply 
the presence of depression before or after. 
The mixed state is conceptualized as appearing 
between the manic_and depressive apices. 
Thus it further follows that no prediction is 
made about the relative severity of each phase. 

The crux of the continuum model, on the 
other hand, is that the manic reaction is a more 
severe condition than the depressive reaction. 
The traditional'use of ECT and the biochemical 
work of Coppen” (1965) have been adduced 
as evidence: for this viéw, together with psy- 


chomotor data (Court, 1968). To these one 
may now add the description of the triphasic 
disorder (Winokur, Clayton and Reich, 1969) 
which has all the hallmarks of going to and 
from an extreme position via a less extreme 
one. Moreover, while the Symptom-Sign 
Inventory is less than ideal for demonstrating 
relative severity at a given point in time 
(since some items are biographical rather than 
related to present emotional state), support may 
be found through the similar approach of 
Platman et al. (1969). The Emotions Profile 
Index, a paired comparisons technique requiring 
response to 12 affect words, was given to manics 
and depressives while ill and when in remission. 
The authors concluded that ‘it might be argued 
that the apparent denial or confusion of the 
manic patient indicates that mania is more 
primitive or more maladaptive than is depres- 
sion’. 

There are, therefore, indications from several 
sources that mania may be conceptualized 
as a more severe reaction than depression. 
Furthermore, evidence for depression occuring 
before and after mania in a triphasic fashion 
is more in keeping with the continuum model 
than with the triangular model. 


III 
THe CATECHOLAMINE HYPOTHESIS 


Although the bipolar model appears to 
obtain strong support from the catecholamine 
hypothesis of affective disorders proposed by 
Schildkraut (1965), the two are not synonymous, 
and therefore deserve separate consideration. 
A flood of papers in the last few years has 
presented findings concerned with catechol- 
amine metabolism such that a relationship 
between amines and emotion is beyond reason- 
able doubt (Schildkraut and Kety, 1967). 
However, what the nature of that relationship 
may be is still in doubt. At first sight, it would 
appear that the depressive phase of manic- 
depressive psychosis is associated with low 
levels of cerebral monoamines, while the manic 


. phase is associated with high levels. From this 


it is easy to assert the bipolar nature of the 
disorder, and the aims of therapy are clear. 
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Evidence of lowered levels of cerebral amines 
in depression has accumulated from experi- 
mental work and drug studies to the point 
that this aspect of the problem is in no doubt. 
The present situation has been thoroughly 
reviewed recently by Davis (1970). However, 
the evidence relating to mania has scarcely 
been documented. 

It would be fruitless to survey the entire 
literature in this field for the purpose of the 
present discussion. Much of it is mutually 
consistent and has already been incorporated 
into what is fast becoming an entrenched 
view that the secrets of the affective disorders 
lie hidden within the confines of catecholamine 
metabolism. Workers as far apart as America 
(Schildkraut, 1965), Russia (Baru, 1968) and 
Japan (Takahashi et al., 1968) are representative. 
Rather than seek to turn aside the flood which 
no doubt has much to contribute, it may help 
at this point simply to observe some of the 
eddies and whirlpools which indicate that 
some aspects of the truth lie elsewhere. 

(a) As well as those interested in catechol- 
amine metabolism there are others who look 
hopefully to the indoleamines. Of these Coppen 
(1965) has been the most vigorous, and he has 
received recent support from Curzon (1969) 
and Glassman (1969). It is clear from all these 
workers that the evidence relating amine 
metabolism to affective disturbance is much 
more clearly defined in relation to depression 
than to mania. It is significant that in his 
reviews of evidence Glassman summarizes 
with a series of questions rather than assertions. 

(b) Against the mainstream of evidence 
appear a few studies with contrary findings 
which nonetheless have the ring of truth. 
Among depressed patients lowered excretion of 
norepinephrine is the usual and expected 
finding. Significantly increased levels have 
been reported by Curtis ¢ al. (1960) and 
Bunney et al. (1967). Among manic patients, 
raised levels of 5HIAA would be expected 
from a bipolar model, yet Dencker et al. (1968) 
and Coppen et al. (1965) reported lowered 
levels, and observed that ‘in no series of manic 
patients has an elevation in CSF 5HIAA 
been reported; on the contrary, mania seems 
to be similar to depression in that manic 
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patients have very low levels of 5HIAA 
in the CSF,’ 

(c) Even allowing that the monoamines 
generally are implicated, it is by no means 
clear whether the relationships reported -have 
any causal significance. It is a tribute to the 
integrity of those reporting their data that they 
so frequently question both the reliability and 
the significance of their findings. However 
carefully urinary excretions are assayed, the 
link between levels of urinary metabolites and 
the availability of cerebral amines is a tenuous’ 
one. Even at a spinal level the relationships 
are not completely established. ‘... it has not 
been shown beyond doubt that the 5-hydroxy- 
indoleacetic acid in cerebrospinal fluid is 
derived from brain 5-HT’ (Coppen, 1969). 
The probable presence of a deep storage pool 
as well as a superficial pool for central mono- 
amines (Coppen, 1969) and the uncertain 
influence of the blood-brain barrier illustrate 
the sources for error in interpretation of results. 

Perhaps the most important reservation 
relates to the question of causality. Although 
it is clear that the drugs effective in the treat- 
ment of affective disorders are associated with 
changes in monoamine metabolism, does clini- 
cal change occur because of these metabolic 
shifts or are they simply concomitant variations? 
Are they, in fact, little more than sophisticated 
measures of the polarity apparent in gross 
behaviour? Schildkraut et al. (1965) were 
able to show a consistent relationship between 
normetanephrine excretion and alterations in 
clinical state (measured on the Hamilton 
Rating Scale), but were unable to correlate 
excretion levels with drug administration. 
Schildkraut and Kety (1967) refer to Karki 
(1956) in stating that 'caution must be exer- 
cised, however, in interpreting such data as the 
urinary excretion of norepinephrine and meta- 
bolites, since factors other than affective state, 
for example muscular activity, may produce 
significant changes’. Steinberg et al. (1969), 
studying normal subjects under conditions of 
sleep deprivation, found a rise in excretion 
rates of norepinephrine and epinephrine. 


They postulated that sleep depriyation may 

have constituted a s i 

for these changes. j 1 
M 
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catecholamine excretion is raised in association 
with transitory stress, while Whybrow and 
Mendels (1969) conclude that such findings 
*may reflect a general response to stress rather 
than etiologic disruption of amine metabolism’. 
Rubin and Overall (1970) question their 
own data more rigorously than most, especially 
since mood variation was found to antedate 
biochemical shift by several days. They con- 
cluded that ‘urine biochemical variables were 
. peripheral reflections of alterations in meta- 
bolic pathways that were secondary to changes 
in specific central nervous system influences’. 
Davis (1970), recently reviewing the present 
status of the biology of affective disorders, 
offers a most cautious evaluation of present 
knowledge and comes to the conclusion that 
‘mania and depression are not necessarily 
bipolar’. There are, in short, indications 
that disturbed catecholamine metabolism pro- 
vides information about changes occurring 
under conditions of stress, and these include 
affective disorders, but if manic-depressive 
psychosis is in some sense caused by biochemical 
disturbance the primary cause has yet to be 
identified. At this point in time it appears that 
electrophysiological studies of sodium balance 
may prove more fruitful, in view of the clear 
effects of lithium. That lithium has therapeutic 
effects in depression (Dyson and Mendelson, 
1968; Fieve et al., 1968; Goodwin et al., 1969) 
as well as in mania, and that the redistribution 
patterns in both phases are similar (Greenspan 
et al., 1965) favour the continuum model in 
preference to others. While the evidence 
indicates that lithium is not powerfully thera- 
peutic in depression, even though a prophy- 
lactic effect is generally recognized, it should 
be noted that when a therapeutic effect is 
observed it is associated with the manic- 
depressive in contrast to the unipolar depressive 
patient (Gattozzi, 1970). Thus again it seems 
important to distinguish the genetically distinct 
group of manic-depressives from unipolar 
depressives. 


IV 
CONCLUSIONS 


Evidence has been presented, largely from 
the literature of the last three years, which 


contributes to an understanding of manic- 
depressive psychosis. A substantial number of 
studies provide additional support for the 
continuum model rather than the conventional 
bipolar model. The merits and limitations of the 
triangular model have also been considered. 
It remains necessary to examine what may be 
the implications of the continuum model for 
therapy and research. 

I. It must be stressed that the model is 
essentially concerned with therapeutic con- 
siderations. A bipolar model may remain 
helpful if one is concerned simply to evaluate 
overt behavioural change, but where therapy 
is planned the implications of the continuum 
model are at times exactly opposite to those 
derived from the bipolar model. For example, 
when a manic patient becomes depressed, it has 
traditionally been assumed that he has ‘gone 
too far’ and opposite (anti-depressant) therapy 
has logically been instituted. The continuum 
model would indicate that the appearance 
of depression is a favourable sign of a move 
towards recovery, and while anti-depressant 
therapy may be introduced there is no need 
to discontinue whatever anti-manic treatment 
was in use. From the standpoint of psycho- 
analytic therapy, this view receives support 
from Garma (1968) who says that he ‘considers 
that a manic patient has improved when during 
treatment he becomes depressed’. 

2. The value of any research effort is very 
much influenced by the measuring instruments 
used. Rating scales are commonly included, 
but almost without exception, a bipolar 
assumption is incorporated in their design. 
Positive and negative scores are used to indi- 
cate deviations from zero, though at times 
deviations incongruously appear in both direc- 
tions simultaneously. It is a reflection on their 
inadequacy that most of the scales used remain 
unpublished. Measures which make no assump- 
tions about polarity may lead to more fruitful 
conclusions and the Emotions Profile Index 
(Platman et al., 1969) deserves further study. 

3. Psychological tests have not commonly 
been used in situations where frequently 
repeated measures are required, because of the 
problems of methodology (e.g. practice effects). 
However, it is now apparent that psychomotor 
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measures show only minimal practice effects 
and yet are entirely suited to following the 
course of psychotic disorders, irrespective of 
diagnosis. King (1969) states that ‘whenever 
the balance of total organismic factors is 
affected by strong emotion, marked physiologic 
imbalance, or structural damage to the central 
nervous system—great enough to produce 
clinically reliable disorganization of adaptive 
behaviour—the psychomotor adequacy of the 
individual may be shown to be affected pro- 
portionately' (p. 99). 

4. The search for effective treatments for 
mania may well turn in a different direction 
if the continuum model proves its value. 
Attempts to use methysergide on grounds 
dictated by the bipolar model (that it is a 
tryptamine antagonist) have proved anti- 
therapeutic. Patients, instead of improving 
on methysergide, either deteriorated or at best 
were unimproved (Court and Mai, 1970). 
'This is also the reported experience of Coppen 
et al. (1969) and Fieve, Platman and Fliess 
(1969). Conversely, the effective use of lithium 
in depression (Dyson and Mendelson, 1968; 
Fieve et al., 1968; Goodwin, et al. 1969) as 
well as in mania is paradoxical in bipolar terms. 
It would appear that drugs for mania will 
need to have properties similar to the anti- 
depressants rather than antagonistic to them. 


V 
SUMMARY 


Lines of evidence have been presented in 
further support of the continuum model of 
manic-depressive psychosis, in contrast to the 
more generally held bipolar model. In order 
to crystalize the evidence, the arguments 
previously presented, together with those now 
advanced, will be summarized so that the reader 
may evaluate the evidence independently. 

The bipolar model has as its chief support the 
evidence from behaviour changes which appear 
opposite in character—from retardation to 
over-activity. Secondly, the apparent bipolarity 
of mood from depression to mania has been 
repeatedly claimed. 

In defending the continuum model as an 
alternative, the first observation is not questioned 
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but the second is. The positive points which 
support the continuum model, but are in 
conflict with the bipolar model, are as follows: 

1. The transition which commonly occurs 
from depression to mania and vice versa, without 
normality intervening. 

2. The addition of stress to a depressed 
patient which often results in mania. 

3. The same forms of therapy prove effective 
both in mania and depression—this applies to 
ECT, anti-manicand anti-depressant medication. ` 

4. The triphasic character of the disorder 
with depression existing before, during ‘and 
after manic episodes. 

5. The existence of ‘mixed’ states. 

6. Psychophysiological and biochemical find- 
ings which present similarities of disturbance, 
with manics sometimes showing the greater 
disturbance. 

7. Psychomotor performance which shows 
similar types of dysfunction but manics more 
impaired. 

8. The relative frequency of mania and 
depression, both in population studies and in 
individual cycles. 

g. The almost total absence of patients 
experiencing mania without depressive episodes. 

While the continuum model is nothing new 
to the psychoanalysts who ‘seem to agree that 
mania and depression are closely related’ 
(Rosenfeld, 1963), it is undoubtedly time for 
those concerned with the application and the 
development of the physical therapies to ques- 
tion the assumptions of the bipolar model. 
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Cluster Analysis: A Brief Discussion of Some of the Problems 


By B. S. EVERITT 


INTRODUCTION 

In the last two years psychiatrists, amongst 
others, have become aware of the technique 
of cluster analysis, and having obviously decided 
that this technique may be useful have applied 
it to sets of data (e.g. Pilowsky et al., 1969; 
Paykel, 1970), and in some cases drawn con- 
clusions about the results. This paper will 
attempt to point out some of the problems of 
this type of analysis, in the hope that in the 
future casual users of the technique may be 
more aware of its possible pitfalls. 

Cluster analysis is a technique which, in 
simple terms, attempts to divide a supposedly 
heterogeneous set of data into homogeneous 
groups or clusters. In the psychiatric field the 
data usually consists of a set of p scores for each 
of N individuals, and we attempt to form groups 
of individuals who are as alike as possible and 
unlike individuals in other groups. The reason 
for clustering may be to simplify the description 
of a large set of data, to investigate some pro- 
posed hypothesis about the data, or perhaps to 
suggest an improved classification scheme for 
the mentally ill. 

Very many methods are available which 
attempt to achieve the objective stated above. 
Most have been developed in the last ten years. 
The majority of methods operate on a similarity 
matrix between individuals, where similarity 
may be defined in a large number of ways. e.g. 
Correlation Coefficient, Euclidean Distance etc. 
Also most methods operate by attempting 
to maximize some criterion of clustering. 
For example, one such criterion might be 
between group distance, and we will divide 
our data into groups so as to maximize this. 
Some of the more recent methods of cluster 
analysis are due to Boulton and Wallace, 1970; 
Friedman and Rubin, 1967; MacQueen, 1966; 
Ward, 1963. 

The technique of cluster analysis is heavily 
beset with problems. One of the main ones is 
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that the clustering problem is not well defined, 
since a cluster is not a well defined concept, 
and it may be as suggested by Gower, 1967, 
that no single definition is sufficient. Some 
methods of cluster analysis are better at finding 
clusters of a certain shape than others (for 
example most of the methods in common use, 
are good at finding clusters which are spherically 
distributed about their centres, but are very 
bad at finding, for instance, long parallel 
clusters). However, as a friori we have no parti- 
cular reason to believe our clusters are more 
likely to be one shape or another, we have 
no a priori reason for picking a particular 
clustering method to use on our data. This, of 
course, would be no problem if all the tech- 
niques of cluster analysis applied to the same 
set of data gave the same groups, but tbis is 
decidely not so, and, as shown in a paper by 
Everitt (1971), different techniques of cluster 
analysis applied to the same set of data may 
give very different results. So we have, in 
practice, the problem of validating any clusters 
found. It is obviously not enough to run our 
data on a single method of cluster analysis, 
however good this method may be thought to be, 
and however reasonable the clusters found 
seem to be to the experimenter. (Humans, in 
particular psychiatrists, seem to be very good 
at assigning labels to the groups, once these 
have been found.) Àn obvious and simple way 
of partially overcoming this is to run the data 
on more than one clustering technique of 
different types, and accept as definite entities 
only those clusters which are found by all the 
methods. This is the technique used in Everitt 
et al., 1971. 

Another basic problem is the choice of 
variables to measure on our individuals and 
to submit to the clustering technique. As far 
as measurement goes, the variables should 
obviously be relevant to the type of classifica- 
tion we hope to produce. For example, if we 
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are hoping to cluster a sample of psychiatric 
patients for the purpose of investigating the 
reaction of different types of patient to some 
therapy, it is little use measuring such things 
as height or weight or other vital statistics, 
because on these variables the clusters produced 
are most likely to be males and females (we 
hope!) We also have other problems con- 
cerned with the input variables, such as whether 
to standardize; and also in psychiatric work 
we usually have the problem of having too 
` many variables. The problem of standardization 
is important, because, as shown by Fleiss 
and Zubin (1969), standardization can lead 
to dilution of differences between groups on 
the variables which best discriminate between 
the groups. The problem of too many variables 
is a purely technical one due to the fact that 
the time taken by most clustering methods 
increases enormously with increase in number 
of variables. Perhaps the best way to overcome 
both these problems is to perform a principal 
components analysis before the cluster analysis, 
and use the first few principal component 
scores for each individual as the input for 
the clustering technique. 

A further problem is that of sub-optimal 
solutions. As stated previously, many clustering 
techniques may be formulated as attempts to 
maximize some criterion, such as between-group 
distance. Therefore, assuming that our criterion 
is a reasonable one for forming clusters (and 
this is not always the case for some criteria 
in use; see Everitt, 1971), we should only have 
to consider every partition of our N individuals 
into g groups (the problem of choosing g is 
discussed below), and pick that partition 
which gives the highest value to our criterion. 
However, the number of possible partitions 
is enormous, for example if N= 19, g= ro 
the number is 477,296,900,000, and we cannot 
possibly consider every one even with the 
fastest computers available. What most methods 
try to do is a non-exhaustive search, in a 
systematic manner, only keeping a new parti- 
tion if it causes our criterion to increase. In 
this way we hope to achieve a local maximum 
of criterion not too far away from the overall 
maximum. Because of this, some methods allow 
sets of data to be run several times using differ- 
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ent starting partitions, which will generally 
lead to different final partitions (although in 
the case of clearly structured data the differ- 
ences should be very small). From these different 
final partitions we pick that one which gives 
highest value to our criterion. If the particular 
method being used allows this, it should 
always be done. 

Finally we come to the very difficult problem 
of how many groups are there in our data. 
Obviously if there is only one group cluster 
analysis is not needed, although most methods 
will happily divide data of this type into 
‘pseudo-groups’; and, as stated before, once 
groups are found the experimenter is usually 
expert in justifying their existence. Various 
methods have been proposed for "indicating 
how many groups there are in a set of data, 
but none of these have a very high accuracy 
rate. Perhaps one of the best is the likelihood 
ratio test given in a method of cluster analysis 
due to Wolfe (1970). Indeed, Wolfe's method 
has much to recommend it, not least the fact 
that it is based on some statistical model. 
The problem of deciding the ‘best? number 
of groups into which to partition a set of data 
must really be considered unsolved, and in 
general user evaluation is the criterion used. 
Hopefully some method will be developed, but 
until then users should keep in mind that ‘groups’ 
found may only be the extremes from a single 
distribution. 

CONCLUSIONS 

The availability of computer packages for 
classification has led to many psychiatrists 
(and others) using the methods on their data 
without much thought as to the problems 
involved. This can lead to results and conclu- 
sions which, to say the least, are suspect. 
Much more work needs to be done on the 
clustering techniques in use, such as applying 
them to sets of data of known structure, to 
investigate which of them are ‘good’ and which 
‘bad’ methods (at the moment I would suggest 
that most methods are nearer the ‘bad’ than 
the ‘good’ end of the scale). Meanwhile if an 
experimenter decides to use any one method 
he will do well to bear in mind the remarks of 
the previous paragraph before coming to 
any firm conclusions. 
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Depressive Typologies and Response to Amitriptyline 


By E. S. PAYKEL 


The aims of this paper are to report findings 
from the use of an empirically derived typology 
to predict response of depressed patients to 
amitriptyline, and to compare this typological 
prediction with predictions from two other 
classifications of depressed patients, one tradi- 
tional and one newer. 

The most commonly used classification. of 
depressed patients has been the traditional 
clinical division into two groups loosely labelled 
in overlapping terminologies as psychotic or 
endogenous, and neurotic or reactive (21). 
There is moderate evidence that patients re- 
garded as psychotic or endogenous show a 
better respense to tricyclic antidepressants 
(2, 4, 8, 22). This hypothesis has, however, been 
challenged (24). 

An alternative classification intended to 
predict treatment outcome has been described 
by Overall, Hollister and colleagues (15). 
Using a computer classification procedure they 
derived three groups, labelled anxious, hostile 
and retarded depressives. Retarded depressives 
responded best and anxious depressives worst 
to tricyclic antidepressants; anxious depressives 
responded best to phenothiazines, while hostile 
depressives did not respond particularly well 
to either class of drug (6, 15). Relationships 
in patient assignment between the Overall- 
Hollister typology and the psychotic-neurotic 
dichotomy have not been reported directly 
though retardation has been regarded as one 
characteristic of psychotic depressives (7, 13). 

In a previous paper, Paykel (17) reported a 
four-group typology of depressed patients 
derived by applying a multivariate cluster 
analysis procedure for grouping individuals 
to clinical ratings of a heterogeneous sample of 
depressed patients. The four groups were 
interpreted as psychotic depressives, anxious 
depressives, hostile depressives, and young 
depressives with personality disorder. Psychotic 
depressives were the oldest and most severely 
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ill, often with depressive delusions. They gave 
high scores for such phenomena as guilt, 
retardation, anorexia and delayed insomnia 
typically associated with psychotic or endo- 
genous depression. There was less evidence of 
stressful events preceding onset of the episode, 
or of premorbid neuroticism. Anxious depres- 
sives were moderately depressed, but with an 
admixture of anxiety and minor neurotic 
symptoms such as fatigue, obsessional symptoms 
and depersonalization. They tended to have 
had previous episodes, and had high scores on a 
self-report scale of premorbid neuroticism. 
They appeared to be a middle-aged neurotic 
group. The third and fourth groups consisted 
of younger patients, and differences between 
them were less striking. The group labelled 
as hostile depressives showed evidence of a good 
deal of hostility and self-pity. The young depres- 
sives with personality disorder were young 
patients with relatively milder depressions 
overall, but with marked fluctuations of mood 
related to environmental changes. Histories 
showed a high incidence of disturbed social 
relations suggestive of personality disorder, 
This four-group typology appeared to overlap 
with both the psychotic-neurotic dichotomy 
and the Overall-Hollister typology. 

The original sample of depressed patients 
used to derive this typology received treatment 
which was diverse and uncontrolled. This 
paper will report the use of the typology in a 
new depressive sample to predict outcome of 
four weeks treatment with a single medication, 
the tricyclic antidepressant amitriptyline. Find- 
ings, as to both group assignment and treatment 
response, will be compared with the psychotic- 
neurotic clinical dichotomy and the Overall- 
Hollister typology. 

METHODS 
Subjects 

Subjects for the study were 85 female depressed 

patients, aged 25-60. They were consecutive patients 
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included in the preliminary treatment phase of 
a two-clinic controlled trial of maintenance treat- 
ment of depressed patients (12). Fifty-four of the 
subjects were treated at one centre and 31 at the other. 
The prime criterion for inclusion was depression of at 
least two weeks duration and of sufficient intensity 
to be rated at least seven on a scale of range 3-15 
obtained by summing separate scores of 1—5 for 
verbal report, observed behaviour, and secondary 
symptoms of depression (22). Patients were excluded 
if the depression appeared secondary to another 
predominant syndrome, for instance, schizophrenia. 
Also excluded were alcoholics, drug addicts, patients 
with subnormal intelligence, serious physical illness, 
those receiving ongoing intensive psychotherapy, 
and those who had received an adequate course 
of a tricyclic antidepressant in the last six months 
with failure of response. 


Treatment 

All patients were treated with amitriptyline, in 
flexible dosage within the range of 100-200 mgm. 
daily, the minimum therapeutic level of 100 mgm. 
being achieved within 14 days of starting. In both 
third and fourth weeks the mean dose was 140 mgm. 
daily and median dose 150 mgm. Medication was 
given in divided doses, half the daily dose usually 
being given at bedtime (3). Treatment was continued 
from four to six weeks depending on response, but 
this paper will be concerned only with the first four 
weeks of treatment received uniformly by all patients, 
Seventy-one (84 per cent) of the patients were treated 
as out-patients, and 14 (16 per cent) were in hospital. 
Out-patients were seen weekly for about 45 minutes. 
Between the two collaborating centres, four staff 
psychiatrists and two psychologists, all with substantial 
research experience, carried out treatment and rating. 
"Treatment in this phase was non-blind. 

Altogether 105 patients entered the study. The 
analyses to be reported here include only the 85 
patients who completed at least 34 weeks of drug 
treatment. Twenty patients who entered treatment 
dropped out. The majority, 15, of the dropouts 
were on account of poor co-operation or failure to 
take medication. Only one was due to failure to 
improve and clinical worsening; four dropouts were 
for other reasons. 


Assessment measures 

Assessments were made immediately before treat- 
ment, and at weekly intervals therafter. The main 
rating instruments relevant to this report were the 
Clinical Interview for Depression (19) (a modified 
and expanded version of the Hamilton Rating Scale 
for Depression), a seven point scale of global severity 
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of illness, the 13 point scale of severity of depression 
also used as a criterion for inclusion, and the Brief 
Psychiatric Rating Scale (14). Ratings were made 
by a single rater, the clinician treating the patient. 
Prior to the start of the study joint rating sessions 
were undertaken for training and to ensure reliability. 
Social histories were obtained before treatment was 
started, and additional ratings were made on other 
instruments not relevant in the present context. 

The outcome measure was the global rating of 
severity of illness of range 1—7. For statistical analysis 
the main variable was a change score obtained by 
subtracting the four week rating from the initial 
rating. The final score after treatment, and a change 
score adjusted by analysis of co-variance for initial 
level, were also used. Parallel additional analyses 
using the 13 point summed rating of severity of 
depression produced closely similar results. Overall 
there was moderate improvement in the patient 
sample over the four weeks. On the global illness 
rating of 1-7 the initial mean score was 4:01 
(S.D. = 0:75), indicating moderate to marked 
illness; the four week rating was 2°77 (S.D. = 1 08) 
corresponding to borderline to mild illness. The mean 
improvement was 1-25 (S.D. = 1-33). 

The predictor categories to be reported in this 
study are assignments to three alternative typologies 
of depressed patients: (1) the four group cluster 
analysis typology previously described by Paykel 
(17); (2) the psychotic-neurotic clinical dichotomy, 
in the form of clinical diagnoses of psychotic or neurotic 
depression, based on the schema of the American 
Psychiatric Association Diagnostic and Statistical 
Manual (1); (3) the Overall-Hollister typology of 
retarded, anxious, and hostile depression(15). Methods 
of assignment will be described in the appropriate 
sections. 


RESULTS 

Four-group cluster-analysis typology 

The patients in this study had been rated on 
the same instrument, the Clinical Interview 
for Depression, as were those in the earlier 
study from which the four-group typology 
was. derived (17). Multiple discriminant 
analysis were first carried out using the patient 
sample and four groups from the earlier study 
and their scores on twenty-nine clinical rating 
variables shared between studies. Three canon- 
ical variates were obtained to separate the 
four groups, and cut-off points were derived 
to give maximal correct assignment. The 
new individuals of the present study were 
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scored on these canonical variates and assigned 
to the groups on the basis of the derived cut-off 
points. Examination of mean scores for the 
four derived groups on the rating variables 
showed closely similar characteristics to the 
four groups of the original study, except that 
hostile depressives tended to show less evidence 
of overt hostility and self-pity. 

Means for initial, final, and change scores 
on the global illness scale are shown in Table 1 
and illustrated diagrammatically in Figure I. 
Patients were assigned approximately equally 
to the four groups. This pattern differs a little 
from the earlier study, where there were fewer 
psychotic depressives and more young depres- 
sives. These differences reflect a higher cut-off 
point for severity as an inclusion criterion in 
the present study. As previously, there was a 
ranking on initial severity, psychotic depressives 
being the most severely ill, anxious patients 
intermediate, hostile depressives and young 
depressives with personality disorder the least 
severely ill. 

As shown in the Table, final scores for the 
four groups differed significantly. More import- 
antly, the change scores differed significantly 
at the 5 per cent level between the four groups. 
All groups showed some improvement. Psy- 
chotic depressives, initially the most severely, 
ill, improved the most. Anxious depressives, 
although initially only a little less severely ill, 
improved much less and showed the most 
residual illness of all groups at the end of 
treatment. Hostile depressives and young depres- 
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sives with personality disorder, least ill to 
start with, showed intermediate improvement 
and were least ill, but by a small margin, at the 
end of treatment. 

The cluster-analysis typology, therefore, 
significantly distinguished outcomes, and in a 
way which appeared consistent with the litera- 
ture in that psychotic depressives appeared 
to improve the most and anxious depressives, 
an apparently neurotic group, the least. 
However, subtraction change scores usually 
correlate with initial severity in such a way that 
patients who are initially most severely ill 
improve the most (23). The findings could not 
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TAsrE I 
Four group cluster analysis typology. Mean initial and outcome scores on global illness scale 




















Psychotic Anxious Hostile Young depressives 
depressives depressives depressives w/personality 
N = 16 N = 22 N = 26 N = 21 
disorder 
Measures Mean S.D. Mean S.D. Mean S.D. Mean S.D. F-value 
Initial score .. 4:63 0-89 4:23 0:69 3°65 0°49 3°76 0:63  8-95*** 
Final score m 2-81 0:75 3:46 1*10 2:42 I'24 2:43 o:68  5-28** 
Subtraction change 
score x 1:81 I'II 0:77 I'II 1:23 1:18 1°33 0:97 2°83* 
"poe 505 
+% « ‘OI 


*** D< -OO!. 
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simply be explained by the differences between 
groups in initial severity, since anxious depres- 
sives, initially intermediate in severity, im- 
proved the least. It did appear, nevertheless, 
- that this element might explain the large 
improvement shown by psychotic depressives. 

In order to explore this issue further, the 
change score was adjusted by analysis of 
covariance for initial level, and outcome 
differences between groups were examined 
with the adjusted score. Findings are shown in 
Table II. Prediction remained significant after 
analysis of covariance and with a slightly 
higher F ratio, indicating that group differences 
in outcome were not merely a reflection of 
initial level. Adjusted group means showed that 
the divergent response was the poor improve- 
ment of anxious depressives. With the effect 
of initial level removed, psychotic depressives 
closely resembled in their improvement the 
hostile depressives and young depressives with 
personality disorder, and, indeed, improved 
very slightly less than these groups. 








"TABLE II 
Four group cluster analysis typology. Analysis of covariance 
of change scores for initial level 
——————— ee L (e 
Adjusted Mean 
means square D.F. 
Psychotic 
depressive — 1:37 | Groups 3:807 3 
Anxious 0:62 | Covariate 18-787 I 
depressive 
Hostile 
depressive 1°49 |Residual — 0:985 80 
Young 
depressive 
w/person- 
ality 


disorder 1:52 F=3:87 p<:05 


Psychottc-neurotic clinical diagnoses 

Relationship of the psychotic-neurotic dich- 
otomy to outcome was next examined. For this 
purpose routine clinical diagnoses were used. 
These were made by the clinicians in charge 
of the treatment according to the criteria of the 
second edition of the American Psychiatric 
Association Diagnostic and Statistical Manual 
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(1). This analysis did not conform to a rigorous 
predictive design since diagnoses were not made 
until the end of treatment, and hence might 
have been contaminated by the clinicians’ 
preconceptions regarding outcome. However, 
the six clinicians involved were of diverse 
backgrounds and did not have any strong 
expectations regarding which patients might 
respond best. For analysis, patients receiving 
diagnoses of affective psychoses (involutional 
melancholia and manic-depressive illness) were 
grouped with psychotic depressive reactions 
(reactive depressive psychosis) to a single class, 
psychotic depression, and were compared with 
those receiving diagnoses of depressive neurosis. 

Findings are shown in Table III and Fig. 2. 
The pattern of outcomes was different from that 
for the four-group typology. Again initial 
scores differed significantly between groups, 
and so did final scores. These final differences 
seemed merely to be a persistent reflection of 
the greater initial severity of psychotic depres- 
sives. This expected correlation between initial 
and final scores is a frequent and well known 
finding in psychiatric data, and is often adjusted 
for by analysis of covariance (25). More import- 
antly, diagnoses did not differentially predict 
improvement. Mean subtraction change scores 
were not significantly different in the two groups. 

A further analysis of change scores with 
initial level as covariate was also carried out, 
and adjusted means are shown in the Table. 
Here also there was no significant difference 
between groups. This analysis also confirmed 
that differences on final scores merely reflected 
initial level. Although it does not appear to 
have been widely recognized, the F ratio for 
group differences using a subtraction change 
score adjusted by analysis of covariance for 
initial level must be identical with that for the 
corresponding final score adjusted in the same 
manner (28). Differences in the final score 
therefore ceased to be significant when ad- 
justed in this way. 

The relationship of psychotic-neurotic clinical 
diagnoses to four-group cluster analysis assign- 
ment was also examined. A cross-tabulation of 
group membership is shown in Table IV. 
There were significant differences, as might 
be expected, 56 per cent of psychotic depressives 
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TABLE III 
Clinical diagnoses of psychotic and neurotic depression. Mean initial and outcome scores on global illness scale 
Psychotic depression! Depressive neurosis 
N = 23 N = 62 
Measures Mean S.D. Mean S.D. F value 
Initial score 4°52 0:85 3:82 0:62 17:50*** 
Final score. . : beg 3°17 1:27 2:61 0:96 4°76" 
Subtraction change score 1°35 1:45 1'21 0'99 0:25 
Covariance adjusted mean 
change score . 0°99 1'34 1:58 
* p< 05. 


*** p « +001. 


1 Includes major affective disorders (296) and psychotic depressive reaction (298) as listed in the American 
Psychiatric Association Diagnostic and Statistical Manual of Mental Disorders (1968). 
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in the cluster-analysis typology receiving one 
of the psychotic diagnoses, as opposed to 
45 per cent of anxious depressives, 12 per cent 
of hostile depressives and 5 per cent of young 
depressives with personality disorder. In each 
group the remainder were diagnosed as neurotic 
depressives. A special feature of the cluster- 
analysis typology was the derivation of three 
groups, anxious, hostile, and young depressives 
with personality disorder, from the diversity 
of patients subsumed under neurotic depression. 
The significant outcome differences among the 
four groups were mainly due to the poor 


improvement of anxious depressives. It would 
appear that the traditional two-group schema 
failed to' differentiate outcomes largely because 
it failed to isolate this anxious group. 


Overall-Hollister typology 

The last set of analyses concerned the Overall- 
Hollister typology. All patients had been rated 
initially on the Brief Psychiatric Rating Scale 
(14) which formed the basis for the original 
derivation of the typology (15). The patients 
were assigned to one of the three groups using 
profiles on these ratings and a computer 
procedure for assignment (16). 

A substantial majority of 62 patients, 73 
per cent of the total, were assigned to the anxious 
group. Twenty-one were assigned to the hostile 
group; only two subjects were assigned to 
the group of retarded depressives. As previously, 
outcome was examined using the global illness 
scale. The minuscule group of retarded depres- 
sives were omitted from the analysis. The 
anxious and hostile depressives were found to be 
very closely comparable both on initial level 
and on outcome; the small differences were 
very far from statistical significance. Since the 
groups were closely comparable in initial 
level, adjustment ef outcome scores by analysis 
of covariance did not materially change these 
findings. 

Cross-tabulations of group membership be- 
tween Overall-Hollister groups and the cluster- 
analysis typology were examined and are shown 
in Table V. The apparent significance at the 
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Taste IV 
Four group cluster analysis typology and psychotic-neurotic clinical diagnoses. Cross tabulations of patient assignment 








Clinical diagnoses Psychotic 
depressive 
N % 
Psychotic depression?’ .. B 9 56-2 
Depressive neurosis T v 7 43:7 
ie = IQ'I. 
= < ‘ool. 


Four group typology 








Young depressive 
Anxious Hostile with personality 
depressive depressive disorder 
N % N % N % 
IO 45:5 3 II*5 I 4:8 
I2 54°5 23 88-5 20 95:2 


P Includes major affective disorders (296) and psychotic depressive reaction (298) as listed in the American 
Psychiatric Association Diagnostic and Statistical Manual of Mental Disorders (1968). 


Taste V 
Four group cluster analysis typology and Overall-Hollister typology. Cross tabulations of patient assignment 





Overall-Hollister typology Psychotic 
depressive 
N % 
Retarded depression m 12:5 
Anxious depression sls .. OTT 68-7 
Hostile depression 18-7 
x? = 16-78. 
6 d.f. p < -05. 


5 per cent level must be interpreted cautiously 
in view of low cell frequencies. However, the 
two retarded depressives were assigned in the 
cluster-analysis typology to the psychotic group 
as predicted on the basis of this group’s high 
scores for retardation, and there were weak 
tendencies for anxious and hostile groups from 
both typologies to overlap. 

Overlap between the Overall-Hollister typol- 
ogy and clinical psychotic-neurotic diagnoses 
was also examined. The relationship was not 
statistically significant. However, the two 
retarded depressives did receive clinical diag- 
noses of psychotic depression; so also did sixteen 
anxious depressives and five hostile depressives. 


Discussion 
Prediction by cluster-analysis typology 
The findings of this study indicate that the 
outcome of four weeks treatment of depressed 


Four group typology 





: Young depressive 
Anxious Hostile with personality 
depressive depressive disorder 
N % N % N % 
o 0-0 o 0:0 o o'o 
20 90:9 15 577 17 81-0 
2 9:1 11 42°3 4 19°0 


patients with amitriptyline can be predicted 
significantly by the four-group cluster analysis 
typology. Outcome in this study was not 
predicted by the simple psychotic-neurotic 
clinical dichotomy, or by the Overall-Hollister 
typology. In the cluster-analysis typology, 
psychotic depressives showed the most improve- 
ment on subtraction change scores. Hostile 
depressives and young depressives with person- 
ality disorder showed intermediate improve- 
ment, but since they were initially the least ill, 
were least ill at the end of treatment. Anxious 
depressives improved the least and were most 
ill at outcome. 

Subtraction change scores are always likely 
to correlate with initial severity of illness, 
since those patients who are most ill initially 
have the greatest range for improvement (23). 
In this respect psychotic depressives might 
be expected to show considerable improvement, 
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and the hostile depressives and young depres- 
sives less improvement. The aberrant group 
appeared to be the anxious depressives who 
although initially moderately severely ill showed 
the least improvement. Covariance adjusted 
scores were not used in this study as the main 
outcome criterion, since analysis of covariance 
assumes homogeneity of regression, and it is 
preferable to avoid this assumption when using 
a typological model of prediction (20). In this 
case, however, scores adjusted by covariance 
for initial level confirmed the poor improve- 
ment of anxious depressives. Moreover, psy- 
chotic depressives showed slightly less improve- 
ment than did hostile depressives and young 
depressives with personality disorder. 

The findings indicate predictive validity for 
the cluster-analysis typology. The philosophy 
of classification in this context has been dis- 
cussed by Hempel (5). The more extra informa- 
tion, concurrent, predictive, or explanatory, 
that can be generalized from a classification, 
the greater is its value. The derivation of this 
typology by a multivariate statistical procedure 
has been described previously (17). In the 
original sample the groups differed from each 
other on almost all rating variables and appeared 
clinically meaningful Since the statistical 
procedure used in group derivation involved 
maximal separation on rating variables, these 
differences could not validate the groups. 
Subsequently, additional variables not involved 
in derivation of groups were found to dis- 
tinguish them, thus supporting their validity 
(18). They differed on self-ratings and relative 
ratings of symptoms, routine clinical diagnosis 
and treatment setting. Moreover, there were 
highly significant differences regarding choice 
of medication in treatment. The present findings 
add a further dimension of predictive validity. 
Not only is treatment choice in a free choice 
situation related to typological groups, but in a 
situation where all patients are assigned one 
treatment the groups show different outcomes. 

The results presented here concern a single, 
global outcome measure. However, separate 
analyses using the 13-point depression scale 
produced closely similar results. It is unlikely 
that the limited treatment response of anxious 
depressives simply represents a failure to 
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measure the appropriate symptom. All patients 
showed a predominant symptomatic distur- 
bance of depression, including the anxious 
depressives, who in addition to anxiety showed 
the highest scores of any group on a rating of 
expressed feelings of depression. Mortover, a 
global scale of illness involves overall assessment 
with all symptoms taken into account, and is 
therefore likely to be more sensitive than a 
specific symptom for measuring response across 
groups differing in symptoms. An alternative 
explanation might be that, since the anxious 
depressives were a more chronic group in the 
sense of having more previous episodes of 
illness, the poorer response might merely 
reflect their initial chronicity. This simple 
explanation can, however, largely be ruled out. 
In a separate analysis reported elsewhere (20) 
the improvement score was adjusted by analysis 
of covariance simultaneously for number of 
previous depressions as well as for initial 
severity. Prediction on the adjusted score 
remained significant. 

A limitation of the study is that it involves 
only a single treatment and without a placebo 
group. It cannot be certain that specific 
effects of treatment with amitriptyline are being 
demonstrated; it may be that other drug 
treatments, or placebo, or untreated spontaneous 
remission, would result in a similar pattern. 
However, an additional finding suggests that the 
differences found between cluster-analysis groups 
were specific treatment effects. Scores on the 
outcome measure were available for each 
week of the four week treatment period. When 
mean scores for the four groups were examined, 
group differences were apparent not early, 
as might be expected from spontaneous improve- 
ment or placebo response, but in the third 
and fourth weeks, corresponding to the period 
when specific effects of amitriptyline are to be 


expected (10). 


Psychotic and neurotic depression 

A number of studies have been directed to 
the loosely overlapping psychotic-neurotic or 
endogenous-reactive dichotomies which are 
commonly used to divide depressed patients. 
These studies suggest that tricyclic antidepres- 
sants are more effective in psychotic or endo- 
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genous than in neurotic or reactive depressives 
(2, 4, 8, 22). Good results have also been re- 
ported, however, in neurotic depressives (26) 
and in a group of anxious, phobic patients (9). 
Wittenborn (24) found that depressives in 
manic-depressive and involutional psychotic 
groups responded less well than those regarded 
as reactive; he also reviewed a number of other 
reports not supporting the better response of 
psychotic depressives. 

The present findings for the four-group 
cluster-analysis typology initially appeared 
to confirm the predictive power of the psychotic- 
neurotic dichotomy. Certainly the psychotic 
cluster-analysis group corresponded closely to 
psychotic depressives as described in the litera- 
ture. The anxious, hostile and young groups 
could all be regarded as neurotic, at least in 
showing some symptoms described as character- 
istic of neurotic depressives; and in the original 
. sample, where data were available, in showing 
evidence of neurotic premorbid adjustment (17). 
The cross-tabulations of group membership 
in the present study confirmed this suspected 
overlap which has also been demonstrated 
in the original sample (18). 

In spite of the overlap, the psychotic-neurotic 
clinical diagnoses failed to predict improvement 
significantly. Although this analysis did not 
conform to a rigorous predictive design, it 
did not appear that the clinicians making the 
diagnoses at the end of treatment showed any 
strong biases. Indeed such biases might have 
been expected to lead to the use of psychotic 
diagnoses for patients who responded well, 
so as to produce positive findings, rather than 
the actual negative findings. 

The most probable explanation for this 
discrepancy between the cluster-analysis typol- 
ogy and the clinical dichotomy appears to be 
that the former typology contains three neurotic 
groups rather than one. In both classifications 
these neurotic depressives comprised the majority 
of the subjects of this study; probably they are 
the majority of depressives in most treatment 
settings (r9). Clinical experience suggests that 
these neurotic depressives are heterogeneous. 
The traditional diagnostic schemata have 
emphasized psychotic depressives and do not 
provide an adequate way of making distinctions 
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among neurotic depressives. Both the Inter- 
national Classification of Diseases (27) and the 
American Psychiatric Association Diagnostic 
and Statistical Manual (1) provide several 
categories and sub-categories for psychotic 
depression and only one for neurotic depression. 

It was the anxious depressives in the cluster- 
analysis typology whose outcome departed 
most strikingly from the remainder. On covari- 
ance adjusted scores, the other neurotic depres- 
sives—hostile depressives and young depressives 
with personality disorder—actually responded 
slightly better to treatment than did psychotic 
depressives. It would appear to be the capacity 
of the cluster-analysis typology to isolate the 
anxious depressives from the heterogeneous 
neurotic depressives that enables it to differen- 
tially predict outcome. 

There is considerable variation in the kinds 
of patients treated in different treatment units 
(11, r9). Differences in the balance between 
anxious depressives, hostile depressives, and 
young depressives with personality disorder 
among the neurotic depressives in different 
studies might greatly effect the results of using . 
the psychotic-neurotic dichotomy to predict. 
Further attention to the detailed characteristics 
of the neurotic depressives would appear 
very important for future studies. 


Overall-Hollister typology 

The cluster-analysis groups of anxious, hostile, 
and psychotic depressives (the latter scoring 
high on retardation) also appeared to overlap 
with the three groups reported by Overall 
and Hollister (15). However, contrary to 
expectation, the overlap in patient assignment, 
although significant, was relatively weak, and 
the Overall-Hollister typology did not predict 
response to amitriptyline. 

Interpretation of these findings must be very 
cautious at this point. Further work in other 
and larger samples will be necessary before any 
firm conclusions can be drawn. So few patients 
in this sample were assigned to the group of 
retarded depressives expected to show the 
best response that their mean response could 
not be usefully calculated. In part this reflects 
the relatively small size of the present sample. 
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In addition, although it has been used in other 
samples, the Overall-Hollister typology was 
developed on male depressives who were in- 
patients of Veterans Administration hospitals. 
The sample of the present study were all 
women, and predominantly out-patients. Pre- 
vious work reported by Overall and Hollister 
clearly shows the predictive utility of their 
typology in male hospitalized samples (6, 15). 
It may be that the computer assignment 
procedure, or the groups themselves, were not 
valid in the present very different sample. 
The cluster-analysis typology was developed 
on subjects of both sexes and in various kinds of 
treatment facilities, including many out- 
patients. It would appear to have sufficient 
generality to apply to this particular sample, 
and group characteristics resembled those of 
the original study. It might not, however, 
be adequate in severely ill hospital samples, 
in which the mildly depressed groups would 
be poorly represented. Probably all statistically 
derived typologies are to some extent dependent 
on the characteristics of their samples. Com- 
parisons in many and varied samples are desir- 
able to test their effective limits. 

The findings do indicate that the cluster- 
analysis typology has some predictive validity, 
although further validation in other groups 
against other treatments, and in comparison 
with other statistical methods for grouping, 
are required. The results support other work 
indicating a better response to tricyclic anti- 
depressants of psychotic or retarded depressives 
and a poorer response of neurotic depressives. 
However, they suggest that the differential 
response is particularly a consequence of the 
poor improvement of the anxious depressives 
among the diversity of phenomena and patients 
subsumed under the inadequate label of 
neurotic depression. 


SuMMARY 


Eighty-five depressed women were treated 
with amitriptyline for four weeks. Prediction 
of outcome was examined using three alterna- 
tive depressive typologies. 

The first typology was a classification pre- 
viously derived by multivariate cluster analysis 
and comprising four groups: psychotic depres- 
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sives, anxious depressives, hostile depressives, 
and young depressives with personality dis- 
order. This typology predicted outcome signifi- 
cantly. Psychotic depressives showed the greatest 
improvement and anxious depressives the least, 
with the remaining two groups intermediate. 
When effects of initial severity were controlled 
for by analysis of covariance, the poor response 
of anxious depressives was the main finding. 

Clinical diagnoses of psychotic and neurotic 
depression were also used to classify patients. 
These assignments overlapped with the cluster 
analysis typology, psychotic depressives corres- 
ponding in both typologies, while anxious 
depressives, hostile depressives, and young 
depressives with personality disorder all tended 
to be diagnosed as neurotic depressives. How- 
ever, the psychotic-neurotic dichotomy did 
not significantly predict improvement, appar- 
ently because it failed to isolate the anxious 
depressives from the heterogeneity of neurotic 
depression. ` 

Patients were also assigned to the three 
groups of retarded, anxious and hostile depres- 
sives previously described by Overall and 
Hollister. This typology overlapped, although 
somewhat weakly, in group membership with 
the four group cluster analysis typology. 
Prediction could not be tested adequately 
since there were very few retarded depressives 
in this sample. 

The findings are consistent with other 
reports that neurotic depressives show worse 
response than psychotic depressives to tricyclic 
antidepressants, but indicate that the poor 
response is particularly associated with one 
group of anxious depressives within the hetero- 
geneity subsumed in neurotic depression. 
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ABSTRACT 


MMPI Performance in Chronic Medical Illness: The Use of 
Computer-Derived Interpretations 


By ALAN M. GOLDSTEIN and MARVIN REZNIKOFF 


In the development of the MMPI, one of the origi- 
nal purposes of this self-report inventory was to 
assist the physician in the detection of neuroses in 
his patients. Dahlstrom and Welsh (1), however, 
raise the question. . . ‘can a person who is physically 
deformed, handicapped, or sick get appreciable 
score elevations on the profile merely by giving a 
factual description of his disorder... (p. 274) P> 

There has indeed been some evidence from several 
studies (2, 3) that physical illness can alter patient 
responses to test items and raise certain of their 
scale scores. With the advent of computer scoring 
of the MMPI, the question of misinterpretation of 
elevated scales becomes more acute. The present 
study, part of a larger investigation (4, 5), explored 
the adequacy of computer interpretations of the 
MMPI performance of chronically ill patients, an 
area in which comparatively little research is found. 


METHOD 
Subjects 

The experimental group consisted of 22 male 
Veterans’ Administration Hospital patients receiving 
long-term haemodialysis as the treatment for chronic 
renal failure. Such patients live under tremendous 
stress due to physical and psychological effects and 
restrictions of their condition on all facets of their 
existence. 

The control subjects were 24 male Veterans’ 
Administration Hospital general medical patients 
with temporary minor medical problems such as 
appendicitis. All control patients were in tbe con- 
valescent stage of their illness when selected. Groups 
were matched for age, race, socioeconomic level, 
and veteran status. 


Procedure 

Included in the battery of tests administered to all 
subjects were the Two-Factor Index of Social Position 
(6) and the MMPI. The Two-Factor Index, con- 
sisting of education and occupation factors, is designed 
so that high scores reflect lower socio-economic level 
and low scores represent upper socio-economic level. 

The ‘Booklet Form’ of the MMPI was adminis- 
tered to all subjects, and then scored by the Mayo 
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Clinic scoring service (7). This service provides, 
for each patient, raw and T scale scores, a profile 
of the subject's scores on the standard scales, and a 
number of interpretive statements based upon both 
the pattern of the MMPI scales and the elevation 
of single scales. 


RESULTS 

Means and standard deviations were calculated 
for each of the 1o clinical scales of the MMPI, as 
well as for the L, F and K scales for experimental 
and control groups. A comparison of the experimental 
and control groups on each of these 13 MMPI scales 
using t tests revealed statistically significant differ- 
ences between the means of the two groups on Scales 1 
(Hypochondriasis), 2 (Depression), 3 (Hysteria), 
and 5 (Masculinity-Feminity). On Scales 1, 2, and 
3 the experimental group scored significantly higher 
than the control group, while on Scale 5 the control 
group obtained a significantly higher mean score. 
A table giving means, standard deviations and t 
values for each of the MMPI scales is available 
from the authors. 

To explore the computer-derived interpretive 
statements based upon MMPI performance, fre- 
quency counts were done for each statement as it 
appeared in both groups. The 10 most frequently 
printed statements for the experimental group, with 
contrasting frequencies for the control group, 
appear in Table I. To make both samples equal in 
size, two cases were randomly eliminated from the 
control sample. 

It can be seen that of the 10 most frequent state- 
ments for the experimental group, 5 are among the 
10 most frequently appearing control items. Only 
in the experimental group, however, are most com- 
mon statements referring to feelings of depression, 
psychiatric conditions, and physical complaints. 


Discussion 
The finding of significant elevations of Scales 
1, 2 and 3, the neurotic triad, confirms results of 
other studies on haemodialysis patients employing 
the MMPI (8, 9, 10). However, since these scales 
are heavily weighted with items concerning physical 
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TABLE I 
FREQUENOY OF APPEARANCE OF THE IO MOST FRE- 
QUENTLY PRINTED MMPI sTATEMENTS FOR EXPERI- 
MENTAL GROUP AND COMPARATIVE FREQUENCIES 
FOR THE CONTROL GROUP 


Frequency 
Statement Experimental Control 


*Normal male interest pattern 

for work, hobbies, etc. — .. 14 7 
Moderately depressed, worry- 

ing and pessimistic zi 19 5 
*Has capacity to maintain 

adequate social relation- 

ships ja 12 13 
*Hes a sufficient capacity for a 

organizing work and 

personal life m m 12 11 
Respects opinions of others 

without undue sensitivity II 6 
Considerable number of 

physical complaints. 

Prominent concern with 

bodily functions .. a 9 3 
*Has a combination of 

practical and theoretical 

interests .. 2x 9 8 
*Tends to give socially 

approved answers regard- 

ing self-control and moral 

values a ds 9 7 
Consider psychiatric diag- 

nosis 2 8 6 
Great number of chronic 

physical complaints and 

preoccupation with bodily 

functions. Much functional 

pain, fatigue and weakness 

likely sh : s 8 5 


* These statements were "alio among the ten most 
frequently printed for the control group. 


symptoms, the performances of the chronically ill 
subjects may not necessarily reflect the traditional 
diagnoses of hypochondriasis, depression, and hysteria, 
but rather essentially mirror their medical condition. 

On Scale 5 the chronically ill group scored sig- 
nificantly lower than the control group, indicating 
a more masculine pattern for the experimental 


group. This may be an attempt on the part of the 
latter to deny physical weakness and reductions in 
sexual potency frequently resulting from long-term 
haemodialysis (4). 

In using computer-derived interpretive statements 
based upon the elevation of single scales or upon 
MMPI profiles, potential for misinterpretations 
in a chronically ill group becomes more evident. 
Computer-derived statements may erroneously label 
patients as ‘hypochondriacs’ when, in fact, they are 
chronically physically ill. 
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Experience: Stateboundness 


By R. FISCHER and G. M. LANDON 


PART I 


Thus the mind is not large enough to 
contain itself: but where can that part 
of it be which it does not contain? 

St. Augustine. 

How can it be that objects and events are 
interpreted—by man, the self-referential sys- 
tem—as being ‘out there’, beyond the boundaries 
of his body, when their source is central nervous 
system activity within the body? 

In the beginning, the newborn’s only ‘reality’ 
is his central nervous systems (CNS) activity, 
but the child soon learns—by bumping into 
things—to erect a model ‘out there’ which 
corresponds to his CNS activity. This model 
that we gradually learn to project is the re- 
presentation of a world ordered and stabilized 
by constancies—perceptual constancies such 
as size, brightness and hue, and conceptual 
constancies including that of the self (Fischer, 
1969, Fischer et al., 1970, Fischer, 1970). The 
adult interprets his CNS activity within this 
structure of constancies, and thus experience 
can be said to consist of two processes: the 
programmed (subcortical) CNS activity, and 
the symbolic or perceptual-behavioural (corti- 
cal) interpretation—or the metaprograms— 
of that CNS activity. 

If experience is the perceptual-behavioural 
interpretation of ONS activity, what is the 
nature of the relation between this symbolic 
interpretation and CNS activity—the biological 
substratum—it interprets? We submit that, 
at the arousal levels of daily routine, and even 
during moderately aroused states, the perceptual- 
behavioural interpretation is to a great extent 
independent of, or dissociated from, the 
CNS activity it interprets (Fischer, 1969, 
Fischer and Warshay, 1968, Fischer, 196ga, 
Fischer et al, 1970; Thatcher et al, 1970). 
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But when we depart from this world of daily 
routine along the perception-hallucination con- 
tinuum of increasing levels of (ergotropic*) 
arousal (see left side of Fig. 1), perception- 
behaviour becomes more and more dependent on 
the biological substratum (which generates it). 
Such loss of freedom results in an increased 
stereotypy which the individual may interpret 
as inspiration, déjà vu, ‘flashback’ or possession. 
Increased stereotypy means that the individual's 
repertoire of available symbolic interpretations 
gradually diminishes with increasing arousal; 
specifically, certain levels of intense arousal 
can only be interpreted as creative (artistic, 
scientific or religious), psychotic or ecstatic 
experience (see Fig. 1). Ultimately, at the 
highest level of ecstatic arousal, there is com- 
plete loss of freedom, and CNS activity can no 
longer be distinguished from its symbolic 
interpretation (Fischer, 1969b). 


STATEBOUNDNESS 


Inasmuch as meaningful experience arises 
from the binding or coupling of (1) a particular 
state or level of arousal with (2) a particular 
symbolic interpretation of that arousal, experience 
is state-bound and can thus be evoked either by 
inducing— naturally, hypnotically or with 
the aid of drugs—the particular level of arousal, 
er by presenting some symbol of its interpreta- 
tion such as an image, melody or taste. The 
following passage from Juan Luis Vives (written 
in 1538) is perhaps the oldest description of 
stateboundness: 


When I was a boy at Valencia, I was ill of a fever; while 
my taste was deranged I ate cherries; for many years 


* Ergotropic arousal denotes, according to Hess (1961), 
behaviour patterns that are preparatory for positive 
action and characterized by increased sympathetic 
activity and an activated psychic state. 
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afterwards, whenever I tasted the fruit I not only recalled 
the: fever, but-also seemed to experience it again. (Vives, 
, 1588.) f 

Another, a contemporary example of state- 
boundness, is from Marcel Proust’s Swanns Way 
(1913). 

And so, mechanically, weary after a dull day with the 
prospect of a dull morrow, I raised to my lips a spoonful 
of thé tea in which I had soaked a morsel of the cake. No 
sooner had the warm liquid, and the crumbs in it, touched 
my palate than a shudder ran through my whole body, 
and I stopped intent upon the extraordinary changes that 
were taking place. 

Undoubtedly what is thus palpitating in the depths of my 
being must be the image, the visual memory which, being 
linked to that taste, has tried to follow it into my conscious 
mind. 

But state-bound recall can be evoked not 
only by imagery, melodies and other symbols 
of the content of an experience, but also by 
simply inducing that particular level of arousal 
which prevailed during the initial experience, 
as in this next example. À young man com- 
plaining of unpleasant ‘flashbacks’ from a 
previous LSD experience remembered on 
questioning that they seemed to occur each 
time he took some pills prescribed for him 
(in the emergency room of a university hospital) 
‘to drain his sinuses’. The tablets were soon 
identified as amphetamine, which apparently 
produced the level of arousal necessary for recall 
of his previous (state-bound) drug experience. 
This, then, is the very nature of a flashback: 
the coupling of an experience to a level of 
drug-induced arousal which may then be 
re-induced ata later time. In our opinion, 
‘LSD flashbacks’ are only a special case of the 
general phenomenon of stateboundness, and 
their unpleasant nature is in part due to the 
anxiety associated with a seemingly unprovoked 
experience. 

Alcohol induces the state of arousal necessary 
for the recall of a state-bound experience in 
the film City Lights. Here Charlie Chaplin 
saves a drunken millionaire from an attempted 
suicide, and so becomes his good friend. 
When sober, however, the millionaire does 
not remember Charlie. But 
the millionaire does not stay sober Jong. When he is drunk 
again, he spots Charlie and treats him like a long-lost 
friend. He takes Charlie home with him, but, in the 
morning, when he is again sober, he forgets that Charlie is 
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his invited guest and has the butler throw him out. 
(McDonald, Conway and Ricci, 1965.) 

Evidently, consciousness extends either between 
states of drunkenness, or between sober states, 
but there is complete amnesia (no recall) between 
the two discontinuous states of sobriety and 
drunkenness. 

Charlie’s story has been recently remodelled 
and scientifically validated by Goodwin et al. 
(1969), who had forty-eight subjects memorize 
nonsense syllables while drunk. When sober, 
these volunteers had difficulty in recalling what 
they had learned, but they could recall signifi- 
cantly better when made drunk again. The 
authors suggest that ‘the memory-deficit asso- 
ciated with changed state may reflect an 
impairment of retrieval, rather than of registra- 
tion and retention’.* Bustamante et al. (1970) 
also observed 20 mg. amphetamine-induced ex- 
citatory, and 200 mg. amylobarbitone-induced 
"inhibitory', state-dependent recall of geometric 
configurations. His volunteers both memorized 
and later recalled the configurations under one of 
the two drugs. We submit, however, that —while 
remembering from one state to another is usually 
called ‘state-dependent learning (Bustamante, 
1970), t implying that the individual was con- 
fronted with a learning task—extended practice, 
learning or conditioning is not necessary for ‘state- 
boundness’ to occur. On the contrary, the 
examples by Vives and Proust (above) illustrate 
that a single experience may be sufficient to 
establish stateboundness. 

While we have disregarded the main body of literature 
dealing with ‘state-dependent learning’ in animals, a 
few papers deserve mention because they come close to 
our formulation of stateboundness in humans. Nielson 
(1968) and Nielson, Justesen and Porter (1968), for 
instance, conclude that learning ‘involves a modification 
of brain excitability, and recall requires a maintenance 
or reconstruction of the modified excitability states or 
pattern’; they also argue that ‘amnesia from electro- 
convulsive shock... stems from altered excitability 
states’. Robbins (1969), and Robbins and Meyer (1970), 


demonstrate that ‘changes in conditions of incentive/ 
motivation (arousal, in our terms) protect long-term habits 


* Included in Goodwin «i al. (1969) are a dozen 
references on ‘state-dependent learning’ in animals and 
humans. 

T But could just as well be termed ‘state-dependent 
adaptation’, since learning and adaptation are as indis- 
tinguishable from each other as hallucinations and dreams. 
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from the retrograde effects of ECS treatments in rats’. 
These authors also suggest that 'the effects of human 
therapeutic ECS can be made more selective than they 
sometimes are if the (arousal) state of the patient is con- 
sidered at the time that each convulsive treatment is 
given’. Apparently, a shock given to a patient in an 
excellent mood will ‘erase’ that state. 

More important, even, are Fjerdingstad's (1970) 
recent observations on a strain of DBA-6 mice, which 
become susceptible to sonic vibration-induced convulsions 
only after being ‘primed’, at the critical age of 16 days, 
by exposure to that sonic vibration. This susceptibility 
can apparently be transferred to naive (‘unprimed’) 
animals by injecting them with brain extracts from 
‘primed’ animals. We interpret this transfer as implying 
that (1) a particular state of the CNS is a necessary 
precondition for the particular experience (convulsions 
and death) to occur, as in this case when a mouse is 
subjected to sonic vibrations; and (2) transferrable 
chemical factor(s) elicit and maintain this ‘primed’ or 
‘imprinted’ precondition of the CNS. 

‘Memory transfer’ may also be regarded as another 
means for eliciting statebound experience, which may 
serve as an explanatory model for ‘memory-transfer’ 
experiments in general. Memory, of course, cannot be 
transferred; what can be transferred through an extract 
is apparently a precondition for the statebound experience 
to occur. 


Charlie's story is an especially vivid illustra- 
tion of the amnesia between discontinuous 
states of arousal: apparently, the more dis- 
continuous these states, the more complete 
the amnesia. It is a well-known characteristic 
of so-called ‘dissociated’ trance-states, in general, 
that participants are unable to recall their 
content afterwards. Prince (1968) describes a 
complete amnesia for the period of dissociation, 
and Bourguignon (1970) reports a brief period 
of disorientation as consciousness is regained 
after the amnestic dissociated state, as if one 
were ‘waking from sleep in unfamiliar surround- 
ings'. An analogous amnesia may follow violent 
acts of crime, and a criminal thus sincerely 
denies an act he cannot recall. The partial 
amnesia of excited eyewitnesses for ‘what 
actually happened? may also explain the con- 
flicting accounts which reporters invariably 
obtain from honest, qualified witnesses. 

The implications of this amnesia between 
disparate levels of arousal for criminology, 
jurisprudence and psychotherapy have not 
yet been realized. The amnesia resulting from 
the discontinuity between different states of 
arousal perhaps explains why Sirhan Sirhan, 
2 
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murderer of Robert F. Kennedy, ‘had no 
recollection of shooting Kennedy' (Diamond, 
1969), and why hypnosis could clear up many 
details of the assassination. In our interpretation, 
psychiatrist Bernard L. Diamond hypnotically 
induced in Sirhan on several occasions that 
state of (ergotropic) hyperarousal during which 
the murder was committed. Only in this state 
could Sirhan re-experience and re-enact the 
murder. The amnesia between this state and 
the normal waking state of interrogation was 
so complete that Sirhan denied having been 
hypnotized, and ‘would say that the tape 
recordings made by Diamond during each 
session were fake or that the psychiatrist 
had had a handwriting expert fake his writing’ 
(Diamond, 1969). 

We assume that any hyper- or hypoaroused 
state on the perception-hallucination (Fischer, 
1969c) and perception-meditation continua 
(Fig. 1) can be recalled through hypnotic 
induction, but only in ‘variable’ subjects 
(who display large standard deviations on 
perceptual and behavioural tasks—Landon 
and Fischer, 1970), and providing, of course, 
that the induced state has already been experi- 
enced at least once. 

We may look at hypnotic induction as 
making use of either or both of the two methods 
to elicit state-bound experience: (1) by present- 
ing symbols relevant to the content of the 
experience, and (2) through induction of the 
appropriate level of arousal, which in the case 
of hypnosis is elicited and maintained through 
the suggestive spell of repetitive rhythm 
(see p. 168, Fischer, 1969c). : 

Hypnotic age-regression (see Reiff and 
Scheerer, 1969) might also be seen, then, as an 
example of a state-bound (and also time- 
bound) experience. We may even extend our 
intra-individual concept of stateboundness to 
include the sometimes inter-individual experience 
of stigmata, i.e. the bodily manifestation of 
the content of a statebound experience. Remem- 
ber, for example, St. Francis of Assisi and 
Theresa of Konnersreut, and Pierre Janet’s 
(1928) famous and well-documented case, 
Madeleine, all of whom repeatedly bore the 
(bleeding) wounds of Jesus Christ. Typical 
cases of what we regard as intra-individual 
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EXPERIENCE 


"T^ 


normal 


Perception 





' Self' 


! $ 


— Yoga samadhi 


Self’ 


Fro. 1.—Model of the continuous but opposing states of (ergotropic) excitation and (trophotropic) tranquilization. Normal, creative; 
psychotic and ecstatic states are conceived as symbolic (i.s. perceptual-behavioural) interpretations of central nervous 
system activity on the perception-hallucination continuum (left half) of increasingly higher states of arousal. These states are 
experienced in terms of increasing data content (space) and increasing rate of data processing (time), and may result in 
a creative (artistic or religious) state. Eventually, however, the rate of processing cannot keep step with the ever increasing 
data content—'the torrential flood of inner sensation'—and results in the schizophrenic ‘jammed computer’ state. At 


the peak of ecstatic states, 


interpretive activity ceases or, in biocybernetic terminology, there is no data content from 


without and, therefore, no data processing within, the only content of the experience at the height of rapture being the 


reflection of the mystic in his own ‘program’ 


The right half of the model depicts decreasing levels of arousal on the perception-meditation continuum, with the meditative 
states of satori and samadhi representing peak experiences. Samadhi, at the extreme right, can be conceptualized as an 


experience of pure ‘Self-reference’ without a program. 


The ‘Self,’ the knower and image-maker most fully aware of itself during samadhi and ecstasy, projects the ‘J’, a re- 
presentation or model of known images and events, ‘out there’: the world of the normal state, Remember that the 
‘Self? of ecstasy and the ‘Self’ of samadhi are one and the same, as if the reflecting surface ofa lake in this figure embraced 
both extreme states. If the water-line of such a lake were gradually raised, it would intersect successive and corresponding 
hypo- and hyperaroused states, which represent gradually diminishing subjectivity (less ‘Self”) and increasing objectivity 
(more ‘I’), until, finally, the objective ‘I’-state of the world is reached. Thus, each level of the water-line connects hypo- 
and hyperaroused states of identical subjectivity/objectivity (or ‘Self’-to-‘I’) ratios. These identical ratios mark the 
similarity between a pair of corresponding hypo- and hyperaroused states. For example, traumatic experiences of a 


hyperaroused nature may be recalled in 


that hypoaroused state (of Nembutal, Evipan, etc., narcoanalysis) which is 


characterized by the same ‘Self’-to-‘I’ ratio. Narcoanalytic abreactions can thus be regarded as statebound (re-) experi- 
ences within hypo- and hyperaroused states of the same ‘Self-’to-‘T’ ratios. 


cases of stigmata are described by Moody 
(1946), who observed, for example, that rope 
weals, which a patient had years before suffered 
on both forearms, reappeared when the initial 
experience was induced. In a similar case, 
a woman re-experienced petechial haemorrhages 
and bruises over the same rib she had broken 
25 years before in a riding accident. Our 
concept, then, includes not only the intra- 


individual manifestations of one’s previous 
statebound . experience, but also the inter- 
individual phenomenon of re-experiencing an 
(archetypal?) state-bound experience. 

Of course, the most technologically advanced 
device for establishing a state-bound experience 
is the learned induction and control of a 
particular level of arousal through ‘bio-feed- 
back’. 
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REMEMBERING AN EXPERIENCE AND 
RE-EXPERIENCING A MEMORY 


Remembering an experience implies reference 
to a particular spatio-temporal configuration, 
a dimensional and sequential ordering represen- 
tation, of the content of consciousness. If we 
then operationally define space as data content, 
and time as rate of data processing (Fischer, 
1969; Fischer, 1970), stateboundness can be 
redefined as memory retrieval of a particular 
data content at the specific rate of data pro- 
cessing which prevailed during the initial 
experience. We have shown earlier that the 
rate of information-processing is a function 
of the level of ergotropic or trophotropic 
arousal; specifically, increasing  ergotropic 
arousal or excitation results in an increased 
rate of data processing (‘a flood of inner sensa- 
tion'—Gelpke, 1967), while increasing tropho- 
tropic arousal or tranquillization results in a 
decreased rate of data processing (Fischer, 
1967; Fischer, 1970). The phenomenon of 
stateboundness implies, then, that retrieval 
of the data content of a particular experience 
is optimal only at that specific rate of data 
processing which corresponds to the level of 
arousal prevailing during the initial experience.* 

But only certain people can recall a state- 
bound experience with an intensity indisting- 
uishable from that of the initial experience. 
We contrast these ‘recallers’ of an experience 
in the sensory-mental dimension (Fischer, 
1967) with those who only ‘remember’ an 
experience. Recallers as a group are ‘variable’ 
subjects, as illustrated by the following example. 
One of our ‘variable’ college-girl volunteers 
(subject N.B., p. 225, Gwynne, Fischer and 
Hill, 1:969)—that is, one with a consistently 
large standard deviation on perceptual (see 
p. 225, Gwynne, Fischer and Hill, 1969) and 
behavioural (see p. 227, Gwynne, Fischer and 


* That arousal-state-bound recall can occur only if a 
particular data content is re-processed at its initial rate, 
may be regarded as a manifestation of the general 
principle of space-time equivalence (Fischer, 1966; Lebensfeld 
and Wapner, 1968). This principle is best exemplified 
in the well-known Pulfrich phenomenon—observable in 
all sense modalities (see p. 457, Fischer, 1967)—in which 
delays in neural-conduction time are compensated for by 
Spatial changes. 
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Hill, 1969) tasks*—was repeatedly exposed to 
the hallucinogenic drug psilocybin.] Later on, 
a hypnotically induced drug experience 
(Gwynne, Fischer and Hill, 1969) was sub- 
stituted for the psilocybin experience. The 
hypnotic induction placed the subject in a 
peaceful beach scene with waves lapping at the 
seashore. Our experiments had to be interrupted 
after two such sessions, since N.B. left for a 
Florida vacation. Upon her return, she reported 
to us the surprising event which happened to 
her while walking down to the beach for the 
first time: when gazing at the seashore the 
whole scene suddenly ‘blacked-out’, and instead 
‘her old’ beach returned—the beach of the 
hypnotically induced psilocybin experience. 
Just as Sirhan’s state-bound experience may 
have been evoked by hypnotically inducing 
the appropriate level of arousal and/or by 
presenting symbols of its experiential content, 
our ‘variable’ college-girl’s hypnotically induced 
experience could be recalled (and re-lived) 
by exposure to an aspect of ordinary reality 
which represented the hypnotic experience. 

An evaluation of our data (Gwynne, Fischer 
and Hill, 1969; Landon and Fischer, 1970a) 
shows that a ‘variable’ subject with a large 
standard deviation, the recaller of an experience 
in the mental dimension, possesses a larger 
perceptual-behavioural or interpretive repertoire 
than the ‘stable’ subject, whose small standard 
deviations characterize his smaller perceptual- 
behavioural repertoire. Moreover, ‘variable’ 
recallers and ‘stable’ performers retain their 
characteristics not only without drugs, but 


* We have found since that a subject’s stability or 
variability can be measured with a large variety of per- 
ceptual and/or behavioural tasks. The simplest and most 
convenient method is to calculate a subject’s standard 
deviation on repeated measurements of his handwriting 
arca. The handwriting test consists of copying four times 
on separate sheets of paper under standardized conditions 
a 28-word text (Fischer ef al., 1970; Thatcher et al., 1970; 
Landon and Fischer, 1970). 

t The cross-tolerance between LSD, psilocybin and 
mescaline (Isbell et al., 1961; Wolbach, Isbell and Miner, 
1962), as well as their characteristic square-wave pattern 
of saccadic eye-movement (Hebbard and Fischer, 1966), 
mark these drugs as the psychotomimetic, psychodysleptic 
or hallucinogenic drugs. It is implied, therefore, that any 
state which can be clicited by one of these drugs can be 
duplicated by the others, as well. 
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also at the peak of a psilocybin experience, 
and even during an hypnotically induced 
hallucinatory experience (Gwynne, Fischer and 
Hill, 1969). Bourguignon (1970a), emphasizing 
the distinction between trance and possession 
trance, concludes that the differences are 
implicit in two types of subjects: ‘the trancer ... 
experiences (sees, hears, etc.)’ while ‘the possession 
trancer, once he learns his expected role, 
performs for an audience’. We would describe 
Bourguignon’s ‘trancers’ and ‘possession tran- 
cers’ as ‘variable’ and ‘stable’ subjects, respec- 
tively. 

Most people, however, are not extreme cases 
of either the recaller or the performer, but 
would fall somewhere between, neither ex- 
clusively ‘re-experiencing’ nor ‘remembering’ 
an event, but rather ‘recapturing’ it. The 
following story, as told to Marghanita Laski 
(1961), illustrates our point. 


Introspection—on a troopship in Naples, and Vesuvius 
had a red light glowing and in only twelve hours one 
would be in battle for the first timc—in the evening in 
autumn, the fields were flooded, the sun low, sloshing 
through the fields, and the grass and water had a peculiar 
colour . . . when I was about eighteen or nineteen (we) 
drove to a fantastic temple outside High Wycombe, I used 
to write poetry, I wrote ‘Evening on a blade of grass,’ if I 
say that to myself, I can recapture it. (Italics ours) 


The existence of recallers, performers and those 
who recapture a state-bound experience may 
account for difficulties in dream-recall, because 
of the amnesia implied in the discontinuity 
between the highly aroused rapid eye-move- 
ments dream state and the ordinary waking 
state. As with the case of our college-girl 
N.B. (above), subjects with large standard 
deviations on perceptual and behavioural 
tasks may be better dream recallers.* It also 
follows from the stateboundness theory that 
dreams associated with lower levels of arousal 
may be more easily recalled. Indeed, Lewis 
(1969) reviewed studies suggesting that memory- 
trace consolidation is a function of levels of 
activation or arousal. In general, abrupt 


* It appears that recallers of dreams and of other 
state-bound experiences tend to be introspective, intuitive 
subjects, ‘sensitive to their feelings and inner states, 
expressive and not overly bound to reality demands’ 
(see Cohen, 1970). 
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awakenings from R.E.M. periods yield more 
reports of dreams, while gradual awakenings 
tend to yield ‘thinking’ reports. This may 
reflect the fragility of the dream experience 
and its tendency to be replaced by thoughts 
more turned to waking consciousness as the 
sleeper gradually awakens (Goodenough, 1967). 

In a study to ascertain whether a state-bound 
experience had been elicited through induction 
of the appropriate level of arousal, we measured 
changes in certain linguistic characteristics 
of texts written during divergent levels of 
arousal (Landon and Fischer, 1970; Landon 
and Fischer, 1970a). Our results did show that, 
as ergotropic arousal increases, semantic orien- 
tation becomes more concrete, syntactic units 
shorter and less complex while rhetorical 
structure is modified, and, as an expression 
of increasing stereotypy (Fischer, 1969c), the 
standard deviations on the numerical values 
of these criteria become smaller. Then, we 
analyzed and found no difference between the 
linguistic structure of (1) naturally aroused 
creative literary performance by Walt Whitman* 
and (2) the language used by a ‘variable’ 
volunteer when recalling and describing, under 
hallucinogenic drug-induced arousal, his previous 
psilocybin-induced creative experience. Thus, 
similar, ‘aroused’ linguistic structures charac- 
terize both acknowledged creative performance 
and the drug-induced creative experience of a 
‘variable’ recaller. 

To determine whether a state-bound experi- 
ence could also be elicited by presenting only 
a symbol of its experiential content, we asked 
a ‘variable’ subject (a professional writer) 
to prepare a list of key words standing for a 
variety of his life experiences, ranked in decreas- 
ing order of intensity. Then, at the peak of a 
200 pg./kg. psilocybin-induced state, the sub- 
ject was presented once, and then half-an-hour 
later, with the names of two women from the 
top and bottom of this list who were associated 
with experiences representing particularly high 
and low levels of excitation. Linguistic analysis 
of the resulting texts revealed that their struc- 


* Texts were selected from Leaves of Grass, written 
during Whitman’s period of recurring religious conversion 
experiences. - 
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tures consistently characterized those particular 
high and low states of arousal which were 
bound to the original experiences. Thus, 
linguistic analysis enables us to demonstrate 
the vicarious potential of both arousal and 
symbol for eliciting a state-bound experience. 


Tue ‘SUBCONSCIOUS : 
An ÅMNESIA BETWEEN STATES 


It follows from the state-bound nature of 
experience, and from the fact that amnesia 
exists between the state of normal daily exis- 
tence and all other states of hyper- and hypo- 
arousal, that what is called the ‘subconscious’ is 
but another name for this amnesia. Instead of 
postulating one subconscious, therefore, we 
recognize as many layers of self-awareness 
as there are arousal levels and corresponding 
symbolic interpretations in the individual's 
repertoire.” 

The many layers of self-awareness remind us 
of the captain with girl-friends in many ports, 
each girl unaware of the existence of the other 
and existing only from visit to visit, that is, 
from state to state. This is how multiple exis- 
tences become possible: by living from one 
waking state to another waking state; from 
one dream to the next (‘Le réve est une seconde 
vie’); from one (Maslowian) peak experience 
to another, one sodium amytal narco-analysis 
session to the nextt; from LSD to LSD}; 


* Stateboundness, as a generalized concept, was first 
introduced during a weekend seminar at the Esalen 
Institute, Big Sur, California, go May-1 June, 1969 
(available on tape from Big Sur Recordings, P.O. Box 
303, Mill Valley, California 94941). It was elaborated 
on 28 September, 1969, at the Sixth International 
Colloquium of the Société Internationale de Psycho- 
pathologie de l'Expression, Linz, Austria. The concept 
was first published as part of an interview by Zeit (Hamburg) 
p. 48, 30 January, 1970, and was more fully described 
in Fischer, 1970a. 


+ Primarius Dr. Raoul Schindler (1969), Vienna, 
informed us (Linz, 1969) that a patient’s thread of thought 
in narco-analysis resumes upon injection of sodium amytal 
exactly where it left off at the end of the previous session. 


1 Professor Hanscarl Leuner (1970), Göttingen, also 
confirms that his patients in LSD-supplemented or 
psycholytic therapy regard each LSD experience as a 
continuation of the last. 
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from epileptic aura to aura*; from one creative, 
artistic, religious or psychotic inspiration or 
possession to another creative, artistic, religious 
or psychotic experience; from trance to trance 
and from reverie to reverie.t 


‘WHo IS SPEAKING, AND TO WhHoM?' 
Tue I-SELF DIALOGUE 


We regard the layers of increasing self- 
awareness as symbolic (perceptual-behavioural) 
interpretations of central nervous system activity, 
that is, states of mind which are experienced 
on the perception-hallucination and perception- 
meditation continua (to the left and right, 
respectively, in Fig. 1). In ecstasy and samádhi, 
the most hyper- and hypoaroused states on 
these continua, man may experience him-Self 
and the universe ‘inside’ in the mental dimen- 
sion; in the normal waking state, however, he 
refers to himself as ‘I’ in an object-ive world 
‘beyond’ the boundaries of his body, in physical 
space-time. 

Now, since amnesia is most complete between 
extreme states (of mind), communication be- 
tween the program of the ‘Self’ and its gradually 
learned projection, the worldly ‘I’, would 
only seem possible during the hallucinatory 
or dream states where the ‘I’ and ‘Self? meet 
(see intermediate region on the perception- 
hallucination continuum, left side of Fig. 1). 
We interpret the communication during these 
states as a striving for consistency between the 
‘T and the ‘Self’. 

Such a teleological interpretation answers 
Lacan's (1968) central question ‘Who is speak- 
ing, and to whom?’ The ‘Self’? and ‘P are 
speaking—and to each other. The creative 
act is a luxurious by-product of this dialogue 
and is the very source of art, science, literature 


* Horowitz, Adams and Rutkin (1968) report from 
the casc-history of an epileptic girl that the imagery of 
every aura consisted of ‘pigs walking upright like people’. 
In early grade school the girl would rip open her blouse 
during a seizure, but of course she would not remember 
this after the seizure. Nevertheless, her classmates called 
her a pig and it was this pig which she saw ‘walking 
upright’ in each aura. 

T Moreover, we are told by F.G., mother of four, 
that even the particular state associated with each of 
her deliveries was experienced as a resumption of the last, 
all four constituting a distinct, continuous state-of-being. 
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and religion. Most great artists and scientists* 
in fact have, at some point in their lives, a 
decisive conversion experience (not conversion- 
hysteria) of a hallucinatory-religious nature, 
which results in the creation of a more consistent 
personality—one that has 'found its style". 
Many examples could be related to substantiate 
the point that great discoveries, and creative 
performance in general, are invariably preceded 
by hallucinatory experience. Most of us have 
heard of Kekulé’s dream of a snake biting its 
tail, inspiring his conception of the benzene 
ring (see Meier, 1968). Mendeleev's periodic 
organization of the elements (Meier, 1968), 
and Niels Bohr's concept of the atom as a 
miniature planetary system (Krippner and 
Hughes, 1970) also originated in dreams, 
and Mozart describes his inspiration state as a 
‘schénstarker Traum,’ or ‘beautifully powerful 
dream’ (Meier, 1968). 

But the 'I-Self? dialogue on the perception- 
hallucination continuum is not the only creative 
experience. A comparable dialogue is initiated 
during that classical folie à deux we call ‘being 
in love,’ but it is between the ‘Selves’ of Lover 
and Beloved, and Lacan’s question ‘Who is 
speaking, and to whom?’ is transmuted to 
Ibn ‘Arabi’s question: ‘Who is the Beloved, 
and who the Lover?’ (Corbin, 1969). For the 
Süfi, however, they are ‘not two heterogeneous 
but one being encountering himself’. 

Lacan's question, ‘Who is speaking, and to 
whom?! is also answered by Pascal's “Tu ne me 
chercherais pas si tu ne m'avais trouve.’t 


* For specific examples of conversion experiences, 
'natural' and hallucinogenic drug-induced, see Fischer, 
1970. A more systematic collection of such experiences 
will be found in Krippner and Hughes, 1970. 


T ‘You wouldn't have looked for me if you hadn't 
already found me.’ Compare this with Wassily Kandinsky 
(1920): ‘I do not consciously choose the form, the form 
spontaneously chooses itself in me.’ Koyré’s intuitive 
interpretation of science is analogous: ‘Good physics is 
made a priori. Theory precedes fact. Experience is useless 
because before any experience we are already in possession 
of the knowledge we are seeking’ (see Schmitt, 1968). 
Indeed, science provides for those research problems in 
which the answer or outcome is predictable when the 
question is posed: in nonparametric statistics, when the 
predicted direction of difference requires a ‘one-tailed 
test’, as against the two-tailed test used if the outcome is not 
predictable. 
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The question therefore, seems always subjectively 
to include its own reply (Lacan, 1968), and 
he who asks—the ‘I’—and he who answers— 
the *Self'—may be one and the same person. 
Such an intrapersonal dichotomy is postulated 
on purely logical grounds by Brown (1969), 
who reasons that the world is 

. . . Constructed in order (and thus in such a way as to be 
able) to sec itself. But in order to do so, evidently it must 
first cut itself up into at least one state which sees, and at 
least one other state which is seen. In this severed and 
mutilated condition, whatever it sees is only partially itself. 
We may take it that the world undoubtedly is itself (i.e. is 
indistinct from itself), but, in any attempt to sec itself as an 
object, it must, equally undoubtedly, act so as to make itself 
distinct from, and therefore false to itself. In this condition 
it will always partially elude itself. 

In our own terminology, the ‘Self? is the knower 
or image-maker, and the ‘I’ that which is seen 
and known: the world. The ‘I’-world and the 
‘Self? are mutually exclusive—you cannot be 
(in) the world and be your-‘Self? at the same 
time—another way of saying that amnesia 
prevails between these markedly discontinuous 
states of self-awareness. The inability to simul- 
taneously experience both 'P- and ‘Self?- 
awareness was felt by the seventeenth-century 
German poet Angelus Silesius: ‘Ich weiss nicht 
was ich bin, ich bin nicht was ich weiss.’ (I 
don't know what I am, I am not what I 
know.) 


On OBJECTIVE ‘I’-CoNSCcIOUSNESS AND LEVELS 
oF SuBJECTIVE ‘SELF’-AWARENESS 

Consciousness, the Latin source of which, 
con-scientia, meant the sharing of knowledge 
with another, came to mean in the seventeenth- 
century ‘to know in oneself, alone’ (Whyte, 
1959). This can be considered as the discovery 
of self-reference and self-awareness, and marks 
the beginning of man’s realization that he 
cannot, as Leonardo would have him, mirror 
Nature, but only be the mirror of (his own) 
Nature. We reserve the concept of ‘conscious- 
ness’ for a state of mind associated with the 
most intense objective (rational) ‘I’- awareness 
‘out there’. Each consecutive layer of self- 
awareness with diminishing objectivity ‘out 
there’ is accompanied by an increase in sub- 
jective 'SelP-awareness, experienced as meaning 
‘in here’. Diminishing objectivity and increasing 
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subjectivity characterize the successive states 
of increasing ergotropic arousal along the 
perception-hallucination continuum, as well as 
the successive states of increasing trophotropic 
arousal along the perception-meditation con- 
tinuum. 

This increasing ratio of subjectivity/objectivity 
along the two continua is another way of 
describing the amnesia between discontinuous 
states of arousal. For instance, it is well- 
documented tbat the truth, revelation and 
intense meaning—which is experienced during 
hyper-aroused or hypoaroused states of ‘Self’ 
awareness, -induced or natural—fades out, 
or escapes, on returning to arousal levels of 
daily routine, and *. . . if any words remain over 
in which (the meaning) seemed to clothe 
itself, they prove to be the veriest nonsense.’ 
This description by William James (1902) 
from his own nitrous oxide experience is a 
good example of the amnesia associated with 
discontinuous states of self-awareness. More- 
over: 'Repetition of the experience finds it 
ever the same, and as if it could not possibly be 
otherwise. The subject resumes his normal 
consciousness only to partially and fitfully 
remember its occurrence . . 

. James’ nitrous oxide experience also illustrates 

that certain altered states of ‘Self’-awareness 
on the perception-hallucination continuum are 
indistinguishable, apart from their method of 
induction, since the neuropharmacological 
effects of nitrous oxide are known to induce 
a state which is ‘quite similar to the blockade 
of neocortical arousal systems and the activation 
of the limbic system which occurs during 
dreaming’ (Greenberg, Mahler and Pearlman, 
1969). There is another similarity between the 
two states which is relevant to our concept of 
stateboundness: subjects aroused abruptly from 
the nitrous oxide state have ‘much greater 
recall of their experience than when they are 
brought out gradually by slow reduction of 
nitrous oxide levels’ (Greenberg, Mahler and 
Pearlman, 1969), just as Lewis (1969) described 
the dream recall of subjects awakened abruptly 
from R.E.M. sleep as more complete than 
when they are only gradually awakened. 

Apparently, the meaning of an experignce is 
specific only to the particular (symbolic) logic 
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and language which prevails at that level of 
arousal. The more this level is altered, therefore, 
the further the meaning is removed from its 
only relevant context. This can be illustrated 
by the statements of our volunteers, who, at the 
peak of a psilocybin experience, find the 
‘normoid’ true-false questions of the Minnesota 
Multiphasic Personality Inventory ‘childish, 
baby-talk and completely irrelevant gibberish 
at best. In the normal, rational* state of low 
arousal, however, none object to the nature of 
the test. Thus, every state of self-awareness, 
each spatio-temporal configuration, ie. data 
content (or space) together with its rate of 
processing (time), has a state-bound meaning, 
which prevails only at a particular level of 
arousal. 

Finally, recall Gódel's statement that it is 
impossible to prove the consistency of a formal 
system within the system, although there is no 
objection to going outside the system (see 
Lacey and Joseph, 1968). Changing the level 
of central nervous system arousal is one way 
we can ‘leave the system’ and look back upon 
it from the vantage of another logic and lan- 
guage. The exalted states associated with the 
highest levels of arousal, as well as the medita- 
tive states at lowest arousal levels (see left and 
right sides of Fig. 1), may be the vantage 
points of a different dimension from which a 
subject can ‘look down’ upon the ‘object-ive’ 
normal state. We can, therefore, ‘look down’ 
from one state to another and admire or 
despise its internal consistency, but we cannot 
validate the meaning of another state unless we 
are ourselves (in) that state.T 

Heraclitus said that one cannot step twice 
into the same river; but this restriction refers 
only to physical space-time and low, daily- 


* Rational, two-valued (true-false), or Aristotelian 
logic rests on a onc-valued ontology of objective (i.e. 
subjectless) Being. Aristotelian logic, even in our age of 
relativity, thus discounts the interaction between observer 
(subject) and observed (object)—by ignoring the observer. 

+ ‘Freund, es ist auch genug. Im Fall du mehr willst 
lesen, So geh und werde selbst die Schrift und selbst das 
Wesen." (Angelus Silesius, 1657). 

(Enough of it, my friend; but should you want to read 
beyond, Go and become yourself the Essence and the 
Word.) 
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routine levels of arousal. We have seen that 
stateboundness allows us (at least those of us 
with large perceptual-behavioural repertoires) 
to step into the same river as often as the con- 
ditions of the initial hyper-aroused and hypo- 
aroused experience are re-established. 


PART II 


LincuisTic COMPARISON OF TEXTS WRITTEN 

UNDER DRUG-INDUCED AROUSAL IN RESPONSE 

TO SYMBOLS or Hion AND Low SIGNIFICANCE 
TO THE WRITER 


We have established in Part I of this paper 
that a state-bound experience can be evoked 
by inducing the level of arousal which was 
associated with that experience, or by presenting 
a symbol or cue of its content. We have reported 
earlier (Landon and Fischer, 1970a) that, in 
‘variable’ perceivers,* an increasingly simplified 
syntax characterizes texts written during in- 
creasingly aroused states. Specifically, semantic 
orientation becomes more concrete, sentences 
exhibit fewer subordinated and more co- 
ordinated structures, while rhetorical structure 
is modified and the standard deviations on the 
numerical values of the above criteria become 
smaller. This section of the paper shows that 
symbols (which stand for experiences of widely 
differing personal significance) may affect 
the level of a subject’s drug-induced arousal, 
as measured in terms of simplified syntax. A 
symbol of high significance can further simplify 
the syntax of texts written during the (aroused) 
drug state, the simplification being nearly as 
great as the simplification of syntax observed 
between the drug and the non-drug states 
(Landon and Fischer, 1970a). But a symbol of 
low significance to the volunteer can decrease 
the level of drug-induced arousal, as shown by 
a more complex syntactic structure. Our 
findings imply that drug-induced arousal and 
the symbol of an experience can induce com- 
parable changes in syntax. 


* ‘Variable’ in terms of standard deviation on per- 
ceptual and/or behavioural tasks (see Methods) ; ‘perceiver’ 
in terms of the Myers-Briggs Type Indicator (Corlis et al., 
1969) (MBTI), a Jungian personality-typeinventory scored 
on four continuous scales: extraversion-introversion, sen- 
sation-intuition, thinking-feeling and judging-perceiving. 
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METHODS 

Our subject is a 28-year-old university instruc- 
tor of comparative literature chosen for his 
demonstrated writing ability and proven suit- 
ability for our continuing linguistic experimen- 
tation (subject W.L. in Landon and Fischer, 
1970a). In contrast to a so-called ‘stable’ 
subject who consistently displays a small 
standard deviation on perceptual and be- 
havioural tasks, he is a ‘variable’ subject whose 
large perceptual-behavioural repertoire is mani- 
fested in his day-to-day variability in terms of 
standard deviation. On one day, for example, 
our subject might display a very large standard 
deviation on a perceptual or behavioural task, 
while on another day he may display a small 
one and thus be regarded as a ‘stable’ subject, 
for that day. Earlier, we have established that 
the direction and intensity of drug-induced 
perceptual-behavioural change on a particular 
day may be predicted from the standard 
deviation displayed that day on a perceptual 
or behavioural task such as our simple and 
reliable handwriting test, which consists of 
copying four times on separate sheets of paper 
under standardized conditions a 28-word text 
(Fischer et aL, 1970; Thatcher et al., 1970; 
Landon and Fischer, 1970; Fischer, 1970b). 
Ifa subject repeatedly displays a small standard 
deviation on the handwriting test over some 
four or five trials on different days, he is con- 
sidered a ‘stable’ subject. The standard devia- 
tion of a ‘variable’ subject, however, will 
vary over time, and may be small one day and 
large the next. 

Ergotropic arousal was induced in our 
volunteer through the oral administration of 
200 yg./kg. psilocybin. We „determined (1) 
the standard deviation on handwriting area— 
an indicator of the subject’s ‘variability’ on 
that day (June 6, 1970), and (2) through 
pupillometry, the pupillary diameter—a reliable 
drug-dose dependent indicator of autonomic 
arousal (Fischer et al, 1970; Thatcher et al., 
1970). Both variables were measured in this 
order at T, (prior to drug administration), 
110 minutes after drug administration at T, or 
drug,peak, and at T, or 44 hours after the 
drug. 1 
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About a month prior to experimentation, 
we asked our volunteer W.L. to prepare a 
list of key words standing for a variety of his life 
experiences, which he ranked in order of 
decreasing intensity. Then, at drug peak or 
T, ie. at 11.50 a.m., 110 minutes after drug 
ingestion, he was presented with a key word 
from the top of the list, the name of a woman, 
D.L. who is associated with our volunteer's 
meaningful experiences of high motivations 
presumably corresponding to a high level of 
ergotropic arousal. Half an hour later our 
volunteer was presented with another key 
word, but from the bottom of the list: the name 
of another woman, J.B., associated with experi- 
ences of lesser significance, presumably reflecting 
low levels of arousal. 

Linguistic analysis was performed to ascertain 
whether those texts written in response to the 
symbol of high significance and those written in 
response to symbols of low significance could 
be clearly differentiated in terms of differences 
in syntactic complexity; thus the relative 
ratios of co-ordinated to subordinated sentence 
structures in these texts were determined. 
The co-ordination index (C) is obtained by dividing 
the number of independent clauses in the text 
by the number of sentences, and the subordina- 
tion index (S) by dividing the total number of 
(subordinate and independent) clauses in a 
text by the number of independent clauses. 
A larger co-ordination/subordination (C/S) 
index reflects a more simplified syntax, and a 
higher level of the volunteer writer’s arousal 
(Landon and Fischer, 1970). 


RESULTS AND DISCUSSION 

The three texts written by our volunteer, 
while under progressively increasing psilocybin- 
controlled arousal, and in response to the 
highly meaningful key-word D.L., show pro- 
gressively increasing co-ordination/subordina- 
tion (C/S) indices: 1:2, 1:8 and 2:0. Such a 
simplification of syntactic structure indicates 
a further increase in the already-existing 
level of arousal (see unbroken lines in Fig. 2). 
These values can be validated by comparing 
them with the combined C/S index of the 
same range (2:0) of texts written previously 
under psilocybin-induced arousal (Landori'and 


D.L. e— 


J.B, "mmo 


Co-ordination /Subordination. Index 





Pigs 1 
Fro. 2.— Manipulation of psilocybin-induced arousal with 
symbols of varying significance. Illustration of the influence of 
the significant symbol, D.L. (unbroken line), and of the 
symbol of small significance, J.B. (broken line), on the 
already-existing level of 200 yg./kg. psilocybin-induced 
arousal, as reflected in the texts written by a professional 
writer between T, and T4, i.e. between 110 and 270 
minutes after oral ingestion of the drug. The simplicity of 
syntactic structure is quantified as the co-ordination/ 
subordination (C/S) index, with a high C/S index indi- 
cating simplified syntax and therefore high arousal. We 
interpret the increasing simplification in syntax between 
T4 and T; (from C/S = 1-2 to 1-8, to 2-0) in response to 
the highly significant symbol, D.L. (unbroken line), as a 
further increase in the already-existing level of arousal. 
'The decreasing simplification in syntax (from C/S — 
0:92 to 0:57) in response to the symbol of lesser signifi- 
cance, J.B. (broken line), is interpreted as a further 
decrease in the already-existing level of arousal. After 
completing the texts in response to the D.L. and J.B. 
symbols, our volunteer continued his writing, alternating 
between the two topics. Against the clearly diverging 
trends in syntactic structure, drug-induced arousal 
increased between T3 and T3, as measured by an increase 

in pupillary diameter. 


Fischer, 1970a). On the other hand, the two 
texts written in response to the less-meaningful 
key-word, J.B., show low, decreasing C/S 
indices of 0:92 and 0:57, indicating a decrease 
.in the already-existing level of arousal (see 
broken lines in Fig. 2). The lowered co- 
ordination/subordination indices again compare 
well with the combined C/S index (0:46) of 
texts written previously during non-aroused 
states. 

Our ‘variable’ volunteer W.L. happened 
to be a ‘stable’ subject on 6 June, as shown by 
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his consistently small standard deviation on 
handwriting area, ie. 2:1, 1-1 and 2:2 at 
T. T, and T, respectively.* The increase 
in his pupillary diameter—from 5:5 at T,, 6:0 
at T, to 7:0 mm. at T,—indicates that the 
greatest increase in drug-induced arousal occurred 
between T, and T, t the period of text-writing 
(see Fig. 2). 

We may interpret the results of this experi- 
ment as demonstrating that the introduction of 
a highly significant symbol can further increase 
the already existing level of (drug-induced) 
arousal, as measured by an increasingly simpli- 
fied syntax (see Fig. 2). Such simplification in 
syntax is another expression for the increasing 
stereotypy which we have postulated to prevail 
with increasing levels of ergotropic arousal on 
the perception-hallucination continuum (Fischer 
1969c) (see left side of Fig. 1). This increasing 
stereotypy can also be thought of as an in- 
creasing loss of freedom to verify through 
voluntary motor performance the intense sensa- 
tions which characterize an hallucinatory 
experience, whether drug-induced or ‘natural. 
But what is one man’s loss of freedom may be 
another’s gain in creativity. “Loss of freedom’ 
is therefore chiefly a loss of ability to perform 
activities associated with the normal state of 
self-awareness, within the frame of Aristotelian 
logic and language. 

But how do we interpret the fact that the 
introduction of a symbol of small significance 
results in a more complex syntax and thus 
(in our terms) in a decrease in the already- 
existing level of (drug-induced) arousal? If, 
as we argue, syntactic simplification implies an 
increasing stereotypy or a loss of freedom, then 
a syntax of greater complexity may be regarded 
as indicating a gain in freedom. Such a gain 
in ‘free will’, for the perceptual-behavioural 
interpretation of drug-induced arousal, appar- 
ently results only in response to symbols of 
lesser significance or ‘motivation’ to the writer. 


* Volunteer W.L., has in the past displayed standard 
deviations on handwriting area ranging from 0-7 to 10°7 
(Landon and Fischer, 19702). 

f Such a ‘delay’ in drug-induced arousal is not the 
rule, however: drug ‘peak’, in terms of greatest pupillary 
diameter, usually occurs at Tz, i.e. go-110 minutes after 
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Thus, the drug-induced level of arousal can 
apparently be influenced by symbols of varied 
emotional significance, which may throw some 
light upon the factors governing a good or bad 
trip. We may conceive of a bad trip as being 
evoked by, among other things, the introduction 
of highly significant but anxiety-evoking cues 
or symbols which may arise from the total set 
and setting of the experience. 

It appears, then, that linguistic analysis of 
texts written during states of drug-induced 
ergotropic arousal enables one to measure the 
intensity of the arousal. However, only Myers- 
Briggs Type Indicator ‘perceiver? with a 
facility for writing can be used, and perhaps 
also only those with a ‘variable’ perceptual- 
behavioural repertoire. But linguistic analysis 
has distinct advantages: it requires no instru- 
mentation and so does not interfere with the 
experimental subject. 


APPENDIX 


Below, we provide samples of the writing 
of W.L. on D.L., the individual associated with 
his peak experiences, and on 7.B., the individual 
associated with the stability of daily routine. 
Instances of co-ordination of the sort tabulated 
in this study have been marked in these passages 
by the insertion of a parenthesized ampersand 
(&); instances of subordination have been 
italicized. 


D.L. 


‘D.L. celebrated her fifty-third birthday 
last night—(&) I have known her all of those 
years. She is evasive and close, youthful with 
dreams and old with life; (&) she has lived 
what I will never live and (&) yet she dreams 
the future she will never see—(&) all encompassing 
symbol of life. Her smells are never too sweet 
or too odorous—(&) they are non-identifible— 
(&) they are there and (&) that is enough. 
Smiling or sad—her eyes know why and (&) 
they shine with new discoveries—new insights 
—new roads of wonder and amazement.’ 


J.B. 
‘J-B. would give of herself until there was no 
more to give. She is what you would like to believe 
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every nurse, girl-scout, Queen-mother should be like. 
She knows exactly what must be done and (&) 
she will do it. All problems are solvable prob- 
lems for J.—(&) so there is never any need to 
worry—or wonder. She would believe in 
Quixote’s Dulcinea—(&) but when she saw 
what she was really like as Aldanze—she would 
attempt to clean her up a bit—and get rid of 
what was not pretty.’ 
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The Diagnostic Significance of Overinclusive Thinking 


in an Unselected Psychiatric Population* 


By R. W. PAYNE, D. V. HAWKS, D. FRIEDLANDER and D. S. HART 


INTRODUCTION 


Cameron (1938, 1939) suggested that schizo- 
phrenic thought disorder is largely the result of 
overinclusive thinking, which he defined as the 
inability to preserve conceptual boundaries. 
Payne, Matussek and George (1959) developed 
a battery of objective measures of overinclusive 
thinking, which they found differentiated 
between an acute schizophrenic and a neurotic 
control group. Payne and Hewlett (1960) found 
that a battery of tests of overinclusive think- 
ing intercorrelated as expected. They were able 
to obtain a factor score from their overinclusion 
test battery which differentiated a group of acute 
schizophrenic patients from control groups of 
depressives, neurotics and normal subjects. 
Payne and Friedlander (1962), on the basis of 
this factorial study, suggested a short battery 
of three measures of overinclusive thinking 
consisting of the number of ‘Non-A’ or unusual 
responses to the Object Classification Test 
(Payne, 1962), the average number of words 
used in explaining the Benjamin Proverbs given 
under special ‘stress free’ instructions, and the 
average number of objects classified together 
in the ‘handing over’ section of the Goldstein- 
Scheerer Object Sorting Test. This standard 
test battery has been the operational definition 
of overinclusive thinking in a number of studies. 
Only one study of the reliability of this test 
battery appears to have been carried out. 
Hawks and Payne (1971) report the correla- 
tions obtained from a group of 54 psychiatric 


* This study was carried out with the support of Ontario 
Mental Health Foundation grant OMHF 34. R. W. Payne 
was principal investigator of this project, and is a co-author 
of the present paper. D. V. Hawks is a co-author of the 
present paper, and was responsible for the statistical 
analysis of the data which are reported. The patients were 
tested by D. Friedlander and D. S. Hart. 


in-patients who were retested after a 4-day 
interval. The test-retest correlation coefficient 
(uncorrected) obtained from the Combined 
Transformed score (Payne and Friedlander, 
1962) was 0°87. The reliabilities of the individual 
tests ranged from 0-77 to 0-86. 

The valid use of this test battery rests upon 
the demonstration that these three tests are in 
fact significantly intercorrelated in a population 
including thought-disordered ^ individuals. 
Clearly each test measures some specific factor 
(e.g. verbal ability is probably involved in the 
Proverbs Test), and, among individuals without 
overinclusive thinking, the test scores may 
depend entirely on these specific factors. One 
would not necessarily anticipate any significant 
co-variance in a non-thought-disordered group. 
The intercorrelations which have been reported 
vary considerably from sample to sample, as 
can be seen from Table I. 

Moderately large and statistically significant 
intercorrelations have been found only when the 
sample tested included schizophrenic patients 
who had been carefully selected as showing 
typical signs of schizophrenic thought disorder. 
Hewlett's (1959) group of 80 subjects included 
20 acute schizophrenics half of whom were in- 
dependently judged by two psychiatrists as show- 
ing characteristic signs of schizophrenic thought 
disorder. Hawks and Payne’s (1971) group of 72 
patients included 18 schizophrenics regarded by 
three independent raters as showing clinical 
signs of overinclusive thinking. Foulds, Hope, 
McPherson and Mayo’s (1967a) correlation of 
‘31 was obtained from a group of 24 acute 
schizophrenics which included patients rated as 
showing thought disorder. 

By contrast, Foulds et al. (1967a) correlation of 
0°07 was obtained from 24 chronic schizo- 
phrenics. Other findings (Payne, 1962; Payne, 
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TABLE I 


Intercorrelations among the Payne and Friedlander (1962) tests of overinclusive thinking 


Measure 


1. Object classification 
Non-A score .. A 





2 


157 **(N = 72, Hawks 
and Payne, 1971) 
(N = 80, 
Hewlett, 1959) 


*gI *x* 


3 


-36 **(N = 72, Hawks 


and Payne, 1971) 


'59 **(N = 80 


Hewlett, 1959) 


“31 (N = 24, Foulds 


“78 


4 


(N = 72, Hawks 
and Payne, 1971) 


2. Goldstein object sorting 
Average no. of objects 


3. Proverbs 
Average no. of words 


4. Combined transformed 
overinclusion score . 


** Significant at t per cent level. 
* Significant at 5 per cent level. 


Friedlander, Laverty and Haden, 1963) suggest 
that chronic schizophrenics do not show over- 
inclusive thinking on these measures. Watson's 
(1967) correlation of -o1 was also obtained from 
a group of 100 in-patients diagnosed as schizo- 
phrenics, who had been in the hospital, on 
average, for over 8 years. This group can also 
reasonably be described as a chronic schizo- 
phrenic population. Hawks's (1964) insignificant 
correlation was obtained from a sample of 58 
psychiatric patients who had been referred for 
psychological testing because of their equivocal 
diagnosis, and may well have consisted of 
largely atypical cases. It was also not certain in 
this study that these patients had all been tested 
in the period during which they were suspected 
of showing thought disorder. 

Payne, Caird and Laverty (1964) have 
argued that, in one sense, a delusion is by 
definition an unwarranted overgeneralization 
from the facts. Accordingly they suggested that 
overinclusive thinking might be one cause of 
paranoid delusions. As predicted, they found 


et al., 19672) 
*07. (N = 24, Foulds 
et al., 1967) 


:27 *(N = 72, Hawks :83 
and Payne, 1971) 


(N — 72, Hawks 
and Payne, 1971) 


50 **(N — 80, 
Hewlett, 1959) ' 
‘Ol = 100, 
Watson, 1967) 
03 (N = 59, Hawks, 
1964 


"Jo. (N = 72, Hawks 
and Payne, 1971) 


that a group of paranoid schizophrenics were 
significantly more overinclusive on the Proverbs 
word count measure than were a group of non- 
paranoid schizophrenics. This finding was 
replicated by Lloyd (1967) on the same 
measure, although Goldstein and Salzman 
(1965) found no significant differences between 
paranoid and non-paranoid schizophrenics. 
Unfortunately, Goldstein and Salzman relied 
on longhand recording rather than tape record- 
ing, and they report an unusually small word 
count in both groups, possibly because of the 
inaccuracy of this procedure (Payne and 
Hewlett, 1960). Claridge (1967), using the 
Payne Object Classification Test as a measure 
of overinclusive thinking, found it to be associa- 
ted with the presence of delusions in a schizo- 
phrenic group. Foulds, Hope, McPherson and 
Mayo (1967b) similarly found paranoid schizo- 
phrenics to be significantly more overinclusive 
than non-paranoid schizophrenics on both the 
Payne Object Classification Test and the 
Proverbs test. They also found significant 
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correlations between these measures and the 
number of delusions, as rated clinically, in the 
same population (Foulds, Hope, McPherson 
and Mayo, 1968). The one clear-cut failure to 
find this predicted relationship has been 
reported by Hawks and Payne (1971). Their 
study made use of all the three overinclusion 
tests in Payne and Friedlander’s (1962) battery. 
The combined  overinclusion score was 
correlated with psychiatric ratings of five 
different delusions in 54 psychotic patients. 
Only one of the correlations was significant, 
and this was very small (r = 0:26). However, 
the symptom ratings themselves were not very 
reliable, as suggested by the relatively low 
correlations found between independent doctors’ 
and nurses’ ratings (the correlations ranged from 
-63 to -26 for the five symptoms), and this may 
have contributed to the failure to obtain the 
expected results. 

There has apparently been only one follow-up 
study designed to assess the long-term prognostic 
implications of overinclusive thinking as mea- 
sured by this battery. Payne (1968) followed up 
a group of 114 psychiatric in-patients (mainly 
psychotic) for an average period of three years 
following the time that they had been tested, 
and found that there was a small but statistically 
significant tendency for patients who were 
overinclusive on Payne and Friedlander’s (1962) 
combined overinclusion score to have a better 
than average prognosis. 


Purpose of the present study 

All the studies which have been discussed 
above were carried out on specially selected 
groups of patients. The present study was 
designed to determine the diagnostic and 
descriptive validity of Payne and Friedlander’s 
(1962) battery of overinclusion tests on a repre- 
sentative sample of mental hospital admissions. 
The three main aims of the study were to 
determine for this population: 

1. Whether or not the overinclusion tests 
intercorrelated significantly, a necessary 
condition to justify their routine clinical 
use. 

2. Whether they were capable of predicting 
the final psychiatric diagnosis for such a 
group, and 
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3. Whether they correlated significantly with 

the presence of delusions. 

A fourth aim of the study was to try out a 
number of new measures of overinclusion. One 
criterion of the validity of these new measures 
was to be the extent to which'they correlated 
with the standard test battery. This aspect of the 
data collected will not be discussed in the present 
paper because of the results described below. 


METHOD 
The subjects 

The original intention of the study was to obtain a 
sample of one hundred consecutive admissions to a 
psychiatric hospital (The Ontario Hospital, Kingston, 
Ontario) and the psychiatric ward of a general 
hospital (The Kingston General Hospital). However 
it was decided to exclude patients known to have 
suffered serious brain lesions, or to have deteriorated 
as the result of chronic alcoholism. Because of the 
probable effect of a very low I.Q. and old age on the 
tests used, it was also decided to include only patients 
between the ages of 16 and 55 years, and those who 
obtained an I.Q. of at least 80 on the Mill Hill 
Vocabulary Scale (Raven, 1948). In addition, only 
those patients who were not receiving medication 
prior to hospital admission were included in this 
sample. A consideration of all admissions over a one 
month period indicated that only approximately 20 
per cent satisfied these selection requirements. 

Each patient's occupational status was rated 
according to Hollingshead and Redlich’s (1958) 
criteria, and the number of years each had received 
formal education was recorded. These descriptive 
details for the sample tested are shown in Table II. 


TABLE II 
Characteristics of the sample 
Standard 
Variable Mean deviation , n Range 

Age (in years) 34:56 11°32 — 100 16-55 
Occupational 

status .. 4°67 1°43 99 2-7 
Formal educa- 

tion (in years) 9:96 2°85 99 5-21 
Mill Hill Voca- 

bulary Scale 

Intelligence 

Quotient* .. 91:78 8-96 100 77-121 


43 males; 57 females 

* The intelligence quotients quoted are based on 
the simple transformation of Raven's published per 
cent norms. A mean of 100 and a standard deviation 
of 16 is assumed for each age group. 
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The test battery 

The patients were given Payne and Friedlander’s 
(1962) standard battery of overinclusion tests within 
three days after their admission to hospital, and 
before treatment was commenced. The details of the 
administration and scoring are given elsewhere 
(Payne and Friedlander, 1962). Briefly, the three 
tests are as follows: 

Goldstein-Scheerer (1941) object sorting test ‘handing-over’ 
experiment. The object sorting test consists of 33 
common objects which the subject first identifies. 
The subject is then asked to select one of the objects, 
and then to hand to the examiner all the objects 
which he thinks could be grouped together with this 
‘point of departure’ object. He is then asked to explain 
the grouping he has produced. This procedure is 
repeated three more times, using as ‘points of 
departure’ a standard set of three objects selected by 
the experimenter. The score is the average number of 
objects handed over in the four trials. The rationale is 
simply that overinclusive subjects are expected to 
build up a more overinclusive concept around the 
‘point of departure’ object, and thus to select more 
objects to group together with it. 

The object classification test (Payne, 1962) consists of 
twelve small geometric objects which differ in a 
number of characteristics such as their shape, size, 
thickness, weight and colour and the material of 
which they are made. The subject is asked to sort the 
objects into groups in as many ways as possible. There 
were intended to be 10 logical ways of sorting the 
objects (‘A’ responses). Other methods of sorting the 
objects are scored ‘non-A’ responses. Overinclusive 
subjects are expected to produce a larger number of 
non-A responses because they attend to ‘irrelevant’ 
aspects of the objects (overinclusion) and base 
additional methods of sorting on these ‘irrelevant’ 
characteristics. 

The Benjamin (1944) proverbs test consists of 14 
proverbs which the subject is asked to interpret. 
Care is taken to give the subject as long as he wishes, 
and answers are tape-recorded. The rationale is that 
proverbs should illustrate more complex concepts to 
overinclusive subjects, and therefore require longer 
explanations. The score is the average number of 
words used to explain the proverbs, 

The combined transformed overinclusion score is merely 
the sum of the transformed scores described by Payne 
and Hewlett (1960). These transformations were 
designed to normalize the distributions and equate 
the variance for each test, so as to give each test an 
equal weighting in the total score. 

The symptom rating scale. A standard symptom rating 
scale was also completed for each patient within three 
days of admission by one of the staff psychiatrists, who 


had no knowledge of the test results. Because of the 
shortage of hospital staff it was not possible to obtain 
independent ratings from two psychiatrists in the 
present study. However this rating scale was used in 
another investigation in which independent ratings 
were compared (Hawks and Payne, 1971). The rating 
scale was included in the present investigation pri- 
marily to test the hypothesis that overinclusive 
thinking is associated with the presence of delusions. 
Five of the symptoms rated refer to different kinds of 
delusions. These symptoms were ‘delusions of persecu- 
tion’, ‘hypochondriacal delusions’, ‘delusions of 
grandeur’, ‘delusions of self depreciation’ and ‘ideas of 
reference’. Only the data with respect to these five 
symptom ratings will be discussed in the present paper. 

Final psychiatric diagnosis. While the emphasis of the 
investigation was upon symptomatology rather than 
diagnosis, the diagnosis given each patient was 
recorded. In all cases it was the patient’s final 
diagnosis which was recorded. This diagnosis was 
established at a case conference, in which all pro- 
fessional staff participated, held several weeks after 
the patient’s admission. 


RESULTS 
Relationship between the standard tests of overinclusion 
The product-moment correlations found be- 
tween the overinclusion tests are shown in 
Table III. Contrary to expectation, only one of 





Tase III 
Intercorrelations between the standard tests of overinclusion 
(N = 95) 
Test I 2 3 











1. Goldstein-Scheerer 
object sorting test: 
Average no. of objects 


(transformed) 0:299* 0-122 
2. Payne object classifica- 

tion test: Number of 

non-Á responses 

(transformed) se — 0-042 


3. Benjamin proverbs 
test: Average no. of 
words (transformed) — 








* P < 0°05. 


these correlations is significant, and that is very 
low. For all practical purposes these tests seem 
to measure nothing in common in the present 
population. There is, therefore, no evidence that 
a combined overinclusion score can validly be 
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obtained from these tests for use with an un- 
selected psychiatric population of this sort. 


Relation of overinclusive thinking to age, intelligence, 
occupation and education 
It had been predicted that the measures of 
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discrepant with the earlier published findings 
discussed above. Also contrary to prediction, 
the non-paranoid schizophrenics tend to be more 


Taste IV 
Mean age and intelligence of the four diagnostic groups 




















overinclusive thinking would be uncorrelated T : Mill Hill 
with age, intelligence, occupational status and Diagnostic category Age di rcd 
education. With the exception of the average ep. 
number of words used in interpreting the Depressive psychosis.. Mean.. 40:37 90:53 
Benjamin Proverbs Test these expectations D "do Rar ux 
were fulfilled. Contrary to expectation, this N ge EU i E z 
score was positively related to education (r = — M c p Ta 
p ne m related to occupational okreni SD. i n 
: Range 17-53 84-118 
N 24 24 
Relationship of overinclusive thinking to diagnosis Paranoid Mean.. 37:32 — 92-18 
Table IV shows the ages and vocabulary schizophrenia . SD. .. 7'15 12°03 
I.Q.s for the four major diagnostic categories, Range 22-49 80-121 
as determined by the final psychiatric diagnosis. N 25 25 
Table V shows the mean scores obtained by — Psycho-neurosis . Mean.. 27:70 . 92:00 
the groups on the three overinclusion tests. S.D. .. 11:15 6-61 
None of the overinclusion test scores differentiate GA 16-51 — 8r-102 
the groups significantly, a result which is 23 23 
TABLe V 
A comparison of the four major diagnostic groups on the standard tests of overinclusion (Transformed scores) 
Object 
Object sorting classification Proverbs: Combined O 
test: average test: non-A average no. score 
no. of objects responses of words 
Depressive psychosis . Mean 3:211 0:789 4'412 8-000 
S.D. 2:41I 1:182 1:278 3:500 
Range 0-9 0-4 3-7 3-17 
N 19 I9 17 17 
Non-paranoid schizophrenia .. Mean 3:958 1-417 4'500 9:727 
S.D. 2-629 1*590 2'133 4'119 
Range 0-9 0-6 I-9 0-19 
N 24 24 22 22 
Paranoid schizophrenia Mean 2:958 1-800 4:360 9:375 
S.D. 2-156 1:958 2-294 4:189 
Range 0-9 0—7 0-9 3-16 
N 24 25 25 24 
Psycho-neurosis Mean 3:043 0:913 4:783 8-696 
S.D. 1:665 0*949 2:275 3:560 
Range 0—7 0-3 1-9 2-18 
N 23 23 23 23 
Comparison F 0-986 n.s. 2:257 1.8. 0: 18g n.s. 1: 196 n.s. 
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overinclusive than the paranoid schizophrenics, 
although the differences are not significant. 
The present population clearly differs from 
those reported in previous studies in that it does 
not consist of carefully selected groups of typical 
patients. In addition, the present sample is 
intellectually duller, as assessed by the Mill Hill 
Vocabulary scale, than the patients tested by 
Payne and Hewlett (1960) in the original study 
in which this test battery was used. Table VI 
presents a comparison between the results 
obtained in the present study and those found 
by Payne and Hewlett. As can be seen, the 


schizophrenics in the present sample do not 
differ significantly from those reported by 
Payne and Hewlett (1960). Approximately 40 
per cent of the schizophrenics included in both 
studies obtained combined overinclusion scores 
greater than 10, the score shown by Payne and 
Friedlander to represent the upper limit of 
non-schizophrenic performance. It cannot there- 
fore be concluded that the present schizophrenic 
sample included relatively few overinclusive 
individuals. Indeed the schizophrenics were 
similar in both studies in that both groups were 
tested shortly after admission while they were 


"TABLE VI 


Comparison of the means and variance of the schizophrenic, depressive and neurotic groups with those of Payne and Hewlett 
(1960) on the standard tests of overinclusion (transformed scores) 














Goldstein- Payne object 
Scheerer object classification Benjamin 
sorting test test proverbs test Combined 
Group overinclusion 
Average Average Score 
number of Number of number of 
objects handed non-A responses words 
over used 
Schizophrenics .. Mean.. 3:57 3:754 1°80 2:05 4'55 4'45 9:91 10:25 
S.D. .. 2:45 2:I5 1:76 1:90 2-08 2°30 3°80 5:00 
Range 0-9 I-9 0—7 0—7 1—9 0-9 3-19 I-21 
N zs 48 20 49 20 47 20 46 20 
Sig. of mean 
diff-t! — .. 0°29 n.s. 0*50 ns. 0* 16 n.s. 0*27 ns 
Sig. of variance 
diff.--F* 1:30 n.s. 1716 ns. 1°22 ns. 1°73 n.8 
Depressives . Mean.. 3'211 2:050 0'789 0:600 4:412 3:000 8:000 5:650 
S.D. .. 2:417 0:999 1:102  ri:5680  1i:278  r:170 3:500 1:666 
Range 0-9 0-3 0-4 0-7 3-7 0-5 8-17 3710 
N s : 19 20 19 20 17 20 17 20 
Sig. of mean 
diff-t  .. 1:89 n.s. 0*42 n.8. 3:39** 2:46* 
Sig. of variance 
diff. F' 5:85** 1:76 n.s. 1*19 n.8. 441** 
Neurotics . Mean.. 3:043 2:550 07913 0:250 4:783 3-600 8:696 6:550 
S.D. .. 1:665 1:318 0'949 0:444 2:275 1:231 3:560 1-850 
Range 0-7 0-6 0-3 oI 1—9 2-7 2-18 3-10 
N aie ni 23 20 23 20 23 20 23 20 
Sig. of mean 
diff.-'t 1:06 ns. 2-92** 2-11* 2:47* 
Sig. of variance 
diff.-'F' 1°60 n.s. 4°57** g:41** 3°70** 
+ Payne and Hewlett’s (1960) figures are shown in italics. 
+ P < 0:05. 
** P < 0-0! 


BY R. W. PAYNE, D. V. HAWKS, D. FRIEDLANDER AND D. 8. HART 


still acutely ill. Approximately half of Payne and 
Hewlett's schizophrenics were selected as show- 
ing typical signs of schizophrenic thought dis- 
order at the time of testing, and about half the 
schizophrenics in the present sample were 
judged thought-disordered on the symptom 
rating scale. 

On the other hand, comparison of the scores 
obtained by Payne and Hewlett’s neurotics and 
depressives and those neurotics and depressives 
included in the present study reveals that there 
is a tendency for the latter to obtain higher mean 
overinclusion scores and to show a wider disper- 
sion of overinclusion scores. It is this tendency 
for the non-schizophrenics in the present sample 
to obtain higher overinclusion scores which 
results in the failure of the overinclusion tests to 
discriminate significantly between the four 
major diagnostic groups. It is possible that this 
overlap results from the inclusion of some 
atypical cases in the present sample. Payne and 
Hewlett, by contrast, took great care to include 
only typical cases. 

The suggestion that patients in the present 
sample gave fewer responses of any kind as a 
consequence of being intellectually duller than 
Payne and Hewlett’s sample (mean 1.Q..s were 
91-78 and 102-26 respectively), and that this 
restriction in the range of responses contributed 
to the insignificant correlations found between 
the tests of overinclusion, was assessed by re- 
calculating the intercorrelations between tests 
for those patients having a Mill Hill Vocabulary 
intelligence quotient of at least one hundred. The 
results are shown in Table VII. 


Tastre VII 
Intercorrelations between the standard tests of overinclusion for 
patients having a Mill Hill vocabulary scale intelligence 
quotient greater than roo (transformed scores) 








(N = 20) 
Test 1 2 3 
1. Object sorting test: 
handing over e — 0°455* —0-098 
2. Object classification 
test: no. of non-A 
responses — .. . — —o-088 


. Benjamin proverbs 
test: Average no. of 
words used .. is — 


* P «0:05. 


oo 
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The correlation coefficients calculated be- 
tween the three standard tests of overinclusion 
for this restricted sample are substantially the 
same as obtained when the total sample is 
employed. l 

With respect to age and occupational status 
the present sample and that of Payne and 
Hewlett are almost identical. The two groups 
do, however, differ with respect to education 
(mean years of schooling 9:96 and 10:76 
respectively). 


The relationship among the delusion symptom ratings 

If overinclusive thinking is one important 
cause of delusions, one would expect there to be 
a tendency for the five different delusions which 
were rated to be significantly associated. 
Because not all the symptoms were rated on a 
continuous scale (two were dichotomous) this 
hypothesis was tested by computing chi-square 
coefficients between the five symptom ratings. 
The results are presented in Table VIII. 


Taste VIII 
The relationships among the ‘overinclusion symptoms’ 
Chi-square values obtained from 2 X 2 tabulations 
1 d.f., n = 100 





Symptoms I 2 3 4 5 





1. Delusions of 

persecution .. — 
2. Hypochondriacal 

delusions aes — 0:2 
3. Delusions of 

grandeur... — 
4. Delusions of 

self-deprec. .. — 
5. Ideas of 

reference ys = 





* P < 0'05. 
** P < o-or. 

Only three of the ten chi-squares are signi- 
ficant, although all are in the predicted direc- 
tion, a result which gives only weak support to 
the hypothesis. 


The relationship between overinclusive thinking and 
delusional symptomatology 

The relationship between overinclusion test 
performance and delusional symptomatology 
was tested by calculating correlation coefficients 


180 DIAGNOSTIC SIGNIFICANCE OF OVERINCLUSIVE THINKING IN AN UNSELECTED POPULATION 


between the scores obtained on the standard 
tests of overinclusion and the ratings given to 
the five delusional symptoms held to be mani- 
. festations of overinclusion. Two of the symptoms 
(‘delusions of grandeur’, ‘delusions of self 
depreciation’) were rated on a single item on 
the rating scale. Thus, for this item, both a 
high or a low score indicates abnormality. 
Accordingly the significance of the relationship 
between test scores and symptom ratings were 
assessed by correlation ratios (etas) a statistic 
which does not assume a linear relationship. 
The results are given in Table IX. 

The score derived from the Object Sorting 
Test had significant correlations with only one 
of the delusional symptoms, hypochondriacal 
delusions. Plotting the scatter diagram showed 
that this relationship was bimodal, both an 
over-concern and a lack of concern being 
positively associated with high scores on this 
test. 

As predicted, patients suffering from ideas of 
reference tended to give a greater number of 
non-A responses on the Object Classification 
Test. The relationship between this measure 
and hypochondriacal delusions was bimodal. 
Contrary to prediction, the number of non-A 
responses was not significantly correlated with 
either delusions of persecution or delusions of 
grandeur—self depreciation. 

The only delusional symptoms to be signi- 
ficantly correlated with the average number of 
words used in interpreting the Benjamin 


Proverbs were hypochondriacal delusions. 
Patients who were abnormally concerned with 
their physical health, or alternatively ignored 
the symptoms of physical illness, tended to 
employ a greater number of words in answering 
the Benjamin Proverbs. 

The only delusion consistently associated with 
performance on the three standard tests of over- 
inclusive thinking was that concerned with 
health. This, together with the fact that the 
relationship between overinclusive thinking and 
hypochondriacal delusions is bimodal, suggests 
that there is no strong association between over- 
inclusive thinking and the presence of delusions 
in the present investigation. 

An indication of the overall significance of the 
relationship between the standard tests of 
overinclusion and delusional symptomatology 
was obtained by calculating biserial correlations 
between the scores obtained on the tests and the 
ratings given the symptoms. Only two of the 
biserial correlations were significant at the 5 per 
cent level of significance; both were in the 
predicted direction. Of the remaining 13 in- 
significant correlations, 7 were in the direction 
opposite to prediction. The average correlation 
coefficient calculated from the matrix of correla- 
tions between overinclusion test performance 
and delusional symptomatology was 0-026, 
which is not significantly different from zero. 

One contributing factor to this failure to find 
the expected relationship may be the relative 
unreliability of the symptom ratings used. 


TABLE IX 


The relationship between performance on the overinclusion tests and ‘delusional’ symptomatology 
(n = roo) 








Delusions of 





Delusions of Hypochondriacal Grandeur/self Ideas of 
persecution delusions* depreciation* reference 
Goldstein-Schreerer object sorting test: 
average numbers of objects handed over 0:040 0'350** 0:126 —O'lll 
Payne object classification test: number of 
non-A responses we .  —0'I293 0:258** 0-088 —0:294** 
Benjamin oe test: ee number of 
words used —0'023 0-293** 0:090 0:036 





* Non-linear. 
** P — 0-01. 
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Hawks and Payne (1971), in the study described 
above, intercorrelated independent doctor's and 
nurse's ratings for these five symptoms, and 
found that, while four of the five correlation 
coefficients were significant, they were relatively 
low, ranging from 0-26 to 0-63. The fact that the 
patients were seen very soon after admission, 
after a limited period of observation may have 
contributed to this lack of reliability. Also, in the 
case of some of the ratings, a very restricted 
range precluded finding significant correlations. 


DISCUSSION AND CONCLUSIONS 


The three tests of overinclusion employed had 
only tenuous relationships with one another and 
did not discriminate between schizophrenic, 
depressive and neurotic patients. While the 
schizophrenics included in the present investiga- 
tion and those of Payne and Hewlett (1960) do 
not differ in significant respects, the depressives 
and neurotics employed in the present study 
obtained higher overinclusion scores than the 
comparable patients tested by Payne and 
Hewlett. The lack of significant intercorrelations 
between the tests and the failure of overinclusion 
test performance to correlate with final diagnosis 
calls into question the usefulness of the tests in a 
relatively unselected psychiatric population. 
While the criteria employed in determining 
diagnosis may have differed in the two studies, 
the fact that overinclusion test performance did 
not correlate with delusional symptomatology in 
the present instance suggests that the failure to 
find the expected relationships cannot be 
explained entirely in terms of diagnostic 
ambiguities. 

It is a familiar finding that tests standardized 
on psychiatric groups of unequivocal diagnosis 
show less clear-cut discrimination when applied 
to populations whose diagnosis is either not yet 
established or regarded as tentative. Despite 
this it is just such patients who are referred for 
psychological assessment. It must be concluded 
that there is at present no evidence that this 
test battery is of practical clinical use in such 
a population for descriptive or diagnostic 
purposes. However, further studies may confirm 
the preliminary finding (Payne, 1968) that these 
tests are of some prognostic value in this type of 
population. 
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SUMMARY 


Payne and Friedlander's battery of three tests 
of overinclusive thinking was administered to 
IOO consecutive mental hospital admissions 
between the ages of 16 and 55 who were free 
of medication, who were not brain damaged, 
and who had a Mill Hill Vocabulary I.Q.. of 80 
or more. In this population, the intercorrela- 
tions among tbe tests were very low, only one 
attaining statistical significance. When the 
patients were grouped according to their final 
psychiatric diagnosis, the groups did not differ 
significantly on the overinclusion measures. The 
overinclusion measures similarly were mainly 
non-significantly correlated with psychiatric 
rating of five delusional symptoms. The study 
provided no evidence that this test battery can 
be used clinically for diagnostic or descriptive 
purposes with such a psychiatric population. 
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Speed of Function, Thought-Process Disorder and Flattening 
of Affect 


By JOAN DRAFFAN 


Retardation, i.e. abnormal slowness in per- 
forming mental and/or motor tasks, is frequently 
noted as being a prominent feature of schizo- 
phrenia. While some writers describe it as 
being merely one of the several clinical signs 
and symptoms of schizophrenia, others suggest 
that retardation has a causative role, and is a 
basic disorder underlying antisociability and 
withdrawal from reality (Babcock, 1933), 
intellectual deficit (Shapiro and Nelson, 1955), 
affective flattening (Harris and Metcalfe, 1956), 
thought-process disorder (e.g. Yates, 1966), and 
other disorders. 

Studies of retardation as a clinical sign disagree 
as to whether it can be considered as a unitary 
disorder (Payne and Hewlett, 1960), affecting 
many aspects of behaviour, or whether it is 
useful to distinguish mental slowness from 
psychomotor slowness (Nelson, 1953). If Payne 
and Hewlett are correct, then the scores of a 
group of schizophrenics on tests of mental 
speed, such as Nufferno’s, would be expected 
to show high, positive correlations with their 
scores on tests of psychomotor speed, such as 
those in the Babcock-Levy battery. If, on the 
other hand, Nelson is correct and mental and 
psychomotor speed are largely independent, then 
the correlations would be likely to be negligible. 

A second question relating to retardation as a 
clinical sign is how it is distributed among the 
subcategories of schizophrenia. Studies of many 
aspects of schizophrenia (Shakow, 1962; Foulds 
et al., 1967) suggest that it is useful to distin- 
guish between paranoid schizophrenia and the 
non-paranoid varieties, i.e. hebephrenia, cata- 
tonia, and simple schizophrenia. Paranoid 
schizophrenics have been found to be faster 
on tests of psychomotor speed (Shakow and 
Huston, 1936; Payne and Hewlett, 1960; 
Payne et al, 1964; Foulds et aL, 1968) and 
mental speed (Payne and Hewlett, 1960), 


although Wittenborn and Holzberg (1951) 
and Payne (1960) have suggested that psychotics 
with delusions tend to be slower. Foulds et al. 
(1969) found no differences between paranoid 
and non-paranoid schizophrenics on psycho- 
motor speed. 

Another frequently emphasized distinction 
within schizophrenia is between acute and 
chronic schizophrenia (Johannson et al., 1963). 
Nelson (1953) found that chronic schizophrenics 
were slower than acutes, but the results of 
Foulds et al. (1969) and Senf et al. (1955) 
showed no significant differences. The theory 
of Hawks and Marshall (1971) allows the 
prediction that chronic schizophrenics would be 
slower than acutes, particularly on mental 
speed tests. 

Considering retardation as a cause of other 
schizophrenic signs and symptoms, several 
writers have postulated that thought-process 
disorder is a result of abnormal slowness 
(Babcock, 1933) or specifically of a reduced 
rate of information processing (Yates, 1966). 
Foulds et al. (1969) and Presly (1969) found no 
relationship between thought process disorder 
and psychomotor speed. Slow information 
processing, as postulated by Yates (1966), is 
more likely to affect mental speed, and although 
he was supported by Court and Garwoli 
(1968), their results are ambiguous since they 
failed to distinguish the thought-process-dis- 
ordered schizophrenics from those without 
thought-process disorder. Similarly, Hawks 
and Robinson (1971), while failing to confirm 
Yates’ hypothesis, failed to classify schizophrenics 
in terms of thought-process disorder. A positive 
relationship between thought-process disorder 
and ‘speed slope’ on the Nufferno speed tests 
would be predicted from Yates’ theory, since 
‘speed slope’ represents the increase in time 
taken to process increased information. 
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Retardation has also been said to be the 
basic disorder underlying flattening of affect 
(Babcock, 1933; Harris and Metcalfe, 1956). 
Harris and Metcalfe supported this, using 
tests of both mental and psychomotor speed 
and clinical ratings of flattened affect. A 
different interpretation of affective flattening 
has recently been proposed by McPherson 
ei al. (1970a, b), who relate it to the absence 
of a coherent personal construct subsystem 
(Kelly, 1955) for evaluating and differentiating 
people's ‘psychological’ attributes, i.e. those 
to do with personality and emotion. Among 
schizophrenics, affective flattening, as rated 
clinically, has been shown to be significantly 
correlated with the use which they make of 
‘psychological’ as opposed to ‘non-psychological’ 
constructs (Dixon, 1968; McPherson et al., 
r970a, b). Buckley (1969) found that those 
schizophrenics who used few ‘psychological’ 
constructs were significantly slower on one 
psychomotor test, but the relationship with 
mental speed has not yet been established. 

The aims of the present study are, therefore, 
to investigate (i) whether mental retardation 
can be distinguished from psychomotor retarda- 
tion, or whether reduced speed of functioning 
in schizophrenics should be considered as a 
unitary disorder; (ii) whether paranoid schizo- 
phrenics differ from non-paranoid schizophrenics 
on tests of mental and psychomotor speed; 
(iii) the degree of the relationship between 
chronicity in schizophrenia and speed of func- 
tion; (iv) the degree of the relationship between 
thought-process disorder and retardation; and 
(v) the degree of the relationship between flatten- 
ing of affect and retardation. 


METHOD 

Subjects 

Twenty-four schizophrenics, 17 male and 
7 female, from the admission wards of a general 
psychiatric hospital were tested. In addition 
to having an undisputed clinical diagnosis of 
schizophrenia, the patients were all less than 
65 years of age (mean age 32-6 years, S.D. 
13:8 years); had no known brain damage; 
were not receiving ECT; and had obtained a 
score of at least 15 on the Mill Hill Synonyms 
Selection Test (mean score 28:92; S.D. 5:39; 
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42nd percentile for general population). 

The group comprised 7 paranoid and 17 
non-paranoid schizophrenics as diagnosed by 
the Symptom Sign Inventory (Foulds and 
Hope, 1968); and 11 acute and 13 chronic 
patients, the term chronic being applied to 
those schizophrenics who had first been admitted 
at least two years previous to the date of testing 
(Brown, 1960). 
Procedure 

The patients were tested individually in a room on 
the ward. Testing extended over two sessions, with 
never more than one night intervening between 
the two. Two patients, both paranoid schizophrenics, 
refused to take part in the testing. A further four 
patients did not complete the Nufferno Speed Tests. 


Measures 
1. Speed 
(a) Psychomotor speed 
(i) Babcock-Levy Battery. The ‘speed of writing’ 
subtests were administered, but as advised by 
Foulds et al. (1969), ‘Writing Name’ was omitted. 
The time taken to write each sentence was noted. 
(ti) GATB motor speed test. Form B—1002, Test 8. 
The score recorded was the number of digits 
correctly coded in go seconds after a short 
practice. 
(i3) WAIS digit symbol test. The score recorded was 
the number of digits correctly coded in go seconds 
after a short practice. 
(b) Mental Speed 
(i) Nufferno speed tests. The tests were administered 
and scored in accordance with the instructions 
for individual administration in the manual 
(Furneaux, 1956). Speed scores were obtained, 
in the following order, for (i) A(z) unstressed; 
(ii) B(1) unstressed; (iii) A(1) stressed. The 
speed slope score, B(1) — A(2), was also cal- 
culated. 


2. Flattening of affect 

Dixon's (1968) technique was used. The uscfulness 
of this technique in differentiating between flattened 
and non-flattened schizophrenics, and its high 
reliability, are well established (Dixon, 1968; 
McPherson et aL, 1970a, b; Rush, 1970). The 
method of scoring followed McPherson et al. (19702): 
first responses within each category, for cach pair of 
photographs were considered, and the proportion 
of psychological responses to the total number of 
response was calculated. 


3. Thought process disorder 
The Bannister-Fransella Grid Test (1966) was 
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used, and standard administration was followed. 
Intensity and Consistency scores were calculated. 
4. Symptom-Sign Inventory (SSI) 

The ‘Personal Disturbance Scale’, the ‘Delusion 
Scale’ and the ‘Non-paranoid vs. Paranoid Schizo- 
phrenic’ scale were administered. 

5. Mill Hill Synonyms Selection Test (1948) t 

Senior Set B was administered. 

The SSI was administered first, followed by the 
Mill Hill Scale, the Bannister-Fransella Grid Test, 
the Nufferno Speed tests, the Dixon technique, 
and finally the psychomotor speed tests. 


RESULTS 


The term ‘retardation’ has been used some- 

what guardedly throughout this paper, be- 
cause the average scores of the schizophrenics 
on the tests were not markedly different from 
normal. For example, in the Nufferno Speed 
Tests, the mean score on A(2) unstressed was 
186-3 (S.D. 14:4) which is at the 47th percentile 
for the general population; on the Digit 
Symbol, the mean score was 38:0 (S.D. 11:9), 
which is at the 53rd percentile for the general 
population. The wide variation in the scores 
is an obvious feature, and this will be discussed 
in another paper. 
1. Intercorrelations of speed tests. The results of the 
speed tests were intercorrelated, and the matrix 
of correlations in Table I was obtained. A 
McQuitty Elementary Linkage Analysis con- 
firmed what can be seen clearly on inspection 
(see Fig. 1). The tests fall neatly into two non- 
overlapping clusters, with no tendency for 
them to form part of a general speed cluster; 
the correlations of every member within each 
cluster is significant, and higher than it is 
with any member of the other cluster. 


185 


Fig. 1. 
McQuitty elementary linkage analysis 
A(2) U=A(1)S GATB=Babcock-Levy 
t t 


B(1)U D.S. 

One of these clusters comprised the tests of 
mental speed, the other one comprised those 
of psychomotor speed. A ‘mental speed index’ 
and a ‘psychomotor speed index’ were computed 
by converting the scores within each test into 
Z-scores, and summing those within each 
cluster; these were used in subsequent cal- 
culations. 

These findings clearly support. those of 
Nelson (1953) and Foulds et al. (1969) that, 
in schizophrenics, mental slowness can be 
distinguished from psychomotor slowness. If 
relevant tests were included, a third cluster of 
‘perceptual speed', such as Rimoldi (1951) 
found while working with normal subjects, 
might emerge within schizophrenics. 


2. Paranoid and non-paranoid schizophrenics on 
speed tests. The paranoids obtained mean scores 
of 6-44 (S.D. 2:16) and 6-63 (S.D. 2-11) 
on the mental and psychomotor speed indices 
respectively, compared with the non-paranoids' 
mean scores of 4°85 (S.D. 2:72) and 5:84 
(S.D. 2-65). High scores are associated with a 
faster performance, and although paranoid 
schizophrenics tended to be faster than non- 
paranoids the range of scores within each group 
was so wide that neither the differences in the 
mental nor the psychomotor speed indices 
were statistically significant (Mann-Witney U 
values 37 and 46 respectively). This confirms the 
findings of Foulds et al. (1968). 


3. Chronicity and speed of functioning. The mental 


TABLE I 
Intercorrelations among the speed tests 





Bix) U A()S DS. GATB Babcock-Levy 
A(2) U -69 -77 +28 +18 —'01 
p«':o1 p«-or 
B(1) U *69 “13 “17 — +04 
A(1) S «01 *23 27 —-:02 
D.S. ui “69 
p<-or p«-oi 
GATB “84 
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and psychomotor speed indices were each 
correlated with years of chronicity, with age 
partialled out. The correlations were 0-08 
and 0:33 respectively, neither of which reached 
significance. Thus Nelson's (1953) finding that 
chronic schizophrenics were slower than acutes 
is tentatively supported only for psychomotor 
speed. Hawks and Marshall’s (1971) theory 
that schizophrenics learn to combat the dis- 
tractibility and overinclusiveness of the early 
stages of their illness by slowing down the 
rate at which they respond was not supported. 
It was predicted that mental speed would be 
more affected, and in the present study psycho- 
motor speed showed a closer relationship with 
chronicity. On mental speed, although it is 
not possible to say whether the faster schizo- 
phrenics in the present group were overinclusive, 
they were not significantly more acute than the 
slower ones. 


4. Thought-process disorder and speed. The Intensity 
score of the Bannister-Fransella Grid Test 
correlated 0-13 and 0-23 with the mental 
and psychomotor speed indices respectively, 
and the Consistency score correlated — 0:18 
and 0:06 with the mental and psychomotor 
speed indices. None of these correlations reach 
a significant level. Similarly, the correlations 
between Intensity and Consistency and the 
speed slope score on the Nufferno Speed tests 
were non-significant (—0-15 and —0:21 respec- 
tively). When the patients were divided into 
thought-disordered and non-thought-disordered 
following Bannister and Fransella’s (1966) 
suggested cut-off points, there were no signifi- 
cant differences between them on either of the 
speed indices (Mann-Witney U = 35 and 43 
for mental and psychomotor speed respectively). 

These findings confirm those of Presly 
(1969), and thereby fail to support Yates’ 
(1966) theory. 


5. Flaitening of affect and speed. The correlation? 
between the percentage use of psychologica 
constructs on the Dixon test, and the mental 
and psychomotor speed indices (—o:03 and 
0°23 respectively) were non-significant. 

These results fail to confirm those of Harris 
and Metcalfe (1956). It could be argued that 
the relationship did not emerge because the 
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patients in the present group were not retarded. 
However, only the grossly flattened schizo- 
phrenics in Harris and Metcalfe’s sample were 
slower than normals. The speed scores of the 
five most affectively flattened patients in the 
present group were not, on inspection, in 
the slowest group on either psychomotor or 
mental speed, and similarly negative results 
were obtained when the flattening of affect 
scores of the five slowest patients were examined. 
Thus it does not appear that the results of the 
less affectively flattened patients are concealing 
a strong relationship between flattening and 
retardation in the more flattened. 

Harris and Metcalfe suggested that severity 
of illness might be responsible for the covariation 
between speed of functioning and flattening 
of affect. In support of this is Shakow’s (1962) 
report of a significant correlation between ‘a 
reaction time index and ratings of mental 
health’. It may have been that the range of 
degree of illness was not as great in the present 
study as in Harris and Metcalfe’s, with the 
result that the relationship between flattening 
of affect and retardation did not emerge. 


SUMMARY 


The speed of function of a group of 24 schizo- 
phrenics was examined in a variety of tests. 
The results indicated that: 

I. Mental speed can be distinguished from 
psychomotor speed within schizophrenics. 

2. Non-paranoid schizophrenics were not 
significantly slower than paranoid schizophrenics 
on either psychomotor or mental speed. 

3. Neither psychomotor nor mental speed 
was significantly related to chronicity. 

4. Neither psychomotor nor mental speed 
was related to thought process disorder, as 
measured by the Bannister-Fransella Grid Test. 

5. Neither psychomotor nor mental speed 
was related to flattening of affect as measured 
by Dixon’s (1968) technique. 
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Interaction in University Selection, Mental Health 
and Academic Performance 


By C. J. LUCAS and PETER STRINGER 


The last decade has seen a shift in the 
emphasis of research into student problems and 
student performance. On the psychological side 
there has been a move away from somewhat 
static concepts of personality measurement and 
intellectual assessment, and the concomitant 
preoccupation with prediction and selection, 
towards a more interactive approach in which 
individual aspects are related to academic and 
social processes (e.g. Sanford, 1962; Lavin, 1965; 
Wankowski, 1969). On the mental health side 
there has been a shift from ‘syndrome identifica- 
tion’ towards a more dynamic appraisal of 
personal and social forces and their interaction 
(Grant, 1969; Ryle, 1969; Lucas and Linken, 
1970). 

The present paper attempts to develop such 
an approach in a combined clinical and psycho- 
metric appraisal of architecture students at 
University College London. Interrelationships 
are reported between scores on the Dynamic 
Personality Inventory (Grygier, 1970), psycho- 
logical disturbance and academic performance, 
and it will be suggested that these relationships 
can be illuminated by viewing them in the light 
of the university department’s selection process. 
Although the DPI was constructed on the basis 
of a psychoanalytic theoretical framework, its 
use in this research is descriptive and can be 
interpreted without assuming the validity of the 
underlying theory. 


METHOD 

Data are reported for 84 male undergraduates 
who entered the School of Architecture, Univer- 
sity College London, in October 1964, 1965 and 
1966. This was the total intake for those years, 
with the exception of 21 female students, 7 over- 
seas students, and 2 ‘mature’ students (over 30 
years of age)—all of whom were omitted from 


this sample in the interests of homogeneity. -- 


The DPI was completed by all subjects approxi- - 
mately 8 months before university entry, at the 
time of their selection interview. The DPI was 
given for experimental purposes, and formed no 
part of the actual selection procedure. DPI 
mean scores reported here are based on a 
standardization sample (X = 0-00, SD = 1-00) 
of 438 male candidates interviewed for entry to 
the UCL School of Architecture during 1964-9. 
This makes it possible to interpret the scores 
with reference to a contemporary, homogeneous 
and relevant parent population. A comparison 
is made of the DPI mean scores of those candi- 
dates offered and those not offered a place 
during 1964-6. Comparisons are also made as 
for different patterns of attendance at the 
Student Health Association (SHA), and for 
academic performance. 

The SHA at UCL provides a comprehensive 
service, including general medical and psychi- 
atric resources within the same framework. 
Students usually refer themselves, and attend- 
ance is confidential. The present sample was 
classified into three exclusive groups by retro- 
spective scrutiny of clinical records. (All analysis 
was carried out using a code to preserve 
confidentiality.) The groups were: (i) ‘Non- 
attenders’; (ii) ‘Physical attenders'—those who 
attended only for treatment of a physical dis- 
order or of bodily symptoms without reporting a 
psychological complaint; (iii) ‘Psychological 
attenders'—those who reported clear psycho- 
logical symptoms, with or without physical 
disorders at any time. In the third group a note 
was made of students reporting work difficulties. 
No further subdivision of psychological attenders 
was used; there was only one severely disturbed 
patient who required hospital in-patient treat- 
ment. 
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Academic performance was categorized by 
degree class, with an additional category of 
‘dropouts’. Degree class is based on end-of- 
session examination marks in each of the three 
years of the first-degree course, and equally on 
project work assessed continuously throughout 
the three years. Examiners had no access to or 
information about a student's SHA history. 

The DPI is constructed to give a picture of 
personality organization in terms of the psycho- 
„sexual developmental stages described in psycho- 
' analytic theory. The test is scored on a number 
of scales (Table I), providing measures of 
pre-natal (Wp, Ws), oral (O, OA, Od, Om, 
Ov, Oi, Ou), anal (Ah, Ad, Ac, Aa, As, Ai), 
phallic (P, Pn, Pe, Pa, Ph, Pf, Pi) and post- 
genital or social sublimation (S, TI, CI, M, F, 
‘SA, C) areas of personality, as well as two 
measures of ego-strength (EP, EI). T'he DPI was 
used because it includes several scales measuring 
characteristics of particular importance in late 
adolescence and early adulthood—e.g. mas- 
culine and feminine identification (M, F), 
attitudes to authority and conventions (Ou, Ac, 
As, As), level of aspiration (Pa); and two that 
are especially pertinent in the context of an 
architectural school—‘tactile and handicraft 
interests’ (TT), and ‘creative and artistic interests’ 
(CI). In addition, whereas students are often 
antagonized by clinical or mentalistic personality 
questionnaires, the DPI produces very few 
adverse reactions, and in fact has often proved a 
source of enjoyment and stimulation. The test 
and its use in the student context are described 
further elsewhere (Stringer, 1967, 1970, 1972; 
Stringer and Tyson, 1968; Klein, 1968; 
Abercrombie, Hunt and Stringer, 1969; 
Hamilton, 1970). 

Since the DPI contains a relatively large number of 
intercorrelating scales, results are given both in terms of 
scale scores and a smaller number of orthogonal factor 
scores (Table I). The factor analysis used squared multiple 
correlations in the diagonal and Varimax rotation, and was 
performed on the full sample of 438 candidates. Two 
scales of the DPI, H and MF, were omitted, being largely 
or entirely composed of items from other scales. The 
number of factors were determined by the ‘scree test’ 
(Cattell, 1966), the absence of ‘singletons’, and psycho- 
logical meaning. The scree test indicated 10 or 11 factors 
(the slope being ambiguous at the critical point) ; solutions 
for 8, g and 11 factors contained ‘singletons’; and the 10- 
and 11-factor solutions produced factors that seemed 


psychologically meaningful. The 10-factor solution was 
used, and these were defined in terms of scales with load- 
ings of > .40. Within each factor scales are listed in order 
of size of loading. 

| I: Wp, Pn, O II: Ov, Ou 

III: Om, Ws, Pi IV: Oi as Ad, Ah, Ac 

V: S, Ou os Aa, As, Ac, Ad VI: Od os Ai 

VII: P, Ph, Pf, Pi, Pa VIII: M, Pi 

IX: F, CI, C, TI X: Pe, EI, SA 


Factor scores were computed by the formula fij — 
Xylyrizg. Further remarks on the relation between DPI 
factors and psychosexual structure can be found in Klein 


(1968) and Stringer (1970). 


RESULTS 
I. The departmental profile 


Column 1 of Table I gives the mean scores of 
the sample, standardized for the population of 
438 candidates. Deviations of mean scores from 
0:00 indicate where the entering students’ 
profile differs from the applicants’ profile. In 
addition, for the three years 1964-6 (the cohorts 
considered here), the 123 interviewed applicants 
who were offered places at UCL differed 
significantly (Stringer and Tyson, 1968) from 
the 137 not offered places by having lower scores 
for ‘attention to details’, ‘ego-defensive persist- 
ence’, ‘conservatism’ and ‘anal sadism, authori- 
tarianism’ and higher scores for ‘creative and 
artistic interests’ and ‘feminine interests’ (Ad—, 
EP—, Ac—, As—, CI+, E+). 


2. Student health attendance and DPI scores 

Table I lists the mean DPI scores for the three 
categories of attendance at the SHA. When all 
41 attenders, both physical and psychological, 
are compared with the 43 non-attenders, they 
are found to have significantly lower mean 
scores for ‘insularity, reserve, mistrust and 
prejudice’ (Ai—, p < -o2) and ‘verbal and 
intellectual aggressiveness’ (Ov—, p < -04), 
and a higher mean score for ‘feminine interests’ 
(F+, p < -:06). They have a higher mean 
factor score on factor IX and a lower mean 
factor score on factor II (p < -05 in both cases). 
(All tests of significance are conventional ‘t’ 
tests unless otherwise stated.) 

The 22 physical and 19 psychological 
attenders differ significantly (p < -05) from 
one another on six scales. On three of these, 
‘verbal and intellectual aggressiveness’, ‘ego- 
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TABLE Í 


Mean DPI scores, attendance at Student Health Association, and academic performance 








1g! 





5 E g E 
E g B P = 
DPI scales and factors i E z E Y 9 
$ 8 P a a 3 4 d. 

si 2 e "M 
5 8 i * $3 s 8 ¢ 

d à 2 E E 8 à E 
n 84 41 43 22 19 9 7 u 
Wp  Liking for passivity, warmth and comfort 05 —o02 II o8 —14 19 —23 —33 
Ws Liking for seclusion and paid ree 05  —04 14 —oo —o8 26 —23 -—o9 
O  Onmnlty .. : 00 15 —14 32  —05 17 IO —21 

OA Oral aggressiveness —05 -—13 or —42 22 —17 —35 09 

Od Emotional dependence .. oI 05 —03 35 —29 —33 20 —42- 
Om Need for movement, change and independence O4 —00 o8 —25 27 50 14 30 
Ov Verbal and intellectual Beer acne .. —07 —30 16 —70 16 24 29 —Ol 
Oi  Impulsiveness and spontaneity : 14 II 17 —17 43 58 —49 41 
Ou  Unconventionality s : 14 12 16 —05 3I 64 —o1 21 
Ah Hoarding : —og —12 05 10 —38 —27 05 —22 
Ad Attention to details —17 —18 —1i6 —1i; —20 —0o; —18 —28 
Ac Conservatism .. —22 —23 -—20 O1 —52 —9QI 21 —49 
Aa  Submissiveness to authority —20 —11 —29 09 —35 —25 —04 —28 
As Anal sadism, authoritarianism —26 —24 —29 —16 —33 —44 —2I —50 
Ai Insularity, reserve, mistrust and d prejudice —07 —32 16 —28 —37 —50 24 —19 
P Phallic symbols us 07 —06 20 or —I 15 —03 —32I 
Pn Narcissism —I1 —25 o2 —31 —18 —23 68 —26 
Pe  Exhibitionism .. II 16 o6 —12 50 34 20 41 
Pa Drive for achievement (active) 03 —12 18 —o7 —18 07 25 —35 
Ph Drive for achievement (passive) IO II I0 —OI 24 16 14 32 
Pf Sensitivity and imagination . 04 03 05 —Ol 07 —o1 —36 16 
Pi Interest in exploration and adventure - —01 -—I2 IO —II —13 09 17 —20 
S Sexuality, freedom from sexual repression I4 OL 27 —16 ai 60 —I10 12 
TI Tactile and handicraft interests - —07 —14 -—00 —20 —06 —30 —13 —I2 
CI Creative and artistic interests .. 13 18 o8 —16 57 87 20 75 
M Masculine interests 10 —o8 28 —09 -—05 33 21 —43 
F Feminine interests ne 07 27 —12 18 37 39 38 19 
SA Interest in social activities —04  —12 O4 —21 —03 —IO 13 —40 
C Interest in children . —20 —08 —32 —oo —16 —81: I0 —39 
EP  Ego-defensive persistence : —21 —14 —27 —40 16 —45 —o8 30 
EI Initiative, self-reliance and decisiveness —04 —I5 o6 —50 27 66  —a1 25 
I Wp, Pn, O o2  —o6 10 12 —27 —0o6 07 —45 
II Ov,Ou . —07 —24 o9 —56 13 21  —OI o8 
III Om, Ws, Pi —ol 03 —06 —o2 09 g1 -—02 16 
IV  Oivs Ad, Ah, Ac 10 13 08 08 20 12 03 07 
V S, Ou vs "Aa, "As, AG Ad .. 22 20 24 00 43 63  —05 47 
VI Od os Ai . —05 og —18 24 —o8 —32 —04 —30 
VII P, Ph, Pf, Pi, Pa 05  —09 18 —o08 —1i0 -—05 07 —05 
VIII M, Pi. ori —I4 15 —11 —18 13 II —47 
IX F, Cl, C, TI 08 $91 —14 22 42 43 28 32 
X  PeELSA 02 oo 03 —3I 36 42 II 31 





(Standardized scores; decimal point omitted.) 
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defensive persistence’ and ‘initiative, self-reliance 
and decisiveness’ (Ov, EP, EI), the physical 
attenders have mean scores markedly lower 
than those of the psychological attenders and the 
entrants as a whole. On the other three, 
‘impulsiveness and spontaneity’, ‘creative and 
artistic interests’, and ‘exhibitionism’ (Oi, CI, 
Pe), the psychological attenders have markedly 
higher scores than the physical attenders, and 
the entrants as a whole. The psychological 
attenders also have a lower mean score than the 
physical attenders for ‘conservatism’ (Ac—, 
P „< <06). The two groups differ significantly 
ess Rd Maltheir mean scores for factors II (p < -o1) and 





eal addition to looking at differences in mean 
scores on individual scales and factors, the 
overall differences on all scales or factors can be 
: UN determined by discriminant function analysis 
. (Rao, 1952); or on the ‘best’ (i.e. most highly 
-^rdiscriminating) scales or factors by stepwise 
“S| discriminant analysis. 







9t 
(a) Attenders vs. non-attenders: 
(i) all 31 scales F = 1.66 df = 31,52 ns. 
(ii) all scales except Pa F = 1.74 df = 30,53 p< .05 
(‘drive for achieve- 
ment (active)’) 
(iii) all 10 factor scores F = 2.25 df= 10,73 p< .05 
(b) Physical os. psychological attenders: 
(i) all 31 scales F=0.70 df= 31,9 ns. 
(ii) ‘best’ 20 scales F = 2.17 df = 20,20 p< .05 
(iii) all 10 factor scores F = 1.79 df = 10,30 n.s. 
(iv) ‘best’ 7 factor scores F = 2.43 df= 7,33. p< .05 
3. Student health attendance and academic 


performance 

The relation between academic outcome and 
attendance category is shown in Table II. There 
is no statistically significant association. 


4. DPI scores and academic performance 


~The only DPI scale that bears a significant 
relationship to the whole range of academic 
performance is ‘initiative, self-reliance and 
decisiveness’ (EI), which is positively and 
linearly related to degree class (p < -05). 
However, the scores of students who obtained 
firsts and those who dropped out (Table I) are 
distinctive in a number of ways. The g students 
who obtained firsts differ significantly (p < +05) 
from the remaining 75 in their mean scores on 
five scales: they have higher scores for ‘un- 
conventionality’, ‘creative and artistic interests’ 
and ‘initiative, self-reliance and decisiveness’, 
and lower scores for ‘conservatism’ and ‘interest 
in children’ (Ou+, CI+, EI+, Ac—, C—). 
The 7 dropouts have a significantly higher mean 
score than the rest of the sample for ‘narcissism’ 
(Pn+, p < -or), and a lower score for ‘im- 
pulsiveness and spontaneity’ (Oi—, p <-o05). In 
addition, those of the psychological attenders 
who reported work problems (n = 11) have 
significantly (p < +05) lower mean scores than 
the remaining psychological attenders for 
‘masculine interests’ and ‘interest in social 
activities’ (M—, SA—), 


Disaussion 


The data bring out some clear and interesting 
relationships. Although there are significant 
differences on more individual DPI scales when 
the physical and psychological attenders are 
compared, it is the comparison between 
attenders and non-attenders which yields a 
significant overall difference by discriminant 
analysis. When the factor score profiles of the 
two groups are compared by this method, there 


TABLE II 
Degree class of ‘physical’, ‘psychological’ and ‘non-attenders’ 





Attendance 





Non-attenders : a v. 5 I2 
Physical attenders HE 2 o 7 
Psychological attenders .. 4 2 











Degree 
Total 
Not yet 
Ii; III Fail Dropout known 
13 4 o 6 3 43 
8 6 o o I 22 
6 5 I I o 19 





Total - nS EY ES 9 21 
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are relatively large canonical coefficients asso- 
ciated with four factor scores: I, II, VII and IX, 
0:56, 0:70, 0:65 and 0-74, respectively. The 
students who for one reason or another presented 
themselves at the SHA have a more markedly 
‘feminine’ personality (factor I); whereas the 
non-attenders are characterized by 'aggressive 
unconventionality’, ‘high drive’, and ‘narcissism’ 
(factors II, VII, and IX). Whether these 
differences are primarily associated with a 
willingness or need to attend the SHA, or with 
an intervening or superordinate variable, cannot 
be ascertained. 

When the personality characteristics of the 
group reporting psychological symptoms are 
compared with the profile either of the physical 
attenders or the non-attenders, the differentiating 
points are by and large the same ones as 
differentiate the entering students as a whole 
from the larger population of applicants to the 
department, or as differentiate applicants 
offered a place from those not offered a place. 
In relation to academic outcome, the psycho- 
logical group’s profile more closely resembles 
that of the students with first-class degrees than 
of the dropouts (though of course the psycho- 
logical group contains four students with firsts). 
In particular they seem more emotionally 
expressive (Om+, Oi+, S+, Ou4-) and less 
constricted (Od—, Ah—, Aa—, As—, Ac—, 
Ai—); they have more pronounced creative 
interests and more initiative and self-reliance 
(CI+, EI+). These findings suggest that those 
qualities which at selection are implicitly 
predicted to be academically the most pro- 
mising, which are indeed qualities generally 
thought to be desirable in architecture students, 
and which subsequently turn out to be 
related to actual performance, carry with 
them a certain vulnerability to psychological 
disturbance. 

The physical attenders have a contrasting 
profile. They appear to be a duller, less energetic 
and more conforming group. Their academic 
results are middle-of-the-road, with no firsts or 
dropouts. Many of the more marked features of 
the entrants’ profile are reversed in this group. 
In particular they are relatively more con- 
stricted (As-I-, As--, Ac+) and less expressive 
(Oi—, S—, Ou—, CI—, Pe—). They appear 
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less psychologically sound than the psychological 
group itself in terms of the institutional norm. 
Although there is no firm evidence to suggest 
the supposition, it is plausible that the physical 
attenders may be psychologically disturbed, but 
are less willing or able to recognize the fact or to 
present themselves in that light to the SHA. 
Their ‘defended’ profiles, and their significantly 
lower ‘aggressive unconventionality and ‘extra- 
version’ (factors II and X) would be consistent 
with such a formulation. By contrast, the psycho- 
logical attenders' characteristics described above 
are consistent with greater self-awareness and 
readiness to recognize and present psychologitz A 
symptoms. ' E 
The dynamics of psychological disturbance, 
reporting of symptoms and academic success 
appear to be in strong interaction with one 
another and with other socio-institutional ; 
processes such as selection. The selection procéss; 
can be seen as a possible way in which thé 
‘psychological climate’ of a university depart; 


ment is instituted (cf. Stringer and Tyson, 1968) MAE" 
The findings underline the need to accept that" 
some degree of psychological difficulty in some 
contexts may be an integral part of development. 
They point to the importance of a framework in 
which disturbance can be contained or miti- 
gated rather than a preoccupation either with 
weeding it out at selection, or with an idealized 
concept of mental health at a curative level. 

The findings in this group of architecture 
students are consistent with those in a survey of 
UCL chemistry students (Banks et al., 1970), in 
which an association was shown between a 
high level of academic success, stress, and a high 
score on the Valentine Reasoning Test. Those 
who left without a degree appeared, at a 
symptomatic level, less disturbed than those who 
stayed on successfully. Both sets of findings 
accord with the commonly reported relationship 
between a moderate degree of neuroticism and 
success. 

Previous work has shown a relationship 
between severer disturbance and wastage (Kidd, 
1966; Lucas et al., 1966; Zakia, 1969). Since in 
the present sample there was only one severely 
disturbed student, who was not, in fact, in the 
dropout group, no light can be thrown here on 
this relationship. However, the personality 
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characteristics of the dropouts are of interest. 
Their significantly higher score on ‘narcissism’ or 
self-concern (Pn), as well as their relatively low 
score on ‘oral aggressiveness’, ‘impulsiveness and 
spontaneity’, ‘sensitivity and imagination’ and 
‘initiative, self-reliance and decisiveness’ (OA, 
Oi, Pf, EI) suggest a group with attributes 
likely to keep them ‘uninvolved’—a characteristic 
noted previously in a wasted group (Lucas et al., 
1966). Only one in the present group of dropouts 
sought help from the student health service; they 
opted out of therapy too. 

. The students who reported work difficulties, 
in comparison with the remainder of the 
psychological group, had a significantly lower 
"interest in social activitie (SA) and were 
otherwise somewhat less self-assertive and extra- 
verted (Ov, OA, EI). Since these students 
tended to do less well academically (only two 
obtained a first or upper second, while eight had 
a lower second or third) this finding may be in 
contrast to tbe usually reported negative 
correlation between academic success and 
extraversion (typically measured by the EPI). 
It should be noted, however, that a significant 
amount of the architecture students’ work is 
done, and even assessed, by groups. The work 
difficulty students also had significantly lower 
‘masculine interests’ (M). This is consistent 
with Zakia's (1969) finding ofa relation between 
academic success and a good relationship and 
_ identification with the father. They also had 
scores which suggest an unreal level of aspira- 
tion: high Icarian fantasy (Ph, Pf), but low 
drive (Pa, Pi), and coupled with a high degree 
of ego-defensive persistence (EP). (For a 
description of the ‘Icarian complex’ in relation 
to student difficulties, see Murray, 1955). 
Further exploration of work difficulty is in 
progress in the UCL Student Health Associa- 
tion; a more systematic way is being developed 
of identifying and categorizing students with 
different kinds of work difficulty. 

Interacting phenomena will be understood 
more fully by assessing and comparing a variety 
of academic contexts or institutions, in relation 
to personality characteristics measured by 
different instruments. For example, the present 
results suggest that conformity and rigidity were 
uncharacteristic of those architecture students 


who were more successful academically. In 
other contexts, however, such traits could be 
more adaptive than creativeness or originality. 
In a large group of engineering undergraduates 
who are currently being followed through their 
course, a significant positive correlation has 
been found between first-year examination 
performance and ‘conservatism’ (Ac) and 
significant negative correlations with ‘oral 
aggressiveness’, ‘need for movement, change, 
and independence’, and ‘impulsiveness and 
spontaneity’ (OA, Om, Oi) (Stringer, 1972). 
There is thus some evidence that the DPI is a 
useful instrument for probing this sort of 
dynamic relationship. 


SUMMARY 


Relationships are examined between Dynamic 
Personality Inventory scores, attendance at a 
student health centre for physical or psycho- 
logical symptoms, and academic outcome in a 
population of male architecture undergraduates. 
Results indicate personality differences between 
health service users and non-users. Users 
reporting psychological symptoms have per- 
sonality attributes similar to those which relate 
to academic success, and similar to the qualities 
‘selected’ by the architecture department. The 
findings illustrate the usefulness of the DPI in 
exploring interactions relevant to selection, 
mental health and academic outcome. 
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‘Psychological’ Constructs and ‘Psychologica? | 
Symptoms in Schizophrenia 


By F. M. McPHERSON 


The constructs (Kelly, 1955) which indi- 
viduals use when describing other people 
may be classified as ‘psychological’, i.e. those 
referring to the personality and emotional 
state of the people, or as ‘objective’, i.e. those 
referring to their physical characteristics, social 
class, clothing etc. 

Those schizophrenics who use relatively 
few ‘psychological’ constructs when describing 
people in photographs tend also to show 
affective flattening (Dixon, 1968; McPherson 
et al., 1970a, b) and thought-process disorder 
(McPherson et aL, 19712), and to admit to 
delusions of ‘non-integration’ rather than to 
persecutory delusions (McPherson «t al., 1971b). 
Neurotics who use few ‘psychological’ con- 
structs when describing people known to them 
tend to admit to ostensibly somatic neurotic 
symptoms, whereas those who use a high 
proportion of ‘psychological’ constructs tend 
to admit to ‘psychic’ symptoms (Smail, 1970). 

Foulds (1965) has demonstrated that schizo- 
phrenics exhibit neurotic, as well as psychotic, 
signs and symptoms. Is the type of neurotic 
symptom shown by schizophrenics related to the 
frequency with which they use ‘psychological’ 
as opposed to ‘objective’ constructs? The 
hypothesis tested is that those schizophrenics 
who use a high proportion of ‘psychological’ 
constructs when describing people in photo- 
graphs will tend to admit to ‘psychic’ as 
opposed to ‘somatic’ neurotic symptoms. 


METHOD 
Subjects 
Forty patients, drawn from the admission 
wards of a psychiatric hospital, were tested. 
Each had an undisputed diagnosis of schizo- 
phrenia and was showing active psychotic 
signs or symptoms at time of testing. Eighteen 


of the 40 were acules and 22 were chronics (the 
cutting point being two years from first ad- 
mission to hospital or diagnosis ofschizophrenia). 
The mean age of the acutes was 25:2 (S.D. . 
7:5) and of the chronics 39:7 (S.D. 12-0). 
Nineteen of the 40, including 7 acutes, had 
been diagnosed as paranoid schizophrenic, and 
21, including 11 acutes, as non-paranoid (hebe- 
phrenic, catatonic or simple schizophrenic). 


Measures 

(1) Use of ‘psychological’ constructs. This was 
assessed in the way described by Dixon (1968) 
and McPherson et al. (1970a). The patient 
described differences between the people in 
five pairs of photographs and a content analysis 
was carried out—‘blind’, and independently, 
by two scorers—to discover the percentage 
of ‘psychological’ to other types of construct 
used. Inter-scorer agreement was high (see 
McPherson et al., 1971b); where they disagreed, 
the mean of the two percentages was used. 

(2) Psychological v. physical symptoms. The 
‘psychic: somatic’ scale (Foulds, 1966) of the 
Symptom-Sign Inventory (Foulds and Hope, 
1968) was administered. This comprises 26 
items, 13 ‘psychic’ and 13 ‘somatic’. The score 
is the total number of ‘psychic’ items admitted, 
minus the total number of ‘somatic’ items 
admitted. This measure had also been used by 
Smail (1970). 


RESULTS AND DISCUSSION 

The results of the 18 acutes and 22 chronics 
were analysed separately. In neither group 
was there a significant relationship between 
age, sex or vocabulary score (Mill Hill Synonym 
Selection) and either (i) the percentage use of 
‘psychological’ constructs or (ii) the ‘psychic : 
somatic’ score. 
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In the acute group, the product-moment 
correlation: between the percentage use made 
of ‘psychological’ constructs and the ‘psychic : 
somatic’ .‘score was *0o:57 (p «o-or, one- 
tailed test). In the chronics, it was *o:1o 
(n.s.). The hypothesis was therefore supported, 
significantly, in the acute group; the results 
of the chronics, although not statistically signi- 
ficant, were in the predicted direction. 

Theré was no obvious reason for this differ- 
ence between the acutes and chronics. Their 
mean scores on the two main measures were 
not significantly different. The effects of insti- 
tutionalisation are unlikely to have been im- 
portant, as the patients had been drawn from 
the admission wards (the chronics were re- 
admissions). Most of the patients were on 
phenethiazine, and although the scores of 
those who were and those who were not on 
drügs did not differ, it is possible that the 
long-term effects might have altered the pattern 
of symptoms shown by the chronics. However, 
too little is known about the natural history 
of neurotic symptoms in the presence or absence 
of drug treatment for further speculation to be 
useful. 


SUMMARY AND CONCLUSIONS 

Among acute schizophrenics, although not 
among chronics, there was a significant tend- 
ency for those patients who used ‘psychological’, 
as ‘opposed to ‘objective’, constructs when 
differentiating among people (in photographs) 
to admit to ‘psychological’, rather than ‘somatic’, 
neurotic symptoms. Smail (1970), using a 
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different method of eliciting constructs, had 
previously found this in neurotic patients. 
These findings provide further evidence of a 
relationship between the type of clinical sign 
and symptom shown by psychiatric patients 
and the content of their personal construct 
systems. 
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Psychosomatic and Behavioural Mechanisms in Psychogenic 
Infertility 


By F. M. M. MAI, R. N. MUNDAY and E. E. RUMP 


INTRODUCTION 


*Psychogenic infertility’ refers to the state of 
childlessness in which psychological factors 
play an aetiological role. Use of the term *psycho- 
genic implies that there is a reluctance or an 
ambivalence on the part of one or both partners 
towards conception. There is a considerable 
literature on psychogenic infertihty, which 
has been reviewed elsewhere (Noyes and 
Chapnick, 1964; Mai, 1969). Although much 
of this literature is conflicting and inconclusive, 
it does suggest an association between disturbed 
sexuality and infertility in the female. Such a 
causal relationship might be mediated by two 
types of mechanism. 

I. Psychosomatic mechanisms. Here changes in 
neurological, autonomic, or endocrinological 
function interfere with one or more of the 
physiological processes necessary for conception 
(Bos and Cleghorn, 1958). Other authors 
(Rubin, 1945; Benedek, 1950 and 1963; 
Marsh and Vollmer, 1951; Greenhill, 1956; 
Bickers, 1956 and 1961; Sturgis, 1957; Heiman, 
1959; Rakoff, 1962; Piotrowski, 1962; Kroger, 
1962; Igarashi et aL, 1965) have explored 
the clinical and physiological aspects of these 
changes. Analogous mechanisms in the male 
have also been presented (De Watteville, 
1957; Hochstaedt and Langer, 1959; Kleegman 
and Kaufman, 1966; Girgis etal., 1968; and Palti, 
1969). 

2. Behavioural mechanisms. Here, there is some 
interference with the sexual aspects of the 
marital relationship. Of most widespread interest 
has been the proposed association between 
infertility and female frigidity (Duncan, 1884; 
Dunbar, 1946; Hamilton, 1948; Bos and 
Cleghorn, 1958; Geijerstam, 1959; Belonoschkin, 
1962). This view, however, was opposed by 
Deutsch (1945), and no supportive evidence 


199 


was forthcoming in the clinical studies of 
Labandibar and Benzecry (1959), Kostic and 
Mladenovic (1960), Seward et al. (1965) and 
Masters and Johnson (1966). Other behavioural 
mechanisms have been suggested by Benedek 
(1950); Rubenstein (1951); Horne (1961); 
Kroger (1962); Masters and Johnson (1966); ` 
Abse (1966) ; Shirai et al. (1968) and Palti(1969). 

The purpose of the present report is to present : 
comparisons between subgroups differing on 
medical and/or gynaecological diagnosis, so as 
to provide evidence concerning the: appli- 
cability of some of the above mechanisms. 
The three dimensions considered are medico- 
gynaecological diagnosis, ovulatory capacity 
and sperm count. In addition, two individual 
case studies illustrating possible behavioural 
mechanisms of psychogenic infertility are 
described. 


METHOD 


A detailed description of method is given 
elsewhere (Mai, Rump and Munday, 1971). 
A consecutive series of 50 couples referred to an 
infertility clinic were interviewed separately 
and given the Neuroticism Scale Questionnaire 
(N.S.Q.). The interviewer (F.M.M.M.) was 
unaware of the cause of the infertility at tbe 
time of the interview, and the medical and 
gynaecological investigative procedures con- 
tinued without reference to the interviewer 
in most instances. Complete data were not 
obtained in all cases, particularly for husbands, 
and available numbers are therefore given in 
all tables of data. The three dimensions con- 
sidered in this study were investigated as 
follows: 


1. Medico-gynaecological diagnosis 
The gynaecologist (R.N.M.) allotted each 
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couple into one of three categories according 
to the final diagnosis. The categories were: 

(a) Anatomical. This category consisted of 9 
couples for whom there was a clearly 
defined anatomical explanation for their 
infertility (e.g. blocked tubes, atrophic 
testes or varicocele). 

(b) Neurophystological. This category consisted 
‘of .23 couples where the cause of the 

. infertility. was physiological and probably 
mediated by the autonomic nervous 

“. system (e.g. anovulation and oligospermia 
of non-anatomical origin). It is possible 

„that the latter may be stress-induced 
(Rose, 1969). 

(c) Functional. This category consisted of 16 
couples without evident organic cause, 
or in whom psychological factors were 
presumed to be operating. 


TABLE I 
Proportions given a psychiatric diagnosis in three medico- 
gynaecological subgroups of infertile patients 





Subgroups Percentage with psychiatric 
diagnosis 
Males Females 
Anatomical 57% (N=7) 67% (N =9) 
Neurophysio- 
logical 28% (N= 18) 56% (N= 28 
Functional 30% (N — 10) 69% (N — 16 


(x? 2:04, N.S.) (xà—0-77, N.S.) 


Tase II 
Mean neuroticism scores (.N.S.Q.) for three medico- 
gynaecological subgroups of infertile patients 


Subgroups Mean neuroticism 
Males Females 

Anatomical 38-5(N=8) 48:4(N =9) 
Neurophysio- 

logical 35° Ni 48:9 (N — 22) 
Functional d. 9 (N 48-7 (N — 16) 

S.) (F = 0-09, N.S.) 

2. Ooulatory capacity 


Analysis of the gynaecological diagnoses 
revealed a series of 15 patients diagnosed 
‘anovulant’ (i.e. ovulation had not occurred 
during the period of investigation). It was 
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considered appropriate, therefore, to compare 
the ‘anovulant? group with those remaining 
infertile women who were ovulating regularly. 


3. Sperm count 

The sperm counts of 23 of the infertile 
husbands were available. Thirteen of these were 
low counts (< 60M/[ml) and were termed 
‘oligospermic’: they included four with com- 
plete azospermia. The remaining ten were 
within normal limits (> 60M/ml.) and were 
termed ‘normospermic’. 


RESULTS 


Several psychiatric and behavioural measures 
were abstracted from the interview schedules, 
and scores on N.S.Q. scales were obtained. 
The various subgroups were then compared 
to determine whether there was evidence 
for any commonly occurring mechanism respon- 
sible for psychogenic infertility. Differences 
amongst subgroups were examined for each 
diagnostic category. In the case of data in the 
form of proportions, the chi-square distribution 
was used to test the significance of the differ- 
ences at the 5 per cent confidence level, except 
that with very small frequencies the data were 
reduced to two proportions and Fisher's exact 
test used. Ín the case of data in the form of 
mean scores, the £ test was: used to compare 
two means, or one-way analysis of variance 
if there were more than two means. Two- 
tail tests were used throughout. Tendencies 
which have associated probabilities between 
5 per cent and ro per cent are reported as 


marginally non-significant. 


Medico-gynaecological diagnosis 

No significant differences were found between 
the Anatomical, Neurophysiological and Func- 
tional subgroups on the psychiatric and psycho- 
metric measures. In particular, the hypothesis 
was examined that the latter two subgroups 
would tend to show more psychopathology 
as manifest in psychiatric diagnosis than the 
former. The proportions given a psychiatric 
diagnosis are shown in Table I, and the 
mean Neuroticism scale scores from the N.S.Q. 
are given in Table II. It is clear that there is 
no support for the experimental hypothesis. 


BY F. M. M. MAI, R. N. MUNDAY AND E. E. RUMP 


The Anatomical subgroup shows about as 
much psychopathology as the other subgroups. 


Anovulation 

The anovulant and ovulant women were 
compared on a wide variety of criteria. These 
were: the proportions with symptoms of 
depression, insomnia, irritability and anxiety; 
previous psychiatric illness; communication of 
a negative attitude to motherhood during 
childhood; number of cigarettes smoked daily; 
past history of abortion; premarital sex experi- 
ence and prenuptial conception rate. No 
statistically significant differences between the 
groups were obtained on any of these measures. 

Further observations were concerned more 
directly with the patient's current sexual 
activities and attitudes, and personality. No 
significant differences were obtained, but be- 
cause of their possible relevance to psychiatric 
pathology, these data are detailed in Table III. 
It is clear that the Anovulant and Ovulant 
subgroups are quite similar in most respects 
and that no reliable or consistent pattern is 
apparent. 


Sperm count 
The Oligospermic and Normospermic groups 
were compared on the following assessments: 
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symptomatic depression, anxiety, insomnia and 
irritability; environmental stress, sibling rivalry, 
quality of sex satisfaction, marital adjustment, 
and evaluation of sex identity. They were also 
compared on their mean scores for the five 
scales of the N.S.Q. There were no significant 
differences between the groups on any of these 
assessments. 

There was a tendency for oligospermic men 
to have a diminished frequency of coitus, with 
a stated mean weekly frequency of 1-88 com- : 
pared with 2:25 for the normospermic men, 
but the difference was not statistically signifi- : 
cant (t = 0:60, d.f. = 21, p > 6-05). The 
was also a tendency for oligospermic men ‘to 
smoke more heavily, with a stated daily mean 
of 19:18 cigarettes compared with 10:95 
for the normospermic men (t= 1:99, d.f. = 
20, 0°10 > p > 0°05). : 
Individual cases illustrating psychogenic infertility 

Although the results given above do not give much 
support for any common psychological mechanism for 
infertility, two particular cases do indicate clear mechan- 
ri E two couples are therefore described in more 
detai 


Case 1 
This couple had been married five years. The husband 
was aged gr and the wife go. Medical and gynaecological 











Tase III 
Comparisons between anovulant and ovulant subgroups of infertile women on several sexual and personality indices 
Anovulant Ovulant Statistical test 
Index 

Data N Data N 
Stated sexual activity 
Weekly coital rate (mean) .. 2°53 15 2°62 29 t = 0'12, NS. , 
Anovulant pill previously used 80% 10 65% 17 Fisher’s test, N.S. 
Sexual attitudes 
With sexual satisfaction 2 m su 67% 15 76% 29 Fisher's test, N.S. 
With satisfactory sex adjustment (patient's 

assessment) .. m ee b x =. 47% 15 69% 29 Fisher’s test, N.S. 

With normal sex identity (interviewer’s assessment)* 67% 15 68% 28 Fisher’s test, N.S. 
With accepting attitude to childlessness} .. 31% 13 17% 23 Fisher’s test, N.S. 
N.S.Q. Scale] 
Tendermindedness 9:87 I5  II'I5 29 t = 1:40, N.S. 














* Patients with ‘abnormal’ sex identity showed either ‘confusion’ (uncertainty or conflict in psychosexual 
identity; 11 cases), or ‘overcompensation’ (excessive adoption of female attitudes or behaviour; 3 cases). 

+ Patients who did not show an accepting attitude were either ‘ambivalent’ (with covert rejection of child- 
lessness; 1 case), or ‘rejecting’ (with overt distress and frustration; 27 cases). 

i The mean scores of the two groups on the remaining four scales of the N.S.Q.. were very similar and so 


are not shown. 
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examination of the wife showed no abnormality. Physical 
examination of the husband showed a mild hypertension 
and a ‘smaller than average’ vas deferens and epididymis. 

Psychiatric examination of the wife showed no symptom- 
atology nor abnormality in her Personal and Social 
History. She suspected from early in their marriage that 
her husband did not ‘pass any seed’ into her and she 
never had a post-coital discharge. She stated that this 
did not affect her response, as she found intercourse 
satisfying and usyally reached a climax. She described 
the overall marriage relationship as satisfactory. 

On psychiatric examination the husband admitted 
feeling irritable on relatively slight provocation. He had 
an ‘urge to be violent’ and feared he would lose control. 
He also admitted being very sensitive to criticism and 
hostility from others. 

With reference to the marriage, the wife’s information 
was confirmed. He admitted he could develop and main- 
tain an erection, but that apart from one occasion, he 
had never ejaculated nor experienced an orgasm during 
intercourse (it was like ‘going to the football’). He had 
never consciously tried to control or inhibit ejaculation. 
He had masturbated with ejaculation periodically, but 
this had left him with a ‘terrible let-down’ feeling. 

He admitted being very concerned about his ‘nervous 
state’ and particularly that it might be genetically trans- 
mitted to his offspring. This fear was repeated in subse- 
quent interviews, when he requested artificial insemination 
or adoption as a means of satisfying his wife’s need for a 
child without obliging him to father it. He was diagnosed 
as having a paranoid personality disorder. 

In this couple, the husband’s psychological motivation 
for preventing conception and the behavioural mechanism 
by which this was mediated are quite apparent. 


Case 2 

This couple had also been married five years, and had a 
daughter ten months after marriage. The husband was 
aged 29 and the wife 26. After the birth the wife’s periods 
were irregular, although with some recent improvement. 
General medical examination of both partners was nega- 
tive, and the husband’s semen count was normal. Endo- 
metrial biopsy and pregnanediol assays did not demon- 
strate ovulation. Hysterosalpingogram showed patent 
tubes. 
` The wife complained of a variety of non-specific 
psychic and somatic symptoms, particularly tension and 
irritability. She had strong negative feelings to both 
parents, especially her father. She resented that as a 
child she was treated like a boy, ‘I always had to help 
Dad with the hard jobs, if I didn’t I got clobbered’. 
She married at 21 and described her husband as kind 
and understanding. 

During the interview she adopted an attitude of help- 
lessness and dependency. She was overdressed and wore 
exaggerated make-up, and frequently broke down in 
tears. There were many long pauses, even after relatively 
simple questions, suggesting marked hostility towards 
the examiner. She was diagnosed as having an Hysterical 
Personality Disorder. 
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Interview with the husband confirmed the wife’s 
story. He described his wife’s personality as anxious and 
worrying. Intercourse tended to occur only about the 
time of his wife’s periods. 

Subsequently this couple attended the Clinic on three 
occasions. She was offered treatment with Clomiphene, 
but she refused this, stating that she and her husband 
were ‘not really anxious’ for a child at present and had 
come to the clinic for diagnostic purposes only. 

In this couple, it is clear that the wife showed a marked 
ambivalence toward motherhood and that intercourse 
tended to be confined to the time of her menstrual periods. 
In addition, she showed anovulation of hypothalamic 


origin. 


Disaussion 


It has been suggested by a number of authors 
in the literature (De Watteville, 1957; Peberdy 
and Snaith, 1960) that infertile couples in 
whom no organic cause for their infertility 
can be found are more likely to have psycho- 
logical disturbances than those couples with a 
clearly defined physical cause. Some authors 
(e.g. Sandler, 1959 and 1968) equate absence 
of physical findings with ‘psychogenic infertility’. 
A variety of neurophysiological mechanisms have 
been described by which this might be mediated. 

It was therefore hypothesized that couples 
in the ‘functional’ and ‘neurophysiological’ 
diagnostic categories would be more likely to 
show psychiatric or psychological abnormalities 
than those in the ‘anatomical’ group. The 
latter formed a ‘control’ group for which psycho- 
logical factors may be assumed to be of minimal 
relevance. The fact that no differences between 
the three groups emerged on the variables 
measured suggests that the absence of an 
anatomical or physiological cause for infertility 
per se is not sufficient reason for assuming the 
presence of psychogenic factors. This conclusion 
is similar to that reached by Seward et al. 
(1965). 

Comparing the anovulant with the ovulating 
infertile women, there was a slight tendency 
(non-significant) for the anovulant women to 
be uncertain or dissatisfied with sex adjustment, 
but there was little difference in Neuroticism, 
coital frequency, or sex identity. Taken to- 
gether, these results suggest that although 
diminished quality of sex satisfaction may on 
occasion be part of the anovulation syndrome 
itis probably not a distinguishing characteristic. 
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It is of interest that no relationship between 
smoking and anovulation was demonstrated. 
This would suggest that if there is a relationship 
between smoking and infertility, as Tokuhata 
(1968) has suggested, it is unlikely that this is 
mediated by interference with the ovulation 
process. 

Considering the sperm-count data, the find- 
ing of most interest was the tendency for infertile 
men with low sperm counts to smoke more 
than infertile men with normal counts. Although 
the difference was marginally non-significant 
on a 2-tail test, the result is of sufficient interest 
to justify comment. If these results are con- 
firmed in future studies, the oligospermia- 
smoking association might be due to personality 
variables (Eysenck, 1965), although it is more 
probably a pharmacologically-induced effect. 

These results, together with the two cases 
presented, suggest that the concept ‘psycho- 
genic infertility may have a more limited 
application than some authors have assumed 
in the past. In order for a couple to be diagnosed 
as showing psychogenic infertility three require- 
ments need to be met: 

I. They must be ‘involuntarily’ infertile. 
That is, they engage in coital activity with the 
intention of conceiving, but conception does 
not ensue. 

2. There must be clear evidence from inter- 
view data of a reluctance to be a parent in one 
or both partners. This evidence should be 
supported by corroborative biographical and 
developmental data. 

3. There must be a clearly defined mechanism 
by which conception is prevented despite the 
stated desire to conceive. This is more easily 
demonstrated when the mechanism is behaviou- 
ral rather than psychosomatic. Indeed, some 
of the suggested psychosomatic mechanisms, 
such as spasm of the fallopian tubes, are diffi- 
cult to demonstrate without further develop- 
ment of investigative techniques. 

In the present series of 50 unselected infertile 
couples, all three of these requirements were 
met in only two instances, the two couples 
described above, despite a wide variety of 
abnormal psychological material which was 
apparent in many of the remaining 48 couples. 
In both these couples a behavioural mechanism 
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was apparent, although the wife in Case 2 had 
a period of amenorrhoea, together with anovula- 
tion of hypothalamic origin. Possibly also some 
of the remaining patients with anovulation or 
oligospermia had ‘psychogenic infertility’, but 
in these patients it was not possible to demon- 
strate that their anovulation or their low sperm 
counts were psychologically induced. It may 
be concluded, therefore, that ‘psychogenic 
infertility’ was confirmed in only two (4 per 
cent) of 50 infertile couples, both of whom had 
secondary abnormalities of sexual behaviour. 
Although the possibility of psychosomatic 
mechanisms was not excluded by the survey, 
there was no positive evidence to confirm their 
existence. 


SUMMARY 


Psychosomatic and behavioural mechanisms 
associated with infertility were reviewed. Medi- 
cal diagnostic subgroups drawn from 50 con- 
secutive infertile married couples were compared 
so as to provide evidence as to the generality of 
these mechanisms. The subgroups concerned 
the dimensions of diagnostic type, anovulation 
and sperm count. Several psychiatric, psycho- 
metric and behavioural measures were obtained, 
but no significant differences between subgroups 
were found. Some evidence suggested a link 
between oligospermia and heavy smoking. 
Two cases indicating behavioural mechanisms 
mediating infertility are described. 
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Psychoses in Adult Mental Defectives: 
I. Manic Depressive Psychosis 
By A. H. REID 


INTRODUCTION 

Hurd in 1:888 described cases of mania, 
melancholia, folie circulaire and attempted 
suicide in mental defectives. Ireland in 1898 
described three ‘imbecile lunatics’ who were 
‘clear cases of melancholia’, and quoted an 
earlier physician, Wells, who in 1845 had seen 
‘attacks of mania in cretins, as well as a peculiar 
suicidal form of this affliction, which prompts 
the wretched maniac to attempt self-destruction 
by throwing himself into the fire’. Clouston 
(1883) considered that ‘congenital imbeciles 
may have attacks of maniacal excitement or of 
melancholic depression—in fact are subject 
to them’. Kraepelin (1896, 1902) took the view 
that ‘imbecility may form the basis for the 
development of other psychoses such as manic- 
depressive insanity, the psychoses of involution 
and dementia praecox'. Gordon (1918) stated 
that mental defectives suffering from depression 
rarely express ideas of guilt or thoughts of 
suicide; manics lacked 'quickness of compre- 
hension of wit or humour or sarcasm’, He noted 
that depression was more common than mania 
and that recurrences tended to run true to type. 
Prideaux (1921) accepted that manic-depressive 
psychosis could occur in high-grade mental 
defectives, and drew attention to the increased 
incidence of conversion hysteria in patients of 
low intelligence. Medow (1925) observed that 
mental defectives could manifest all the types 
of mental illness seen in people of normal 
intelligence but in tbe defective mental illness 
had a silly, fantastic, nonsensical colouring. 
Neustadt (1928) put forward the view that the 
typical psychoses of the mental defective were 
acute episodic states of excitement. 

Duncan et al. (1936) presented evidence 
that a substantial number of the patients in a 
large mental hospital, including the manic- 
depressives, were in fact mentally defective. 
This paper was criticized by Slater that same 
year on the grounds of inadequate intelligence 


testing, but Duncan later in 1996 presented 
his findings about manic-depressive psychosis 
in mental defectives in more detail. He claimed 
that mania was four times as common as 
melancholia in mental defectives and went on 
to assert that manic-depressive’ psychosis did 
not occur in idiots. At times he appeared to be 
enlarging the concept of manic-depressive 
psychosis to include patients who were merely 
emotionally unstable. Rohan (1936) described 
36 psychotic mental defectives some of whom 
were manic-depressives. He commented that 
delusions tended to be grandiose and expansive 
and that the emotional needs or advantages 
of illness were never far below the surface. 
Penrose, in the Colchester survey (1938), 
noted that, in the feebleminded patients, 
delusions, manic episodes and melancholia 
were all clearly recognizable. Hayman (1939) 
and Herskovitz and Plesset (1941) agreed 
with Penrose that idiots and imbeciles showed 
fewer typical features of psychosis. Hayman 
stated that ‘in the lowest grades only the primi- 
tive reaction types can be distinguished, such 
as the hyperkinetic, the hypokinetic and the 
alternating or mixed types’. Myerson and 
Boyle (1941) supported the view that the 
manic-depressive trait was often conducive 
to social success, but they were of opinion 
that ‘there is probably no significant difference 
between the incidence of mental disease in the 
high placed and low placed of human affairs’. 

Roith (196r) described a case of depressive 
psychosis occurring in a 35-year-old male 
mongol, which lasted for 15 months and even- 
tually cleared up completely with treatment. 
Nevertheless, Earl (1961) asserted that ‘since 
cyclothymia does not occur in subnormal 
patients, they do not suffer from manic- 
depressive psychosis’. Penrose (1963) comments 
that manic and depressive states are often 
milder in mental defectives than in persons 
of normal intelligence: like Duncan, he takes 
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the view tbat manic-depressive psychosis is 
practically unknown in idiots. Tredgold and 
Soddy (1956) agreed that 'the classical form 
of cyclothymic insanity, was most unusual. 
Gardner (1967) queried, from an analytical 
point of view, whether it was even possible for a 
mental defective to develop a depressive 
psychosis. Payne, in a recent paper (1968), 
maintained that it was not possible to classify 
mental illness in mental defectives using current 
terminology; he felt that psychoses in mental 
defectives were more akin to psychoses in 
children. This view has been criticized by 
Adams et al.: in 1970 they described a female 
aged 18, with an I.Q. of 60 and a complex 
chromosome translocation, who suffered from 
a manic-depressive psychosis which responded 
to treatment with lithium carbonate. Mayer- 
Gross, Slater and Roth (1954-69) comment 
on the transient ‘affective storms’ shown by some 
mental defectives, but do notspecify their nature. 
There is a need, therefore, for a further 
study to clarify if manic-depressive psychosis 
does occur in mental defectiveness, and if it 
does, to determine how the phenomenology 
is modified by the presence and the degree 
of mental deficiency. Information is also needed 
about the natural history and response to treat- 
ment of this psychosis in mental defectives. 


METHODOLOGY 

This investigation was undertaken in 1969 
and 1970 principally at Strathmartine Hospital 
(for mental deficiency), but also at the Royal 
Dundee Liff Hospital (for mental illness), as 
part of a wider survey into the subject of mental 
illness in mental defectives. Mental defectives 
over the age of 16 years who were considered 
to be mentally ill were referred to the author 
by the medical and nursing staff at these 
hospitals. Of the many patients who were seen 
21 were found to be suffering from a manic- 
depressive psychosis. These patients were 
examined and followed up by the author for a 
period of at least six months, and usually for 
considerably longer. Relatives were also inter- 
viewed, and background information was 
obtained from various sources including schools 
and social work departments. Each patient 
was physically examined by the author, and 
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routine tests, including chest X-ray, full blood 
examination, screening for syphilis and amino- 
acidopathies, and cytogenetic analysis, were 
carried out in each case. Skull X-rays and 
EEG’s were performed where they were indi- 
cated on clinical grounds. I.Q. testing was 
undertaken by a psychologist with special 
experience in the assessment of mental defectives, 
using whatever test procedure she considered 
appropriate. Personal histories, including records 
of school and occupational performance and 
social integration, were compiled for each 
patient, and family histories were also con- 
structed. On the basis of information derived 
from these various sources patients were graded 
by the author into idiots, imbeciles, feeble- 
minded and borderline mental defectives. 
The approximate I.Q.. gradings are as follows: 








TABLE I 
IQ. 
Severely Idiots 0-19 
subnormal Imbeciles 20-49 
Subnormal Feeble-minded 50-69 
Borderline 70-80 





Full details concerning methodology and 
the detailed case histories are available on 
request. 

The clinical psychiatric grouping adopted 
was based on the reaction types described in 
successive editions of Henderson and Gillespie's 
Textbook of Psychiatry (1927-69). Psychiatric 
diagnoses were codified according to the 
Glossary based on the International Statistical 
Classification of Diseases. 


Prevalence 

The study was not designed as an epidemio- 
logical investigation; no screening survey was 
undertaken and the author relied largely on the 
medical and nursing staff referring patients to 
him. Accordingly, prevalence estimates are 
minimal and reflect the ability of staff to 
identify mental illness in the mental defectives 
under their care. On 1 March 1970 there were 
just over 500 adult patients in Strathmartine 
Hospital: on that day the combined prevalence 
rate for manic-depressive, schizophrenic and 
paranoid psychoses amongst these patients was 
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calculated to be around 44 per thousand. 
The prevalence rate for manic-depressive psy- 
chosis was 12 per thousand, and for schizo- 
phrenic psychosis (including paranoid psychosis) 
it was 32 per thousand. It should be emphasized 
that these prevalence rates apply only to 
Strathmartine Hospital, not necessarily to 
other hospitals for mental defectives, and certainly 
not to mental defectives in the community. 


RESULTS 


Thirteen female and 8 male patients were 
identified as suffering from a manic-depressive 
psychosis. The age range was from 20 to 70 years 
with a mean age for females of 38 years and 
for males of 47 years. Of these patients, 16 
were treated at Strathmartine Hospital, 4 at 
the Royal Dundee Liff Hospital, and in one 
case care was shared. A total of 30 instances of 
affective psychoses were observed: 15 depressive 
psychoses, (I.S.C.D. No. 296:2), 5 manic 
psychoses, (I.S.C.D. No. 296:1), and 7 mixed 
affective psychoses (I.S.C.D. No. 296-8). Three 
other patients showed consecutive manic, 
depressive and mixed affective states during 
the course of a prolonged illness. Of the 21 
patients, 3 were idiots, 5 were imbeciles, 8 were 


feebleminded and 5 borderline mental defectives 
(see Table IT). 
DIAGNOSIS 


It was found that manic-depressive psychosis 
could be diagnosed on the usual clinical grounds 
in feebleminded and borderline defectives and 
in some imbeciles. The presence of a psychosis 
may in fact make a mental defective appear 
less defective than he really is, since when 
psychotic he may express concepts such as 
that of moral guilt which seem alien to him 
when well. This may facilitate diagnosis. ' 

On the other hand the usual diagnostie 
criteria cannot be applied to idiots who havc 
either no speech or very severely impaired 
language development. In these patients diag- 
nosis has to be based on a prolonged study 
of behaviour, weight and sleep pattern by 
observers who know the patient well: a know- 
ledge of the family history is also necessary. 
In this survey the author thought that he could 
substantiate the diagnosis of manic-depressive 
psychosis in three idiots. One of them showed 
self-limiting phases of mischievous overactivity, 
lasting about 10-20 days, superimposed on his 
usual quiet, withdrawn behaviour. The over- 
active phases, which were regarded as represent- 


TABLE II 
No. of Duration or 
Sex and age in years Grading Diagnosis episodes mean duration 
Male: 33 Imbecile Depression 5 7 days 
Female: 50 Feebleminded Mixed I 8 days 
Male: 42 Imbecile Mania 3 IO days 
Male: 46 Borderline Mixed I IO days 
Male: 37 Idiot Mixed 4 16 days 
Female: 43 Borderline Depression I 6 weeks 
Male: 57 Feebleminded Mania I 6 weeks 
Male: 70 Feebleminded Depression I 8 weeks(died) 
Female: 32 Idiot Depression I 8 weeks 
Female: 47 Feebleminded Depression I I6 weeks 
Female: 29 Feebleminded Depression I 24 weeks 
Female: 33 Borderline Mixed I 6—7 months 
*Female: 20 Idiot Depression I 9 months 
Female: 29 Imbecile Mania, depression, mixed I 9 months 
Female: 41i Imbecile Depression, mixed I 9 months 
Female: 24 Feebleminded Depression I 9 months 
Female: 43 Borderline Depression I 12 months 
Female: 46 Feebleminded Mania, depression, mixed I 16 months 
Male: 25 Borderline Depression I 18 months 
Male: 66 Feebleminded Mania (chonic) I > 2 years(died) 
Female: 57 Imbecile Depression I 2—9 years 


* Remains unwell. 
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ing the psychosis, were accompanied by early 
morning wakening, self injury and irritability. 
Another idiot suffered what seemed to be a 
depressive psychosis in which she was depressed 
in mood, wept, withdrew from social contact, 
refused food, lost weight, and began to waken 
very early from sleep. She recovered spontan- 
eously after eight weeks. The third idiot had 
phases of noisy over-activity and phases of 
weeping and depression, both lasting about two 
weeks and accompanied by sleep disturbance. 
Eventually she developed a more prolonged 
state of depression in which she appeared 
miserable, behaved in a more childish way 
than usual, attempted to draw attention to 
herself by adopting unusual postures and 
inflicting injury on herself. This psychosis 
did not respond to treatment with antidepressant 
drugs. Two and possibly all three of these patients 
had a family history ofmanic-depressive psychosis. 


Precipitants 

In four patients there was a clear precipitant 
to the psychosis. A depressive psychosis followed 
termination of pregnancy and sterilization 
in a young feebleminded female, influenza in 
an elderly feebleminded male, and hepatitis in a 
young male borderline defective. In one old 
feebleminded male a manic psychosis followed 
prostatectomy. In three other patients depres- 
sive psychoses were seen in relation to loss of 
job, discharge from hospital of a close friend, 
and postponement of a holiday. A mixed 
affective psychosis occurred in a middle-aged 
feebleminded female in association with con- 
finement to bed with oedema of the leg due 
to a deep venous thrombosis. A mixed affective 
psychosis, with delusions of guilt, wealth and 
great power, followed a small win on the horses 
by a middle-aged male borderline mental 
defective. 


Clinical features 

Manic psychosis. In manic patients the elation 
of mood was rarely infectious, and was some- 
times poorly sustained: they lacked wit and 
humour and it was often hard to empathize 
with them. Motor activity was sometimes 
episodic, and pressure of talk was more marked 
than flight of ideas or clang associations. The 
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latter if they occurred at all were of a very 
simple nature: e.g. ‘winter’ and ‘winder’. 
Delusions were florid, naive and grandiose: 
one feebleminded male aged 66 had a special 
relationship with the Queen, could make ‘the 
sea fresh’ and had extraordinary powers. 
He was the ‘King of Jesus’. Another feebleminded 
male aged 57 knew all about the Bible and had 
unrealistic and grandiose ideas about dis- 
charge and marriage. An imbecile woman aged 
29 knew everything, could afford everything, 
had saved £6,000 and wanted to buy the 
doctor a car. Hallucinations, in the few cases 
where they were encountered, were simple 
and naive. The ‘King of Jesus’ had simple 
and naive conversations with God: he also saw 
him, but his vision was prosaic, ‘just a man, 
something like you’. 

Depressive psychosis. Depressed patients rarely 
complained of depression of mood: they were 
more likely to be sullen and to say they were 
afraid or fed up. As in the manic patients, the 
mood change was sometimes poorly sustained. 
Psychomotor retardation of variable degree 
was seen in many patients, though in some 
cases it was replaced by agitation or anxiety. 
Delusions of persecution tended to be vivid 
and dramatic, as for example in one feeble- 
minded woman aged 29 who believed that 
men were planning to break her arms and 
legs and cut off her head. Delusions of guilt 
were described by several patients: an imbecile 
woman kept clasping her hands, wrongly 
blaming herself for a minor accident to another 
patient, praying and exclaiming ‘I am a bad 
lassie’. Another feebleminded woman saw her 
dead, aborted baby swinging from the light 
bulb ‘come back to punish us, I done wrong’. 
A middle-aged female borderline mental defec- 
tive was more conventional in her expression 
of guilt, ruminating over her past life and 
blaming herself for her parents’ death. Auditory 
hallucinations were common: voices were 
threatening or frightening, and criticized or 
warned of disaster. 

In four of the patients there was a past 
history of attempted suicide occurring in the 
setting of a depressive psychosis: a young 
female borderline mental defective had tried 
to jump out of the window, an elderly feeble- 
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minded male had taken an overdose of drugs 
and alcohol with presumed suicide intent, a 
middle-aged female borderline mental defective 
had made four suicide attempts by gas, drugs 
(twice) and lysol and another middle-aged 
feebleminded female had tried to burn herself 
to death with paraffin. None of the patients 
included in the survey attempted to kill them- 
selves during the period of observation, though 
one young feebleminded female who ran away 
from the hospital may have been contemplating 
suicide and concealed the fact on her return. 
Preoccupations with suicide or death were 
common and often dramatic; one female 
borderline mental defective was thinking of 
killing herself to forestall those who were plotting 
to murder her, and one young male borderline 
defective *confessed' to crimes of arson and child 
assault, hoping to be 'put away'. Among the 
feebleminded defectives one woman felt like 
killing herself or choking others to death, and 
another young woman wanted 'a good long 
sleep’. One young imbecile woman asked for 
pills to be *doped, put out of the world'. 

Self-injury, defined as any painful or destruc- 
tive act committed by the patient against his 
own body which did not involve an apparent 
attempt to end life, was seen in two of the idiots: 
a woman of 20 started to chew her wrists and 
strike her face with her fists, and a male aged 
37 inflicted quite deep scratches on his face. 
(He was classified as suffering from a mixed 
affective psychosis, though the condition could 
have been an agitated depression.) In both 
these patients self-injury was confined to the 
duration of the affective psychosis. One young 
male imbecile who suffered from recurrent 
depressive psychoses broke windows and inflicted 
lacerations on his forearms when depressed. 
Between illnesses he showed no tendency to- 
wards self injury. 

Attempted suicide and preoccupation with 
death or suicide was therefore common among 
feebleminded and borderline mental defectives, 
whereas minor self-injury was more common 
amongst the idiots and imbeciles. It may be 
that in a few cases self-injury in severely sub- 
normal patients is an extension of suicidal 
behaviour. 

Mixed affective psychosis. Mixed states com- 
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bining manic and depressive symptoms were 
also seen. Sometimes they occurred as transi- 
tional states between manic and depressive 
phases. The mood tended to be one of perplexity, 
lability and irritability. There were curious 
dissociations between motor and mental over- 
activity, for instance pressure of thought and 
talk without motor over activity, or flight of 
ideas without pressure of talk. Delusions and 
hallucinations were sometimes unusually grand- 
iose and florid: for example one female, border- 
line mental defective aged 33 heard the voice 
of the Devil telling her that she would burn in 
Hell and the voice of her father saying he wished 
to marry her. (During previous mixed affective 
illnesses she had claimed to be a Russian 
princess or a Martian, of heavenly birth and 
pregnant with twins, Adam and Eve: she had 
also claimed to be the Queen of the ‘other world’, 
believed she had killed her husband, and talked 
of flying to the moon). Another male border- 
line mental defective aged 46 claimed that he 
had saved thousands of lives and said he was 
going to be burned to death in the fires of the 
sun to save the world from destruction. He 
heard voices accusing him of the murder of a 
teacher and the death of a film star. A feeble- 
minded woman aged 50 stated that there 
was someone outside her window who spent 
the night bashing her. She believed there was 
a baby coming out of her leg and asked for 
it to be removed from her bed. A feebleminded 
woman aged 46 kept winking at an imaginary 
man outside the window who was accusing 
her of being a Catholic. 


Symptoms common to all reaction types 

Delusions and hallucinations tended to be 
confined to the feebleminded and borderline 
mental defectives. In only one of the imbeciles, 
and in none of the idiots, was the author con- 
vinced of the presence of delusions and hallu- 
cinations; in this one case the patient was a 
young woman with an I.Q. of 49. Altogether 43 
per cent of the patients were auditorily hallucin- 
ated and 14 per cent visually hallucinated. 

Irritability was recorded in 62 per cent of the 
patients: this was a feature at all levels of 
intelligence. Assaults were committed by 19 
per cent of the patients, either on other patients 
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or on members of staff. One middle-aged 
imbecile woman made a particularly violent 
and unprovoked assault on a staff nurse. 
Somatic symptoms were common among all 
grades of mental defectives, headaches, abdomi- 
nal pain and vomiting being the most fre- 
quently reported. Sometimes the psychological 
origin of these symptoms was not recognized 
by “the medical staff and the patients were 
extensively and unnecessarily investigated. 
Hysterical symptoms were common and often 
florid: they included a grotesque limp in a 
depressed male imbecile aged 33, hysterical 
fits in a manic female imbecile aged 29, and 
hyperventilation in a male borderline mental 
defective suffering from a mixed affective 
psychosis. One feebleminded manic female 
showed Ganser symptoms, naming the Queen 
as Victoria and insisting that there was snow 
on the ground even though it was summer. 
Altogether 38 per cent of the patients showed 
hysterical symptoms at all levels of intelligence. 
Regression to a more childish pattern of 
behaviour was also common: e.g. two feeble- 
minded female patients with manic and mixed 
affective states, began to squeal and babble 
like babies, and one male borderline mental 
defective with a mixed affective state actually 
went about the hospital saying he was only 
5 years old. An elderly female mongol who 
was depressed began to play with her faeces. 
Most of the patients showed a sleep distur- 
bance at some time during their affective 
psychoses: in 52 per cent of the patients it 
took the form of early morning wakening. 
Diurnal variation was seen less frequently but 
did occur in 24 per cent of the patients. In 
some cases it was the somatic symptoms that 
showed the diurnal change: e.g. morning 
vomiting. As regards weight, 48 per cent of 
the patients were known to have gained or 
lost more than 7 lbs. over the course of their 
illness, and others complained ofanorexia, refused 
food, or lost an unknown amount of weight. 


Natural history 

The age at onset of the illness was taken as 
the time of the first documented manic or 
depressive reaction: this method of estimating 
when a manic-depressive psychosis begins is 
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of course prone to a considerable degree of error. 

In males the mean age of onset was 37 years 
and in females it was 32 years. 

A complete recovery from their affective 
psychosis was made by 18 patients, one patient 
remained unwell, and 2 patients died. Table II 
charts the duration or mean duration of each 
affective psychosis against the diagnosis, the 
number of episodes observed, sex, age and 
intellectual grading. The shortest attack of 
manic-depressive psychosis lasted seven days 
and the longest about three years. It should 
be noted that there were 5 patients whose 
illnesses lasted less than one month; these 
patients between them accounted for 14 
affective psychoses, of which 5 were diagnosed 
as depressive, 6 as mixed affective and 3 as 
manic reactions. These short-lived illnesses 
occurred in both sexes and throughout the 
range of intelligence. It was in each case 
possible to diagnose the nature of the illness 
by the symptomatology and also on the personal 
and family histories. 

It may be that in some cases the transient 
affective storms referred to by Mayer-Gross, 
Slater and Roth and by other authors, are in 
fact brief attacks of manic-depressive psychosis, 
perhaps with a florid mixed affective sympto- 
matology. 


Physical abnormalities 

Two patients, one male and one female, 
suffered from mongolism (trisomy-21), and 
one patient suffered from the triple-X syndrome 
(47XXX). One feebleminded female patient 
had an unexplained marker chromosome on 
the E group with a well-defined satellite. The 
male mongol also had primary testicular failure. 

One feebleminded female suffered from 
congenital syphilis, which had been quiescent 
since childhood. Two patients were nearly 
blind. One feebleminded male patient who 
had recurrent depressive psychoses suffered 
from bronchiectasis and emphysema and was 
anaemic. He died at the age of 70 of broncho- 
pnemonia, and at post-mortem examination 
was found to have a small carcinoma of the 
oesophagus with metastases in the liver and 
lesser curvature of the stomach, cerebral 
arteriosclerosis and slight generalised sym- 
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metrical atrophy of the cerebral hemispheres. 
One feebleminded male who suffered from 
chronic mania died suddenly at the age of 
67 and was found at necropsy to have calcific 
aortic stenosis, probably arising on the basis of 
a congenitally bicuspid aortic valve. The 
results of detailed neuropathological examina- 
tion of the brain in this patient are still awaited, 
but there was no evidence of generalized vascular 
disease at the routine post-mortem examination. 

Mild physical abnormalities such as squint, 
uniocular blindness, otitis media, minor con- 
genital abnormalities and Dupuytren's con- 
tracture were also seen. 

Epilepsy was diagnosed in 24 per cent of the 
patients. This is comparable with Penrose's 
findings, in the 1938 Colchester survey, that 
27:6 per cent of a series of 1,280 mental 
defectives suffered from epilepsy. 


Differential diagnosis 

It may be difficult to distinguish manic 
elation from catatonic excitement in a mental 
defective, particularly since the elation of mood 
often fails to be infectious and may indeed 
seem aimless. Furthermore mental defectives 
tend to deny depression of mood when they 
are depressed: an affective disturbance under- 
lying disordered behaviour may therefore not 
be recognized. Sometimes a short-lived mixed 
affective psychosis presents features such as a 
wealth of delusions, misinterpretations and 
auditory and visual hallucinations which suggest 
a delirium or an acute schizophrenic psychosis. 
Hysterical conversion symptoms may for a 
while obscure the diagnosis of manic-depressive 
psychosis, and it may be difficult to distinguish 
a depressive psychosis from a depressive neurosis. 


‘TREATMENT 

The presence of manic-depressive psychosis 
was not recognized by the medical staff in 
29 per cent of the patients in this survey, and 
treatment was regarded by the author as 
inappropriate in 24 per cent of the patients. 
Apparently inappropriate treatment seemed 
to be related both to unrecognized mental 
illness and to lack of psychopharmacological 
knowledge: e.g. a prescription of imipramine 
or amitriptyline for the treatment of mania. 
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It was not possible to draw any definite 
conclusions about the efficacy of physical 
methods of treatment of mental illness in mental 
defectives from this survey. Certainly in feeble- 
minded and borderline mental defectives who 
suffered from a depressive psychosis, tricyclic 
antidepresants and ECT appeared to be 
effective in most of the cases where they were 
prescribed. One of the idiots made a spon- 
taneous recovery from a depressive psychosis, 
another suffered from recurrent episodes of 
manic depressive psychosis which were self- 
limiting, and the third did not appear to respond 
to treatment with imipramine. Two of the 
imbeciles suffered from self-limiting recurrent 
episodes of manic-depressive psychosis, one 
other made a spontaneous recovery, and two 
developed delirious reactions when treated 
with moderately high doses of phenothiazines 
and barbiturates. Both these two latter imbeciles 
suffered from epilepsy, and the author got 
the impression that the possible presence of 
brain damage may have rendered them unduly 
sensitive to the actions of psychotropic drugs. 


DISCUSSION 


It is important to recognize the presence 
of manic-depressive psychosis in mental defec- 
tives. There is an association between mental 
illness and disturbed behaviour in mental 
defectives, and the first step towards effective 
treatment is, of course, correct diagnosis. In 
idiots the diagnosis of manic-depressive psy- 
chosis can be disputed: in imbeciles, feeble- 
minded and borderline mental defectives it is 
relatively straightforward. The symptomatology 
may at times be unusual, but knowledge of the 
patient and close study of the symptoms and 
natural history of the illness should suggest 
the correct diagnosis. The failure to diagnose 
and treat manic-depressive psychosis in some 
of the patients in this series reflects the excessive 
work load carried by many doctors in this 
field, and the resulting tendency for some 
to become out of touch with the main-stream 
of psychiatric practice. Furthermore, junior 
medical staff in these hospitals frequently 
have had little if any psychiatric training. 
Nursing staff may be able to sense the presence 
of distress and illness in the patients under their 
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care, but they often do not have sufficient know- 
ledge of psychiatry to make full use of this 
information. A training in clinical psychiatry, 
psychopharmacology and the technique of ECT 
would seem to be necessary aspects of the train- 
ing programme for medical and nursing staff 
in these hospitals. 


n SUMMARY 


The literature concerning manic-depressive 
psychosis in mental defectives is briefly reviewed 
and the methodology of the survey is explained. 

It was found that manic-depressive psychosis 

_ could be. diagnosed on the usual clinical grounds 
in some imbeciles, and in feebleminded and 
borderline mental defectives; in idiots diagnosis 
was based on careful longitudinal appraisal 
of the patient’s behaviour accompanied by 
examination of the family history. 

The clinical features, natural history and 
response to treatment of manic-depressive 
psychosis in 21 adult mental defectives is 
described. 

The significance of the failure to recognize 
and -to diagnose the presence of mental illness 
in mental defectives is briefly considered, 
and suggestions are made for the training of 
staff in mental deficiency hospitals. 
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Psychoses in Adult Mental Defectives: _ ` 
II. Schizophrenic and Paranoid Psychoses 
By A. H. REID 


INTRODUCTION 

Kraepelin (1896, 1902) believed that approxi- 
mately 7 per cent of cases of dementia praecox 
arose upon the basis of imbecility. He also 
suggested that 'certain forms of idiocy with 
developed mannerisms and stereotypies might 
be early cases of dementia praecox', and pro- 
posed the term ‘Pfropfschizophrenie’ to denote 
‘eine besonders früh entstandene Schizophrenie’ 
(a schizophrenic psychosis of particularly early 
onset). Though he later modified his views 
and agreed that the rhythmic movements seen 
in some idiots did not in fact signify dementia 
praecox, he continued to believe that dementia 
praecox beginning in the first decade could 
produce ‘states of weakness... regarded as 
imbecility or idiocy’. 

Luther (1913) took a different view and 
maintained that pfropfschizophrenia was a 
chance combination of two separate illnesses, 
schizophrenia and mental deficiency. 

The issue has since been widely debated. 
Beier (1919) believed that dementia praecox 
‘is frequently a cause of mental enfeeblement 
which passes for imbecility’. Greene (1930) 
suggested that intrauterine, perinatal or infan- 
tile damage to the brain could produce in one 
individual (congenital) feeblemindedness and 
in another dementia praecox at a later stage. 
Critchley and Earl (1932) described 29 cases 
of tuberose sclerosis and claimed that they 
showed ‘a primitive type of catatonic schizo- 
phrenia’, basing their diagnosis on ‘a variety 
of complex hand and finger movements, manner- 
isms and stereotypies’ amongst other signs. 
Earl followed this paper in 1934 with a further 
description of 38 idiots: using rather similar 
diagnostic criteria to those in the previous 
paper, he maintained that the patients showed 
a primitive catatonic psychosis, ‘a form of 
schizophrenia played out upon the psychomotor 
level rather than the symbolic’. Glaus (1936) 
tried to introduce a further subdivision: he 
wished to retain the term pfropfschizophrenia 
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for mental defectives in whom a schizophrenic 
psychosis appeared in the third or fourth 
decade, and he suggested that the term ‘schizo- 
phrene Frühdemenz' be used to accommodate 
the view that certain forms of idiocy with 
mannerisms and stereotypies might: be: caused 
by infantile forms of dementia praecox. Rollin’s 
paper (1946) on catatonic psychosis in mongols 
was on rather similar lines to the papers by 
Critchley and Earl. More recently O'Gorman 
(1954, 1970) has seemed to subscribe to some 
of Kraepelin's views. 

Criticism of Kraepelin's views has come from 
Bleuler (1916), who stated that ‘the stereotyped 
forms of movement of many idiots cannot 
really be mistaken for the stereotyped move- 
ments of catatonia if one has seen both forms’, 
and from Neustadt (1927), who placed little 
diagnostic weight on ‘catatonic’ disturbances 
of motility in mental defectives. Brugger (1928), 
Katzenfuss (1935) and Irle (1960) have all 
argued against retaining ihe term ‘Pfropf- 
schizophrenie,’ maintaining that there is nothing 
particularly distinctive about, schizophrenic 
psychoses in mental defectives: In the opinion of 
Hayman (1939) and Herskovitz and Plesset 
(1941), schizophrenia cannot be diagnosed 
on clinical grounds in patients with I.Q. much 
below 50. Penrose (1963) doubts the significance 
of the isolated symptoms such as ‘catatonia’, 
stereotypies and mannerisms which occur in 
some severely subnormal defective patients 
including mongols and phenylketónurics; he 
accepts, however, that typical schizophrenic psy- 
choses can occur in high grade mental defectives. 

There has also been controversy about the 
course of schizophrenic psychoses in mental 
defectives. Bleuler (1916) commented on the 
relatively good preservation of affect: Katzen- 
fuss considered that schizophrenia ran a severe 
course in mental defectives but he agreed that 
remissions could and did occur. Milici, in a 
thoughtful paper (1937), presented 7 cases in 
whom the illness ran a very variable course. 
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Earl (1961) stated that ‘chronic schizophrenia 
is nearly always of “simple” type’, with few 
symptoms; and Mayer-Gross, Slater and Roth 
(1954) -commented that mental defectives 
suffering from schizophrenia often remain 
relatively accessible. 

Larsson and Sjégren in their epidemiological 
study‘in, 1954 of a large Swedish rural popula- 
tion, found an incidence of ‘low grade oligo- 
phrenia’ (I.Q. less than 55) in 10 per cent of 
schizophrenics, which was well above normal 
expectations. Hallgren and Sjégren, in their 
survey in 1959 of 25,000 individuals, also in a 
Swedish rural population, found a statistically 
significant association between schizophrenia 
and mental deficiency, in that the morbidity 
rate for mental deficiency among their schizo- 
phrenic propositi was 10°5 + 1:9 per cent, as 
against a risk of 3 per cent in the general 
population. 

Paranoid psychosis in mental defectives has 
been less intensively investigated. Hurd in 
1888. described persistent delusional states, but 
Berkley (1915) and Gordon (1918) queried 
whether ‘paranoia’ could appear in a mental 
defective by reason of 'the defect in ideational 
processes’. Bleuler described ‘katathymic delü- 
sions which may resemble an unintelligent 
paranoia, but often connected with hallücina- 
tions’. More recently Tredgold and Soddy have 
stated (1956) that it is most unusual for mental 
defectives to develop a systematized paranoid 
psychosis. 

The aims of this investigation were therefore 
to study the phenomenology of schizophrenic 
psychosis in mental defectives and to try to 
assess the response to treatment; and to 
ascertain if mental defectives could suffer 
from a paranoid psychosis, and, if so, to identify 
the clinical features of this psychosis. 


METHODOLOGY 

This is explained in the companion paper. 
Twelve patients were diagnosed as suffering 
from a schizophrenic psychosis, and 7 patients 
were diagnosed as suffering from a paranoid 
psychosis. The author accepts the concept of 
paranoid psychosis expounded in Henderson 
and Gillespie’s Textbook of Psychiatry: some of 
the cases of paranoid psychosis might be classi- 
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fied by other psychiatrists as suffering from 
paranoid schizophrenia. 


RESULTS 

There were 4 female and 8 male patients 
among the schizophrenics. The age range was 
from 20 to 64 years, with a mean age for the 
females of 39-7 years and for the males of 
36-4 years. Nine patients were diagnosed as 
suffering from  hebephrenic schizophrenia 
(I.S.C.D. No. 295-1), and 3 patients, all male, 
were diagnosed as suffering from catatonic 
schizophrenia (I.S.C.D. No. 295:2). Two of 
the patients were imbeciles, 8 were feebleminded 
and 2 were borderline mental defectives. 
All were treated at Strathmartine Hospital. 

Four females and 3 males were diagnosed 
as suffering from a paranoid psychosis (I.S.C.D. 
No. 297-1). Their ages ranged from 53 to 74 
years. Two were imbeciles and 5 were feeble- 
minded mental defectives. Six of the patients 
were treated at Strathmartine Hospital and 
one at the Royal Dundee Liff Hospital. 


DIAGnosis 

Schizophrenic and paranoid psychoses can 
be diagnosed on the usual clinical grounds in 
feebleminded and borderline mental defectives 
and in some higher-grade imbeciles, but not in 
idiots. In the author’s opinion, the inability 
of most idiots to communicate verbally pre- 
cludes the possibility of diagnosing schizophrenic 
and paranoid psychoses in these patients. 

Hebephrenic and catatonic schizophrenia can 
be recognized: in some cases there may be un- 
usual features but these are not sufficiently 
pronounced to justify delineating a separate 
subgroup of pfropfschizophrenia. Simple schizo- 
phrenia (I.S.C.D. No. 295-0) was not diagnosed, 
though it may occur: this is not surprising, 
as mental defectives are very susceptible to 
the effects of being in hospital, and simple 
schizophrenia is an illness with few features to, 
distinguish it from the effects of prolonged 
unstimulating hospitalization, with or without 
the added blunting effect of long-term medica- 
tion with tranquillizers or sedatives. 


CLINICAL FEATURES 
Schizophrenic psychosis. A wide range of 
affective abnormalities was seen in the patients. 
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One young male borderline mental defective 
said ‘I am Jehovah’, then meekly and incon- 
gruously asked for his discharge from hospital, 
and another young feebleminded male grinned 
inanely as he said he was going ‘round the bend’. 
Other patients displayed a superficial, fatuous 
cheerfulness which at times became frankly 
incongruous, or showed flattening of affect 
and social withdrawal. In one feebleminded 
male aged 38 who suffered from catatonic 
schizophrenia, affect was well preserved, and 
some of the young heberphrenics also made a 
relatively good rapport. 

Delusions were simple and grandiose in one 
young male imbecile who believed that he 
talked to God. They were more elaborate in 
another female imbecile who believed she was 
sexually assaulted, attacked and evicted from 
her house. A middle-aged feebleminded female 
expressed elaborate and moderately well 
systematized delusions of persecution, which 
included sexual interference. One young feeble- 
minded female believed she had only half a 
brain. In two young male borderline defectives, 
both of whom had lively sexual interests and fan- 
tasies, the presence of compensatory mechanisms 
could be inferred from their delusions of great 
wealth, sexual prowess and extraordinary power. 

Ideas of influence were seen only in the 
feebleminded and borderline mental defectives. 
One young male borderline mental defective 
believed that he could read other people’s 
minds, and they could read his, ‘by means of 
sound and people put together with a hearing 
aid’, and another said that the radio inserted 
thoughts in code into his head. A young 
feebleminded male believed that the radio 
and the birds influenced his thinking, and that 
there was a machine in the administrative 
offices of the hospital which was drilling holes 
in his head and making him go mad. A young 
woman believed that a skeleton could control 
her thoughts and calm her down. 

Thought disorder was expressed in dis- 
ordered speech. Ten of the 12 patients showed 
various combinations of echolalia, flitting from 
subject to subject, tangential replies, incoherence, 
verbigeration, perseveration, neologisms and 
the incorporation of chance external stimuli 
from the environment. 
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Eleven of the schizophrenics had definite 
auditory hallucinations: the twelfth patient 
was mute, but had in the past heard voices. 
Voices gave instructions, criticized; accused, 
threatened, shouted obscenities, put thoughts 
in the patient’s head or talked rubbish. One 
imbecile woman stuck her fingers in’ her. ears 
to block them out. Four of the pin were 
also visually hallucinated. 

The three patients diagnosed as suffering 
from catatonic schizophrenia showéd "a: pre- 
ponderance of catatonic symptoms, including 
flexibilitas cerea, catalepsy, mutism, automatic 
obedience and negativism. One elderly feeble- 
minded male was so negativistic that he had 
once retained faeces and been investigated 
for suspected carcinoma of the rectum: another 
was so difficult to feed that he had developed 
physical signs suggestive of a malabsorption 
syndrome. Altogether 58 per cent of the 
schizophrenics showed either mannerisms or 
catatonic symptoms. 

The behaviour of these patients in hospital 
was at times very disturbed: e.g. an imbecile 
woman screamed and pulled out her hair 
when agitated, a feebleminded woman attemp- 
ted to choke to death another patient who 
was involved in her delusional system, a young 
feebleminded male was so excited and provoking 
to other men in the ward that he needed to 
be nursed in a single room. Other patients 
were noisy, made unpredictable assaults on 
fellow-patients and staff, or absconded from 
hospital. 

Paranoid psychosis. The predominant affect 
was one of anger and irritability rather than 
of personal distress. In three of the patients 
there was a depressive component to the illness. 

All the patients expressed delusions, including, 
in one female case, delusions of sexual inter- 
ference. Initially delusions had involved neigh- 
bours, relatives or people outside the hospital, 
but with the passing of time medical and nursing 
staff and other patients tended to become 
implicated. Among the feebleminded patients 
delusions were sometimes simple and forceful, 
as in the case of a farm labourer who ‘knew’ 
that his sister was after something, probably 
his money, and that the doctors were in on it 
also. He assaulted his sister with a poker. 
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In other patients delusions were more compli- 
cated, as in the case of a small, fat, female 
mosaic mongol who believed that she was 
incorporated in the hospital wiring system, 
that people could.see through her, and that 
the nurses were out to steal her clothes in 
order to dress up and make themselves beautiful 
and attractive to the doctors. One male patient 
believed he was spied on by another patient 
wlio controlled one of the trees in the hospital 
grounds and ‘infected’ him with his look. 
An elderly deaf woman was pursued by ‘tele- 
phone voices and believed that the nursing 
staff beat her up. Among the imbeciles, one 
male who suffered from a 48X°XYY syndrome 
believed that one of the nursing staff mas- 
queraded as his father, in order to entice his 
sisters into hospital with a view to robbing 
them. A blind female mongol believed she was 
pursued by a male who wanted to undress her, 
get into bed with her and assault her sexually. 

Six of the patients heard voices criticizing, 
accusing, tormenting, plotting or talking about 
them. The other patient could not understand 
the question about hallucinations. Two patients, 
one of them blind, experienced visual hallucina- 
tions. 

Systematization was more extensive in more 
intelligent patients, and retrospective falsifica- 
tion was not seen in patients with an I.Q.. much 
below 50. 

Patients sometimes acted on their delusions 
and beliefs, and since their beliefs usually 
involved other patients or members of the 
staff they were capable of causing considerable 
disruption in the ward. 


Natural history x 

Age at onset was assessed in decades because of 
the difficulty in identifying precisely the starting 
point of schizophrenic and paranoid psychoses. 

Schizophrenic psychosis. In 4 patients, all of 
them hebephrenic, the psychosis had begun 
in the second decade. In the remaining 8 
patients it had begun in the third decade. 

In all cases the psychosis was persistent, 
the mean duration being around 15 years and 
ranging from 2 years to nearly 40 years. The 
rate of deterioration varied and in some cases 
it was very slow. There was some evidence 
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that the psychosis ran a more benign course 
in mental defectives especially in the lower 
grades of intelligence. This is perhaps not 
altogether surprising as in these patients the 
personality is originally less complex and less 
highly developed. Thirty-three per cent of the 
hebephrenic patients had a partial remission 
during the course of the survey, and when in a 
state of remission, they showed few symptoms. 

Paranoid psychosis. Paranoid psychosis appeared 
to begin in the fifth, sixth or seventh decade 
and was also chronic in all cases, the mean 
duration being around 9 years. The illness 
tended to spare some parts of mental functioning 
and personality. There appeared to be a 
relationship between the presence of premorbid 
paranoid personality traits and the subsequent 
development of a paranoid psychosis. 

There was, therefore, nothing particularly 
unusual in the natural history of these illnesses. 


Physical health and abnormalities 

Schizophrenic psychosis. Most of the schizo- 
phrenic patients were in good health, although 
two patients suffered from bronchiectasis asso- 
ciated in one case with congestive cardiac 
failure. One male borderline mental defective 
suffered from calcified cerebral tuberculomata 
and had involuntary choreo-athetotic move- 
ments of the right arm associated with a coarse 
static and intention tremor. One feebleminded 
male suffered from cerebral diplegia. In the 
first case there was a family history of schizo- 
phrenia, and in the second case one of paranoid 
psychosis. One other feebleminded male, who 
was very negativistic, suffered from a malabsorp- 
tion syndrome which may have been related 
to his reluctance to eat. 

Epilepsy occurred in 25 per cent of the 
schizophrenic patients. This compares with 
Penrose’s finding, in the 1938 Colchester survey, 
that 27:6 per cent of a series of 1,280 mental 
defectives suffered from epilepsy. 

Paranoid psychosis. Among the patients with 
a paranoid psychosis there was one female 
imbecile who suffered from mongolism (trisomy 
21), one male imbecile with a 48XXYY syn- 
drome, and one feebleminded female who was 
a mosaic mongol with a 46X X/47X.X trisomy 21 
chromosome complement. This patient died 
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at the age of 55 of a pulmonary embolism 
following a fracture of one of the bones of the leg 
and a deep venous thrombosis. Examination 
of the brain showed no structural or histological 
abnormality and the cerebral blood vessels 
were healthy. One other feebleminded female 
showed non-specific chromosomal abnormalities 
which were thought to be due to exposure to 
excessive radiation, though there was nothing 
in her medical history to suggest that this had 
in fact occurred. 

A notable observation was that 42 per cent 
of the paranoid patients had a severe disorder 
of vision or hearing or both. None of them 
suffered from epilepsy. 


Differential diagnosis 

Schizophrenic and paranoid psychoses are 
recognizable illnesses in mental defectives and 
can be diagnosed on the usual clinical grounds 
in patients who can communicate verbally, 
though schizophrenics who are in a state of 
remission may show few symptoms. In catatonic 
schizophrenia affect may be well preserved, 
and the differential diagnosis with manic- 
depressive psychosis may be difficult. Schizo- 
phrenic excitement may appear rather similar 
to chaotic manic elation. Schizophrenic disorders 
of speech must be distinguished from develop- 
mental disorders of speech, and speech mechan- 
isms such asecholaliaare of very doubtful diagnos- 
tic significance in the presence of other immature 
language constructions. Paranoid psychosis may 
present with marked affective features which 
at first suggest the diagnosis of manic-depressive 
psychosis. 

‘TREATMENT 

Schizophrenic and paranoid psychoses are 
usually quite apparent to both medical and 
nursing staff. In a few cases in this series what 
appeared to be inappropriate drug treatment 
seemed to be related to lack of psychopharmaco- 
logical knowledge: e.g. prescribing butobarbi- 
tone, diazepam, and amitriptyline for chronic 
schizophrenia, and imipramine for an acutely 
disturbed schizophrenic. 

In 25 per cent of the schizophrenic patients 
the author was able personally to observe what 
appeared to be a satisfactory response to 
phenothiazines. 
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Paranoid psychosis appeared also to respond 
in some measure to phenothiazines, with reduc- 
tion in agitation and irritability, In one patient 
the affective component of the illness was 
impressively relieved by imipramine. 

Discussion 

It is important to diagnose and treat schizo- 
phrenic and paranoid psychoses in mental 
defectives, and the points which were made 
about the training of staff in the companion 
paper are also relevant to this issue. It is con- 
fusing to widen the concept of schizophrenia; 
in the author's opinion, it is wrong to diagnose 
a catatonic schizophrenic psychosis on the 
basis of stereotypies of movement and manner- 
istic behaviour, without access to the patient's 
mental content. If this is done, catatonic 
schizophrenia ceases to have any meaning as a 
diagnostic category. The author agrees with 
E. Bleuler’s comment that ‘the stereotyped 
forms of movement of many idiots cannot 
really be mistaken for the stereotyped move- 
ments of catatonia if one has seen both forms'. 

Though the number of patients diagnosed as 
suffering from a combination of schizophrenia 
and mental deficiency was small, they occupied a 
disproportionately large amount of nursing 
staff time and were difficult to manage along- 
side the other patients in the setting of a mental 
deficiency hospital. 

'Ihe association of paranoid psychosis with 
chromosomal abnormalities, and with disorders 
of vision as well as of hearing, is of interest and 
should be followed up. Asa practical and possibly 
preventive measure the value of early diagnosis 
and treatment of defects of vision and hearing 
in mental defectives should be emphasized. 


SUMMARY 

'The literature concerning schizophrenic and 
paranoid psychoses in mental defectives is 
briefly reviewed. 

It was found that schizophrenic and paranoid 
psychoses could be diagnosed on the usual 
clinical grounds in some higher-grade imbeciles, 
and in feebleminded and borderline mental 
defectives, but not in idiots who could not 
communicate verbally. 

The symptomatology, natural history and 
response to treatment of schizophrenic and 
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paranoid psychoses in 19 adult mental defectives 
is described. 

The author disagrees with the tendency to 
widen the diagnostic criteria for schizophrenic 
psychoses in mental defectives. : 
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Urinary Creatinine in Drug-Excretion Studies in Chronic 


Schizophrenics 


By S. SVED, A. PERALES and H.-P. HOULE 


INTRODUCTION 


Creatinine has long been used as a basis for 
urinary excretion studies of drugs and meta- 
bolites. Nevertheless, the validity of this has 
been seriously challenged by Paterson (4), 
whose findings were confirmed by Scott and 
Hurley in adults (5) and by Applegarth, 
Hardwick and Ross in children (1). These 
authors found that evaluation of urinary 
creatinine output cannot replace the practice 
of careful timing of 24-hour specimens as a 
basis of excretion rate. However, collection 
of well-timed specimens in ambulant psychia- 
tric patients usually presents a great deal of 
difficulty. 

Since Kalousek, Hlavacek, Nedoss and Pollak 
(3) have shown a strong and significant circadian 
rhythm in creatinine excretion, with the least 
variation during the early morning hours, 
we decided to study the rate of excretion 
shortly after waking, when certain variables, 
e.g. exercise, stress, and hormonal factors, 
were at a minimum, and to compare this with 
the rate of excretion of a drug metabolite 
during the same period. 


MATERIALS AND METHODS 


Buffered tungstic acid solution was obtained from 
Hycel Inc. (Cat. No. 171-B); creatinine for the 
standard curves from Baker; Bio-Gel P-2, 50-100 
mesh, from Calbiochem. The water used for fluoro- 
metry was double glass-distilled, stored in Pyrex 
bottles. Phosphoric acid was reagent grade, checked 
for fluorescent contamination; all other chemicals 
were reagent grade. 

The subjects were 8 normal males and 7 normal 
females, both groups comprising volunteers from 
the staff of the laboratory, and 9 alcoholic males and 
7 schizophrenic females from the wards of the hospital. 
No special provision was made for their medication 
or diet. Another group consisted of chronic schizo- 


phrenics of both sexes (5 females and 6 males) on a 
uniform medication of 800 mg. chlorpromazine per 
day. Only patients with no gross clinical abnormalities 
other than the main diagnosis were included. 

The subjects were instructed to note the. exact 
time of the first morning urine, empty the bladder 
completely, and discard the specimen. The time of 
this first specimen was usually between 6 and 7 a.m. ' 
The subjects were allowed to have a light breakfast, 
including juice, coffee, toast, and water ad libitum, 
but no meat or medication was permitted before 
the second specimen. The exact time of the second 
urine was again noted and the specimen collected 
in toto. This usually took place between 9 and 10 a.m. 
The collected urines were either analysed on .the 
same day or were wrapped in aluminium foil and 
stored in a deep freeze at —20 °C. until analysis. 
For the schizophrenics and the alcoholics, the attend- 
ing nursing staff were instructed as to the collection 
and timing procedures and asked to supervise each 
patient as closely as feasible; for the normal group, 
no supervision was deemed necessary. 

Creatinine concentration in the untreated urines 
was determined by the alkaline picrate method, using 
either the manual method (2) or the Technicon 
AutoAnalyzer (7). For this purpose, 0-2 ml. urine 
was mixed with 10 ml. buffered tungstic acid (Hycel 
No. 171—B), left at room temperature for 10 minutes, 
and filtered; 5 ml. of the filtrate was then added 
to 2:5 ml. of an alkaline picrate solution prepared 
by mixing 5 volumes of 1 per cent picric acid with 
I volume of ro per cent sodium hydroxide. The 
absorbance was read after 20 minutes, at 525 nm. 

Chlorpromazine hydroxides (both glucuronidated 
and unglucuronidated) and sulfoxides in the urine 
were estimated by the column chromatography 
method described previously (6). 


RESULTS 
The hourly rate of excretion of creatinine in 
normal subjects and psychiatric patients is 
shown in Table I. For normal males, this was 
found to be 76-4 mg. per hour, the standard 
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URINARY CREATININE IN DRUG-EXCRETION STUDIES IN CHRONIC SCHIZOPHRENICS 


TABLE I 
Ths rate of excretion of creatinine in normal, schizophrenic, and alcoholic subjects 





Urinary creatinine, per hour 


mg. 
Group N mg. S.D. C.V.95* kg. body S.D. G.V.95* 
3 wt. 

Males, normal .. 8 76:4 4°10 5*4 0°93 0:07 7:7 
Females, normal .. 7 46:4 5:65 I2:2 0-82 0-09 11-0 
Alcoholics, male .. 9 85-2 58:11 68-2 I*17 0:70 5 

_ Schizophrenics, female 7 62:7 48:57 77:5 — — — 

E Coefficient of variation: cbe X100. 
" can 
Taste II 


The rate of excretion of chlorpromazine sulfoxides in the urine of schizophrenic women 





Urinary chlorpromazine sulfoxides 





mg. 

Basis of expression N gm.dailydose S.D. G.V.% Range 
Perhour .. T - 7 IO'I 9:3 92  0:6—23 
Per46:4mg.creatinine .. 7 7'2 1'5 21  5:8—10-0 





Note: Carefully timed specimens of urine (see Methods) were assayed for Chlor- 
promazine sulfoxides and creatinine. For the rate of creatinine excretion per hour 


on the same specimens, see Table I. 


deviation amounting to about 5 per cent of 
the mean (coefficient of variation, see (5)). 
The corresponding rate for normal females 
was 46:4 mg. creatinine per hour, with a 
coefficient of variation of about r2 per cent. 
The difference between the sexes was nearly 
abolished when the rate of excretion was ex- 
pressed per kg. body weight; however, the 
coefficients of variation remained unchanged. 
Male alcoholics excreted an average of 
85:2 mg. creatinine per hour, with a coefficient 
of variation of nearly 70 per cent. This great 
dispersion was not substantially improved by 
correcting for body weight. The corresponding 
figure for female schizophrenics was 62:7, 
with a coefficient of variation of 77 per cent. 
Table II shows the amount of chlorpromazine 
sulfoxides excreted by a randomly selected 
group of schizophrenic women on relatively 
high doses of chlorpromazine (900-2,000 mg. 
per day). When the actual time interval was 
used as a basis of expressing the rate of excretion, 


values ranging from 0:6 to 23 mg. per hour 
per gram daily dose were found (mean: 
10:1; S.D., 9:3); however, expressing the same 
results on the basis of 46:4 mg. creatinine 
(Le. the amount of creatinine excreted in 
I hour by normal females), yielded excretion 
rates ranging between 5:8 and 10:0 mg. per 
hour (mean: 7:2; S.D., 1:5). 

Three different methods of computing the 
rate of excretion of drug metabolites in mg. 
per ‘hour’ using creatinine as the basis are 
illustrated in Table ITI. In the first, the urinary 
metabolite concentration is divided by the 
creatinine concentration and the quotient 
multiplied by 46-4 for women, or 76:4 for men 
(cf. Table I). This method corrects for inter- 
sex variation only. In the second method, the 
metabolite/creatinine quotient is multiplied 
by 0-82 for women or 0:93 for men, and the 
product is multiplied by the patient's body 
weight. This method takes into account both 
body weight and sex. Finally, in the third 
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Taste III 
Rate of excretion of chlorbromazine metabolites in 5 female 
and 6 male chronic schizophrenics on 800 mg. drug per day 





mg. metabolite per hour, 
based on creatinine 


(mean + S.D) 








Parameters considered Hydroxides — Sulfoxides 





Sex only* .. ja 13:7 2 4:7 388415 
Sex and body weight** 12:7-43:2 3:5 -o-9 
Body weight*** 12:7 42:7 3'4 +08 





* mg. metabolite per 46:4 or 76-4 mg. creatinine, 
for females and males, respectively. 

** mg. metabolite per 0-82 or 0:93 mg. creatinine, 
times the body weight in kg., for females and males, 
respectively. 

*** mg. metabolite per 0-88 mg. creatinine, times 
the body weight in kg. irrespective of sex. 


method, the metabolite/creatinine quotient is 
multiplied by 0-88, ie. the average rate of 
creatinine excretion per kg. for males and 
females (cf. Table I), and the product multi- 
plied by the patient's body weight. The lowest 
standard deviation by far was obtained using 
this last method, indicating that the rate of 
excretion of both creatinine and drug meta- 
bolites is far less affected by sex differences 
than by the individual's body weight. 


Discussion 


This study clearly demonstrates the value of 
using creatinine as a basis of urinary excretion 
studies, at least in chronically hospitalized 
psychiatric patients. The other alternative 
tried, careful timing of the specimens, seems 
to be of little value in such patients. 

Among the parameters that may influence 
the rate of creatinine excretion, the body weight 
was found to be crucial, while no significant 
difference due to sex per se could be demon- 
strated ; nor were we able to detect any difference 
when correcting for body surface rather than 
weight. A number of other possibly important 
variables were held constant in these experi- 
ments. Variations in general metabolism, renal 
and hormonal factors, and muscular activity 
were reduced to a minimum by studying only 
urine elaborated during the first waking 


hours of the morning, while variations due to 
diet and general physical activity were reduced 
through long-term hospitalization. Whether ` 
the accuracy of this method could be improved 

by taking into account other variables, e.g. 

serum creatinine or possible substances in the 

urine that interfere with the assay of creatinine, ' 
remains to be investigated. However, it is clear: 
that under the conditions described the amount 

of urinary metabolite per mg. creatinine, 

multiplied by the body weight in kg., approxi- 

mately equals the excretion per hour. 


SUMMARY 


Urinary output of creatinine in normal and, 
schizophrenic subjects was found to be suffi- - 
ciently constant during the morning to be used 
as a basis for drug excretion rates. Actual timing 
of the urine specimens was of no value in schizo- 
phrenics and alcoholics. The lowest dispersion 
in the rate of drug excretion in a group of 
chronic schizophrenics was obtained when this 
value was expressed on the basis of creatinine 
output corrected for body weight. 
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Effects of Chlorpromazine and Fluphenazine on some 
Schizophrenic Forms of Behaviour 


By TIHOMIR JOVANOVIÓ and ALEKSANDAR MARKOVIG 


Chlorpromazine (Ch) and fluphenazine (FI) 
are among the best established of the psycho- 
pharmacological drugs whose effects have been 
confirmed in both acute and chronic forms of 
schizophrenic psychosis. The powerful effects of 
these drugs on schizophrenic diseases are 
generally recognized, but there is disagreement 
as to which forms of phenomenology and 
schizophrenic disease are most affected. We were 
therefore particularly interested in examining the 
different effects of Ch and Fl on some forms of 
psychopathological behaviour in schizophrenia. 

We formed two groups each of 60 female 
patients, allocating them in chronological order 
of their admission to hospital. Whatever their 
phenomenology, the patients in one group were 
treated with Ch in doses of 250-550 mg. and 
the patients in the other group with Fl in 
doses of 6-9 mg. Every patient underwent 
clinical and laboratory examination and was 
individually evaluated, both before the adminis- 
tration of drugs and after 2-3 months of treat- 
ment, by means of an ‘Observation Scale’ 
with the following ten variables: Integration 
of personality; basic trends*; reduction of will; 
negativism; autism;  pseudo-hallucinations; 
verbal hallucinations; ideas of referencet; 
reduced affect; increased affect. 

Each group was divided into four sub-groups: 
(1) ‘nuclear’ forms (simplex and hebephrenia) ; 
(2) ‘paranoid’ schizophrenia; (3) schizo-affective 
and ‘periodic’ schizophrenia; and (4) ‘latent’ 
schizophrenia. 

Most of the patients were between 21 and 30 
years of age, and the average duration of disease 
was 2-5 years. In the three years from 1967 
two groups of 60 patients each were studied. 


* The basic strata of purposeful activities; the internal 
tendency to set and perform tasks. 

T The pathological interpretation of thought and its link 
with the personality and with real or imaginary events. 


RESULTS i 

In the first evaluation, before the application 
of drugs, no significant differences in patho- 
logical intensity were found between the two 
main groups and between the eight sub-groups 
(Fig. 1). The shaded areas represent the total 
scores for psychopathological symptoms, i.e. 
Ch 1034, Fl 930 (t=0.5). 


t values 
l=0,2 

Il=0,9 
lll=04 
IV=0,8 





Fic. 1.—The intensity of the psychopathological symptoms 
in the sub-groups. 


After treatment, some of the phenomeno- 
logical variables dropped significantly in intens- 
ity in each of the two main groups, as shown in 
Figure 2. It will be seen, however, that the drop 
in the Fl group is more significant than that in 
the Ch group. 

If these results are examined in relation to 
some of the variables on the 'Observation 
Scale’ it will be seen (Fig. 3) that Fl had the 
greater effect on ‘ideas of reference’, ‘integra- 
tion’ and ‘reduced will’, while there was very 
little difference in the effects on ‘pseudo- 
hallucination’ and ‘autism’. For ‘negativism’, 
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Fic. 2.— The decreased and retained intensity of the 
psycho-pathological symptoms in Fl and Ch groups. 


— — The first evaluation ot the[FL] Croup 





Reduced affect. 
Increased effect |i a 


Autism 
Pseadohalluem 


Fic. 3.—The intensity.of the psychopathological symptoms. 


‘basic trends’ and ‘verbal hallucination’ also 
the differences were slight, but to the advantage 
of Fl ' 

Comparing the effects of the two drugs on 
the variables in the sub-groups, no significant 
drop was found in the two so-called ‘nuclear’ 
sub-groups (1). There was also a slight differ- 
ence between Fl and Ch in sub-groups 3. 
Evident differences existed in the 'paranoid' 
sub-groups (2) and also in the ‘latent form’ 


sub-groups (4) (Fig. 4). 


Tihomir Jovanovié, M.D., 
Aleksandar Marković, PŁ.D., 

Psychiatric Hospital, Belgrade, Padinska Skela, 
(Received 8 September 1970) 


Fic. 4.—The intensity (decreased and retained) of the 
psychopathological symptoms in the sub-groups. 


CONCLUSION 


Our results demonstrate that after three 
months’ treatment with Ch and FI a significant 
reduction of  psychopathological content 
occurred, the effects of Fl being generally 
greater. However, analysis of each item shows 
that Fl was more powerful only in cases of 
‘integration’, ‘ideas of reference’ and ‘reduced 
will’. The differences were not significant 
in other forms of psychopathological behaviour. 

There appears to be no significant differences 
regarding other forms of schizophrenic psy- 
chosis, though it could be said that Ch is 
somewhat better for ‘nuclear’ types of ‘schizo- 
affective’ forms of schizophrenia, while Fl 
is much better for ‘paranoid’ and ‘latent’ forms. 

From these investigations it seems that it is 
the nature of the disease and its severity that 
determine the degree of lefsening of symptoms, 
though it should be added that the drugs 
applied may also be important. To sum up, 
Fl is the more powerful schizophrenolytic, 
but not for all forms of schizophrenic psychosis. 


Yugoslavia 
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Dream Treatment of Urinary Retention 


By M. H. ABENSON and J. FINDLING 


Urinary retention without apparent organic 
causation is infrequently commented upon in 
the psychiatric literature. Cooper (1965) de- 
scribed the use of conditioning therapy in the 
treatment of a patient with hysterical retention 
of urine. In our experience urinary retention 
without organic causation is more frequently 
seen as a post-operative complication, lengthen- 
ing considerably the period of stay in hospital. 
Two such cases were successfully treated by a 
new psychodynamic technique which we have 
recently developed. This technique makes use 
of dream suggestion to the patient in clear 
consciousness, in that respect differing from 
other techniques of dream suggestion such as 
Stoyva's (1965) dream instructions to patients 
in the hypnotic state. 

The dream instructions were identical in both 
cases. One author gave instructions to one 
patient and the other to the other patient. 
They were told that the following night they 
would have a dream in which they would feel 
ready to pass urine in the morning. Both patients 
questioned whether they could have such a 
dream and what value it could have. They were 
very sceptical. It was confidently stated that 
the suggestion was not alien to the organism, 
because physiological needs seeking discharge 
can stimulate dreams. Such dreams, we added, 
may effectively overcome difficulties associated 
with urination. 

Case Report No. 1 

Female, age 95, married with 3 children. On 
17 February 1971 she had an anterior colporrhaphy 
for urinary incontinence. We were asked to see her 
12 days after operation when all usual methods of 
stimulating urination bad failed (catheterizations, 
injections, tranquillizers, daily immersion in a bath 
with the taps running, and tidal drainage on three 
occasions). She was a rather anxious person, anxiety 
being increased by her present condition. She had no 
overt psychological problems. At first hypnotic 


treatment was tried without success, mainly because of 
her severe anxiety. After this she was given the dream 
instructions. When seen the following morning she 
said that when she was in the bath she recalled a 
dream of the previous night, and immediately was 
able to pass urine. In the dream she saw one of us 
standing on a high rock in the middle of a stormy 
ocean. The ocean gradually calmed down and 
progressively disappeared into the background, at the 
same time changing colour. She was discharged later 
that morning. There were no further complications. 


Case Report No. 2 

Female, age 34, married with 3 children. On 
11 April 1971 she had a combined anterior and 
posterior colporrhaphy for urinary incontinence. We 
were asked to see her 10 days after operation when the 
usual methods of stimulating urination had failed (as 
in case No. 1). Questioning did not reveal any parti- 
cular social or psychological problems. She had never 
received psychiatric treatment. The dream instruc- 
tions were given to her. When she was seen the next 
morning she said she had passed urine with some 
difficulty. She recalled a dream in which there were 
two balloons full of water which burst simultaneously. 
During the day she passed urine more easily and by 
the evening without any difficulty. The next day she 
was discharged, and when one of us spoke to her she 
said that but for our assistance she could not have 
passed urine. She returned to us in considerable pain 
two days later with a full bladder due to further 
difficulties in passing urine. She was told to lie down 
on a couch and relax. She was tense, and hypnosis 
was unsuccessful. She was then told to recall the 
dream she had dreamt before, when she had passed 
urine for the first time. On recollection she immedi- 
ately rushed to the toilet and passed urine without any 
difficulty. She was told to recall the dream if there 
were any further difficulties. There were no further 
complications. 


DISCUSSION 


Dement and Wolpert (1958) are of the 
opinion that physiological needs that are 
psychologically neutral, seldom contribute to 
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dream content. However, Freud (1900) stated 
that when such needs conflict with unconscious 
prohibitions they are among the primary 
forces leading to dream formation. 

In our two patients an intense physiological 
need seeking discharge (full bladder) was 
blocked by some unknown cause, presumably of 
a psychogenic nature expressing an unconscious 
conflict. The exact nature of the conflict in 
either of these women is unknown, although 
various speculations are obviously possible. 
We suggest that the block may have been an 
unconscious prohibition possibly linking urina- 
tion with forbidden sexuality. Our dream 
intervention apparently solved the conflict by 
lending ‘moral’ (authoritative; fatherly) support 
to gratification of this need, thereby loosening 
the unconscious restrictions on it. Without the 
patients’ associations, we can only say that the 
“manifest content of the dreams shows a direct 
reference to water, reflecting the primary pre- 
occupation of the women. The suggestion that 
they would have a dream which would enable 
them to pass water worked, presumably because 
the patients were able to express their conflict in 
a symbolic form, and we feel the symbolization 
of the conflict enabled the resistance to passing 
water to be overcome. 

Classical dream interpretation is retroactive 
in nature, making conscious (analytic) use of 
dreams already experienced. In contrast, our 
dream suggestion is proactive in nature, con- 
sciously intervening with dreams not yet experi- 
enced. This reversal of procedure deserves 
further investigation as it may lead to a new 
conception of psychoanalytic insight. In retro- 
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active dream interpretation we strive to obtain 
a conscious insight into unconscious processes 
whereas in proactive dream intervention the 
goal is to give an unconscious insight into a 
consciously experienced malady. 

All speculations taking into account a simple 
placebo effect cannot be overruled. However, 
the same argument may be used against other 
methods of treatment, which are almost non- 
existent. Also in both cases hypnosis was of no 
assistance, owing to the severe anxiety of the 
patients. Moreover our method is simple, with 
immediate results, and gives much thought 
for future research. 


SUMMARY 


Two successfully treated cases of urinary 
retention, by dream therapy, are described. The 
relevance of this method of treatment to psycho- 
analytic theory is discussed. 
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Synopses of Papers Awaiting Publication 


A State-Dependent Learning Effect Produced 
in Human Subjects by Amylobarbitone 
Sodium. By P. Ley, V. K. Jain, R. P. SwiNsON, 
D. Eaves, P. W. BrapsHaw, J. A. Kway, 
R. Crowner and S. ABBISS. 


A large body of research on animal subjects has 
shown that learning can be state-dependent, i.e. 
learning in a drugged state does not transfer to an 
undrugged state and vice versa. Recently some 
evidence has become available that such effects can 
also occur in human subjects. The present investiga- 
tion was designed to confirm the effect in humans and 
to see whether there were differences amongst tasks 
in susceptibility to state-dependency. 

Accordingly 16 normal, human, volunteer subjects 
were randomly assigned to one of four groups: Drug- 
Drug; Placebo-Placebo; Drug-Placebo; Placebo- 
Drug, and were tested on two occasions separated by 
a 48-hour interval. The tests used were: visual 
reaction time; pursuit rotor; neologisms learning 
test; a serial learning task; a paired associate learning 
task. These tests were chosen to assess state- 
dependency on verbal and motor tasks of varying 
complexity. The drug used was amylobarbitone 
sodium in 200 mg. dosage. 

The results gave clear-cut evidence of state- 
dependency on three of the tests used: visual reaction 
time, neologisms learning test, and serial learning. 
The findings are discussed in relation to the various 
theories of dissociated learning and the theoretical 
and practical implications for clinical practice are 
noted. 

P. Ley, B.A., Dip. Psych., PhD., 

University of Liverpool Department of Psychiatry, 
6 Abercromby Square, 

P.O. Box 147, Liverpool, L69 3BX. 


Psychological Adjustment and Response to 
Open Heart Surgery: Some Methodological 
Considerations. By THropore F. HENRICHS 
and WirLIAM F. WATERS. 


An assessment of major personality features was 
obtained, using the Minnesota Multiphasic Per- 
sonality Inventory (MMPI), from a group of open 
heart surgery patients during the pre-operative period 
in hospital These data were used to develop an 
objective classification system reflecting the major 
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dimensions noted in current research reports. 
Application of this classification to an independent 
sample of heart surgery patients indicated that it 
was objective, comprehensive and reproducable. 

It was found that male and female open heart 
surgery patients are likely to come to surgery with 
distinctly different patterns of psychological and 
behavioural features, and that these patterns seem 
to prognosticate differing psychological responses to 
open heart surgical procedures. 

The relationship of pre-operative classification to 
prognosis and the development of therapeutic pro- 
grammes is discussed. 

Theodore F. Henrichs, Ph.D., 

Associate Professor of Psychiatry, 
University of Missouri School of Medicine, 
Columbia, Missouri 65201, U.S.A. 


Conditioning in Relation to Conceptual Think- 
ing. By R. F. Barr. 

In schizophrenic thought disorder there is a relative 
inability to inhibit those aspects of a concept which 

the context makes irrelevant. 

The thinking of many normal people shows a 
similar tendency, which has been called allusive 
thinking. In this study of 62 students it was found 
that allusive thinkers differed significantly from non- 
allusive thinkers in their pattern of conditioning. 
The allusive thinkers showed less ability to delay 
conditioned responses and less ability to suppress 
irrelevant responses. 

It was concluded that weakness of inhibition as 
manifested by allusive thinking is significantly related 
to weakness of inhibition in classical conditioning. 
R. F. Barr, 

Research Fellow, Institute of Psychiatry of New South Wales, 
School of Psychiatry, University of New South Wales, 
Prince Henry Hospital, 

Little Bay, N.S.W. 2036, Australia. 


Negators in Speech and Unconscious Denial: 

A ‘Refutation’. By GERALD SILVERMAN. 

A group of depressed patients and a group of 
non-depressed control patients were asked to choose 
between two statements in each of twelve pairs, one 
statement phrased with a ‘negator’ and the other not. 
'The criterion for choice was which of the pair of 
statements best expressed the general sense of the 
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pair for the individual subject. For each pair, the 
' gense of the two statements was virtually the same. 
'The subjects also indicated the extent they felt the 
statement was true for them for each pair. A statistical 
analysis of the data showed no preference for ‘negators’ 
in the depressed group over the control group. The 
results cast doubt on inferences drawn by other 
authors concerning an excess of ‘negators’ in the 
speech of depressed patients and their causal con- 
nection with the psychodynamic process of denial. 
Gerald Silverman, M.A., M.B., B.Chir., D.P.M., 
Lecturer in Psychiatry, 

University Depariment of Psychiatry, 

Whiteley Wood Clinic, 

Woofindin Road, Sheffield, Sro 3 TL. 


Studies in the Classification of Affective Dis- 
orders: The Relationship between Anxiety 
States and Depressive Dlnesses—I. By 
Martin Rots, Cram Gurney, R. F. GAnsIDE 
and T. A. Kerr. 

A sample of 145 patients suffering from a primary 
mood change of anxiety and/or depression was 
examined by means of a structured clinical inter- 
view. Systematic comparison of the patients diagnosed 
as suffering from anxiety states and depressive illnesses 
indicated that, with the aid of a wide range of items 
drawn from an adequate span of early life and from 
developmental and clinical features, a satisfactory 
degree of separation between the two groups could 
be achieved. 

The first component extracted from a principal 
components analysis of the data was bipolar, with 
anxiety symptoms at one pole and depressive symp- 
toms at the other, indicating that within an affective 
material there are two distinct syndromes corre- 
sponding to anxiety and depression. Moreover, it was 
also shown that the presence of an anxiety syndrome 
diminishes the likelihood of there being an associated 
depressive syndrome. 

On examining the patient! scores along the bipolar 
component and re-applying the clinical diagnosis, the 
anxiety states and depressive illnesses were seen to 
occupy different halves of the distribution, and the 
difference between their mean scores was highly 
significant. There was a high degree of association 
between the clinical diagnostic groups and the two 
halves of the distribution separated at their mean. 
This justified the use of the original clinical groups in 
further attempts to improve discrimination between 
them. 

Martin Roth, M.D., F.R.C.P., F.R.G.Psych., D.P.M., 

Department of Psychological Medicine, 

University of Newcastle upon Tyne, 

Newcastle upon Tyne, NEr 4LP. 
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Studies in the Classification of Affective Dis- 
orders: The Relationship between Anxiety 
States and Depressive Illnesses—II. By 
CLAR GURNEY, Martin Rora, R. F. Garsmez, 
T. A. KERR and KURT SCHAPRA. 


This is the second of two papers dealing with the 
classification of affective disorders in which the 
relationship between anxiety states and depressive 
illnesses is examined. The question at issue is whether 
a line of demarcation may be drawn between the two 
disorders or whether they are more appropriately 
regarded as merging insensibly along a continuum of 
affective disturbance. 

The method used to investigate this problem was 
the statistical technique of discriminant function 
analysis. The demonstration of the bimodality of the 
patients’ scores indicated that there were two distinct 
groups, which moreover corresponded closely to the 
clinical differentiation into anxiety state and de- 
pressive illness. : 

A diagnostic index based on the thirteen weighted 
items with the highest discriminating power was 
derived. Some measure of prognostic validation for 
the categorization of the patients into two groups on 
the basis of the scale was also derived. The possible 
practical value of this index is discussed. 

Clair Gurney, M.B., Ch.B., M.R.C.Psych., D.P.M., 
Department of Psychological Medicine, 

University of Newcastle upon Tyne, 

Newcastle upon Tyne, NEr 4LP. 


The Assessment and Prediction of Outcome in 
Affective Disorders. By T. A. KERR, MARTIN 
Rorg, Kurt ScHAPmA and CLAIR GURNEY. 


While detailed and systematic studies of the course 
and outcome of manic-depressive psychosis, depressive 
illnesses and anxiety states have been reported, there 
appears to be little information concerning the 
prognosis of affective disorders as a whole. 

"The present follow-up study, which was prospective 
in design, describes the course and outcome of 
illness of 154 patients with affective disorders admitted 
to hospital during 1963-65. A prognostic measure 
which reflected the average level of adjustment 
throughout the follow-up period is described. On the 
basis of this measure 60 per cent of the patients were 
considered to be improved. 

The clinical features present during the original 
illness which were related to subsequent outcome 
were determined and their predictive value quanti- 
fied. Premorbid stability of personality was related to 
a good outcome. Features generally associated with 
anxiety were related to a poor outcome, and those 
associated with depression to a good outcome. The 
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relative contributions to the prediction of outcome 
made by constitutional factors and features of illness 
were compared. 

A predictive scale consisting of eleven weighted 
item scores is described. It is suggested that the 
validity of this scale requires evaluation in further 
series of patients with affective disorders. 

T. A. Kerr, M.B., M.R.C.Psych., D.P.M., 
Department of Psychological Medicine, 
University of Newcastle upon Tyne, 
Newcastle upon Tyne, NEx 4LP. 


The Prognosis of Affective Disorders: the 
Differentiation of Anxiety States from 
Depressive Illnesses. By Kurr ScHAPIRA, 
Martin Rotu, T. A. Kerr and Cia GURNEY. 


That a clinical distinction may be made between 
anxiety states and depressive illnesses has been 
affirmed in some studies and rejected in others. 

In the present paper the relationship between the 
two disorders is examined from the point of view of 
the independent criterion of prognosis. The assess- 
ment of outcome was made without knowledge of the 
diagnosis of the original illness. The course and out- 
come of 66 patients with anxiety states and 45 patients 
with depressive illnesses who had been admitted to 
hospital were determined. 

Comparison of the two groups showed that patients 
with depressive illnesses had a significantly better 
prognosis than those with anxiety states. Cross-over 
between the diagnostic categories in subsequent 
breakdowns was exceptional. Furthermore, the two 
groups showed significant differences in respect of 
the kind of symptoms present at the time of the 
follow-up interview. 

These findings suggest that a distinction between 
anxiety states and depressive illnesses is both valid 
and useful, and that these conditions should not be 
regarded as merely clinical variants of an affective 
disturbance. 

Kurt Schapira, M.D., M.R.C.Psych., D.P.M., 
Department of Psychological Medicine, 
University of Newcastle ubon Tyne, 

Newcastle upon Tyne, NEr 4LP. 


Influenza Infection Causing Manic Psychosis. 
By D. Sremperc and S. R. Hirscu. 


At the height of the 1969 influenza epidemic a 
21-year-old female developed a flu-like illness 
associated with fever, transient loss of vision and 
parasthesia in her limbs but with no abnormal 
physical signs. Two weeks later she became depressed, 
and irritable, but then became excited, euphoric, and 
disoriented. Subsequently her illness took the form of 
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a severe hypomanic disorder which remitted slowly 
over the ensuing nine months. . 

Laboratory investigation on admission revealed 
that she had an unusually high Influenza A antibody 
titre as compared to more than 40 patients tested in 
the King's College Hospital Group and her titres 
remained elevated throughout the prolonged period 
during which she showed abnormal affective signs. 
One year after the onset of her illness her titres were 
still well outside the range for King’s College Hospital 
patients tested at the same time. 

Because of initial transient clinical signs suggestive 
of encephalitis, it is proposed that the patient’s 
manic psychosis is due to a persisting influenza 
infection which caused a subclinical encephalitis. 
This case points to the need for further investigation 
of the possible association between influenza infection 
and affective disorders. It is suggested that the 
findings reported here challenge the traditional 
concept of ‘functional’ affective psychoses. 

S. R. Hirsch, B.A., M.D., M.Phil., M.R.C.P., 
MRC Social Psychiatry Unit, 

Institute of Psychiatry, 

De Crespigny Park, 

London, S.E.5. 


Changes in the Conviction Rate for Indecent 
Exposure. By GRARAM Roots. 

Evidence is presented to suggest that there has been 
an increase in the prevalence of exposure behaviour 
in England and Wales. There has been a striking rise 
in the conviction rate for indecent exposure in the 
under-21 group, which has been sustained over the 
last decade. Its significance is discussed in relation to 
the steady over-21 conviction rate, and the conviction 
rate for three other types of offence: Indecent Assault, 
House-breaking and Taking and Driving Away. It is 
concluded that the rise probably does not indicate 
an increase in the number of youths with serious 
sexual disturbance, but is rather related to the overall 
increase in delinquent behaviour. The increase in 
sexual delinquency is briefly considered in relation to 
wider issues. 

F. G. Rooth, B.A., M.B., B.S., M.Phil., 
Research Assistant, 

Institute of Psychiatry, 

De Crespigny Park, 

London, S.E.5. 


The Recruitment of Psychiatrists. By GERALD 
RUSSELL. 

The supply of psychiatrists to man the mental 

health services of Britain has not kept up with in- 
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creasing demand or genuine needs. Yet the current 
view of the Department of Health and Social Security 
is that too many doctors are being trained for general 
psychiatry. This extraordinary attitude becomes more 
comprehensible when it is examined in the context of 
forecasts for the future. 

. First, the Royal Commission on Medical Educa- 
tion has prophesied a cumulative shortage of doctors 
amounting to 10,000 by 1976. Secondly, the Depart- 
ment attributes medical emigration to poor career 
prospects in Britain in several of the more popular 
specialties including general psychiatry. 

The view that too many general psychiatrists are 
being trained in Britain should be challenged. In- 
deed, the present trends are ominous. There has been 
a steady decline in the entry of British and Irish born 
doctors into psychiatry since 1967. In contrast, there 
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has been an influx of doctors from overseas who have 
come here for training and experience in psychiatry; 
their contributions are highly valuable, but we have 
become perilously dependent on their continued stay 
in Britain. 

It is proposed that recruitment in psychiatry should 
be raised to a level well above the Department's 
present estimate of 5 per cent each year. The ways of 
attracting more British doctors into psychiatry merit 
further study, as does the question of earlier specializa- 
tion in the student's chosen specialty. 

Gerald Russell, M.D., F.R.C.P., F.R.C.P.E., 
F.R.C.Psych., D.P.M., 

Professor of Psychiatry in the University of London 
Depariment of Psychiatry, 

Royal Free Hospital School of Medicine, 

Friern Hospital, London, N.11. 
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Book Reviews 


THE PSYCHIATRIC ENVIRONMENT 


The Planned Environment in Psychiatric Treat- 
ment. By AnTHUR D. Cotman. American Lecture 
Series. Publication number 809. Springfield, 
]linois: Charles C. Thomas. 1971. Pp. 147. 
Price $9.00. 

This is an unusually interesting, important and 
lucidly written book. It deals with the management 
of a special ward for soldiers with sociopathic dis- 
orders; men with histories of severely disordered 
and delinquent behaviour, who regarded treatment 
as a soft option which they could exploit. Remark- 
ably, the unit survived not only the eighteen months 
the author remained in charge, but also a later 
changeover to staff who were not especially committed 
to the treatment model used. Follow-up of the first 
48 men treated showed a 65 per cent success rate 
judged by objective criteria. 

The ward organization was based predominantly 
on an operant conditioning model. Clear goals were 
set for each patient: goals in terms of social, educa- 
tional, and work achievement, rather than insight. 
Appropriate behaviour was rewarded with privileges 
according to a carefully calculated points system, 
although, in fact, mastery in tbese fields appeared to 
become highly rewarding in itself for these men 
previously so used to failure. These methods seemed 
to produce a surprisingly relaxed and pleasant atmo- 
sphere; quite unlike the authoritarian or mechanistic 
milieu sometimes predicted to follow their use. Freed 
by the clear and objective system of rewards, of the 
need to use interpersonal relationships to manipulate 
cach other, patients and staff were able to relate in 
an open and human fashion. The implications of 
these findings for the treatment of this difficult group 
of patients, and for the organization of ward com- 
munities generally, need no emphasis. 

D. ABRAHAMSON. 


Better Services for the Mentally Handicapped. 
Department of Health and Social Security. 
London: Her Majesty’s Stationery Office. 
Pp. 66. Price 45p. 

Red is the colour but not the contents of this 
State paper, couched in typical administrator’s jargon, 
full of dogmatic statements without reference to 
evidence or acknowledgement of source, even giving 
a review of research without supplying the reader 
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with any means of checking the literature or contact- 
ing the authors. Yet it provides valuable ammunition 
for those wishing to improve the subnormality services. 

Some money has been set aside for the improve- 
ment of hospitals for the subnormal, but the Govern- 
ment places the main onus for improvement on local 
authorities, asking them to fix a date as early as 
possible ‘after which the hospitals will not be asked 
to admit any more people who need residential 
rather than hospital care’. The impact of this is 
somewhat lessened by later indications that the 
target is not expected to be reached until 1991. 
Some may feel the pitting of taxpayer against rate- 
payer a somewhat cynical manoeuvre, and will note 
that few hostels for the mentally ill have so far been 
provided by local authorities. 

There is a useful summary of the different kinds of 
help voluntary services can provide. 

CHRISTOPHER J. WARDLE, 


Healing Through Living: A Symposium on 
Residential Treatment. Edited by M. F. 
Mayer and A. Brum. Springfield, Illinois: 
Charles C. Thomas. 1971. Pp. 215. Price $15.50. 

Healing Through Living is a collection of papers 
selected from the symposium held to celebrate the 
1ooth anniversary of Bellefaire, which was founded 
in 1868 as an ‘Orphan Asylum’ for Jewish war 
orphans. Over the years the functions and policies of 
this institution have changed, and now it is a dyna- 
mically orientated residential treatment centre for 
disturbed children of all sects. 

The various papers describe in detail how the 
day-to-day contact of the different members of the 
staff with the children is discussed in various staff 
meetings. It is emphasized that a very important 
aspect of residential treatment is the experience of 
living in a group, and therefore a foster home can 
never replace residential treatment. At first, family 
structure was simulated by grouping the children of 
different ages together, but later groups of similar 
ages were found to be more satisfactory. The problems 
of giving intensive individual psychotherapy to 
some of the children, the ultimate discharge of 
children to the community, the roles of the school 
teachers and the contributions that volunteers can 
make in a residential setting are also discussed. 

The papers reflect current views on the manage- 


292 


ment of children, and it is heartening to note that in 
the end.it is realized that the present practice may 
not stand the test of time, and that even more 
important than the actual management programme is 
the sense of responsibility and the devotion of staff 
to what they think is the best for the children. The 
whole text is very readable and should be helpful 
not only to those looking after children in special 
units but also to those who have to look after 
adolescents in adult institutions. 
B. M. Saran. 


MEDICAL TRAINING 


Psychosocial Aspects of Medical Training. 
Edited by R. H. Coowzs and C. E. VINCENT. 
Springfield, Illinois: Charles C. Thomas. Pp. 566. 
Price $26.00. 

This book deals with a wide range of subjects. 
"These include recruitment and selection of medical 
students, personality characteristics of medical 
students, the medical marriage, challenges to the 
established system, suggestions for humanizing the 
curriculum, and an analysis of trends in medical 
education. 

Seven of the seventeen contributors are medically 
qualified but the contributions cannot be divided 
into medical and non-medical, though the non- 
medical contributors do tend to stake their claims 
and argue their case more strongly. A very helpful 
chapter is that by Daniel Funkenstein on ‘Medical 
Students, Medical Schools and Society during Three 
Eras’ in which he discusses the historical background 
to the present problems in American medical 
schools. The three eras are the General-Practice 
Era, 1910-1940, the Specialty-Practice Era, 1940- 
1959, and the Scientific Era, 1959-1968. To these 
he adds a fourth, the Community Era, 1968-, which 
is now exercising a considerable influence on medical 
education. The data on which he bases his conclu- 
sions are derived from students of the Harvard 
Medical School, and these are well set out and the 
message is clear. 

The Flexner report on medical education did 
more than influence the course of events in America; 
it had a world influence. This resulted initially in the 
production of the world-trained generalist, but with 
the growth of research in the medical schools there 
was a greater tendency towards specialization. 
However, the recent accent on community medicine 
and on the delivery of services to those most in need 
has created a new situation. Governments are offering 
larger sums of money for this purpose, and medical 
schools that are unable to attract sufficient grants for 
traditional scientific research are having to adjust 
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their programmes and become more community- 
minded. 

Tht medical student of today is also exposed to 
this political climate and in turn pressurizes his 
medical school to provide him with a training which 
he considers to be more appropriate to society’s needs. 
‘These trends find favour with most of the contributors, 
who envisage a partnership between the doctor and 
the Social Sciences in the practice of community 
medicine. No doubt, in subsequent symposia, the 
implementation of the Seebohm Report in this 
country will be given prominence as an argument in 
favour of this trend. 

One should question, however, whether the trend 
is a healthy one for the patient, for society and for 
medicine itself. There is a tendency for social scientists 
to equate the community with that section with 
which they are most familiar, namely the indigent 
and the sociopathic. That this section tends to 
concentrate in the twilight and ghetto areas of large 
cities and has already defied the concentrated atten- 
tions of the Welfare Services is not even considered. 
The cry is for more and more social workers and for 
more and more community doctors. 

It is suggested that, because the Government 
finances medical schools, there should be pressure on 
schools to adjust their curricula towards community 
medicine. Before such pressures are exercised, it 
should be clearly demonstrated that the social sciences 
have got the answers and that they are the right ones. 
This evidence is still lacking. It would be a tragedy if 
the well-established and highly successful impact of 
scientifically based medicine were blunted in favour 
of a current fashion which is concerned with a small 
minority of the population, whose needs in the past 
were no less well cared for by the system which is now 
under attack. 

Medical students and doctors should read this book 
so that they will know the arguments that are 
now being put forward in important places. It is 
their duty to evaluate them and formulate the 
relevant questions. 

Myre Sm. 


BEHAVIOUR CHANGE 
Handbook of Psychotherapy and Behaviour 
Change: An Empirical Analysis. Edited by 
A. E. Berain and S. L. Garrmxp. John Wiley. 
1971. Pp. 957. Price £8.50. 

An indispensable source book for all engaged in 
practice or research in any form of psychotherapy or 
behaviour modification, this volume should become a 
standard text. Presented as the first systematic, 
comprehensive review and evaluation of empirical 
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knowledge in these fields, with implications for 
practice, it seems to fulfil its purpose remarkably well. 
Its twenty-four chapters examine about every con- 
ceivably relevant variable, at a scientifically sophisti- 
cated level of discussion. The relative space given to 
different topics, say the editors, reflects not 
theoretical bias but the availability of empirical data. 
The overall developments they perceive are: a 
greater emphasis on research findings and on applica- 
tion of general psychological principles, increasing 
leadership of psychologists in therapy and decreasing 
importance of psychoanalysis, less dogmatism and 
more innovation. One interesting trend is the training 
of non-professionals as therapists and the emerging 
consultant role of behaviour therapists, and another 
is the growing concern with taking into account 
professional costs in comparing the effectiveness of 
treatments, 

Several chapters reflect the need for more specificity 
in assessment, treatment and evaluation of outcome. 
Bergin includes a careful analysis of the concepts of 
‘spontaneous remission’ and ‘control group’ and 
observes how the averaging of group data in con- 
ventionally ‘correct’ outcome studies, while showing 
a ‘modestly positive’ effect of psychotherapy-in- 
general, has concealed positive improvements on the 
one hand and the ‘psychonoxious’ therapist on the 
other. The significant question is ‘what treatment, by 
whom, is most effective for this individual with that 
specific problem, and under which set of circumstances’ 
(Paul). Similarly, from the behavioural camp, 
Eysenck and Beech state that ‘rule-of-thumb applica- 
tion of principles not geared to the particular case 
in question may be worse than no treatment at all’. 
Unfortunately, the volume takes no account of 
Yates’s 1:970 formulation of behaviour therapy, 
which dismisses group-comparison studies as based 
on an inappropriate medical model and derives from 
M. B. Shapiro’s experimental approach to the 
single case. 

One occasionally notices naivety in both the two 
major approaches, for example, the ‘prostitution’ 
approach to marital disharmony, whereby the 
husband must earn 15 tokens as the price of sexual 
intercourse with his wife, and in the training of 
psychotherapists to offer different levels of ‘genuine- 
ness’ by those who wish ‘to emphasize the therapist 
as a viable human being engaged in a terribly human 
endeavour ...? 

Matarazzo refers to ‘a literature barrier’, finding 
psychiatric teachers ‘relatively non-conversant with 
what has been appearing in psychological journals’ 
(no doubt this applies in reverse also). This volume 
at any rate should be helpful to psychiatrists, apart 
from its great intrinsic value, in showing the contri- 
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butions made by research-trained clinical psycho- 
logists. The index is none too comprehensive. 
J. Epwin MACDONALD. 


PSYCHOSIS 


Problems of Psychosis. Edited by PERRE DOUCET 
and Came Laurin. Excerpta Medica. 1971. 
Pp. 451. Price $30.00. 

This substantial volume contains some 27 papers 
read at a conference held in Montreal in November 
1969, to celebrate the fiftieth anniversary of the 
Institut Albert-Prévost. It also contained edited 
summaries of the discussions which followed these 
papers. 

As in all such conference reports, the quality of the 
papers is uneven; but this collection is exceptional on 
two counts. First, as befits its location, it is truly 
bilingual, with notable contributions from French- 
speaking colleagues, both Canadian and Parisian, 
Secondly, it is evident that this conference not only 
succeeded in attracting many of the ‘big names’ in 
contemporary psychiatry (including, Arieti, Kubie, 
Ackerman, Lebovici, Lidz, Racamier and Wynne), 
but also in many cases elicited from them a concise 
exposition of their current thinking about problems 
of psychosis. 

To the European reader, it is soon apparent that 
for most of the participants ‘psychosis’ seems to be 
regarded as synonymous with schizophrenia. In 
Dr. Lehman’s paper on problems of nosology, on the 
other hand, we are reminded of earlier concepts of 
*Einheitspsychose'. Certainly it is difficult to find any 
explicit concern with either affective or organic 
psychoses—a difficulty which is accentuated by the 
lack of any index. s 

This volume could be a useful addition to psychi- 
atric libraries where both beginners and their teachers 
could with profit read these papers and then turn to 
the pages in which they are subjected to critical 
discussion. 

G. M. Carstairs. 


ORGAN TRANSPLANTS 
Psychiatric Aspects of Organ Transplantation. 
Edited by Pietro Castelnuovo-Tedesco. Grune 
and Stratton. 1971. Pp. 172. Price $7.75. 


This book is reprinted from the February 1971 
issue of Seminars in Psychiatry and. is the first publica- 
tion which has gathered together current thinking 
about the psychiatric aspects of organ transplantation. 

The opening contribution is by the editor and is 
based on interviews with a number of surgeons who 
have contributed to the recent experience with heart 
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transplantation in America. Their approach is 
pragmatic, and they appear to take a less serious 
view of post-operative psychiatric disturbance than 
does the psychiatrist. 

The following five chapters report on work from 
Houston and Stanford into the psychiatric aspects of 
heart transplantation. The impression which comes 
through is that the psychiatrists had remained on the 
fringe of the medical team and their most significant 
contribution has been an evaluation of responses in 
families of patients and of donors. Of particular 
interest is the report by Christopherson and Lunde. 
A later contribution by the same authors on the 
psychosocial adjustment of recipients concludes with 
the statement that pre-transplant screening and 
counselling of potential cardiac transplant recipients 
enables the team to predict and to influence the 
subsequent psychosocial adjustment of survivors. 
This seems a somewhat bold conclusion based, as it 
is, on an assessment of only twenty patients, nine of 
whom died before leaving hospital. 

The second section of the book is on firmer ground 
in discussing kidney transplantation, for it is estimated 
that up to mid-r970 there had been 4,320 kidney 
transplantations throughout the world, as opposed to 
158 heart transplantations. Each of the papers in this 
section is a significant contribution, and family 
dynamics and decision-making when the need to 
donate a kidney arises are expolored in detail. The 
final paper is by Alec Paton of Birmingham, and 
presents a careful appraisal of the ethical and moral 
issues involved in this kind of surgery. 

The psychiatrist may feel that there is a lack of 
substance in this volume, but this is because many of 
the findings could have been confidently predicted by 
a clinician conversant with the process of psycho- 
logical adaptation to stress. Nevertheless, the book 
meets the publishers! stated objectives of being 
topical, authoritative and stimulating. 

S. J. Knox. 


CHILDHOOD 


Troubled Children in a Troubled World. By 
Eprrp Buxsaum. New York: International 
Universities Press, Inc. 1970. Pp. 341. Price 
$10.00. 

It can be a useful disciplinary experience to read 
work that is based on theories which are strange, or 
even alien to one’s own concepts. Such an exercise 
keeps the mind flexible, and may bring unexpected 
rewards. Thus on being asked to review this book, I 
had considerable qualms about the foreign analytic 
terminology but once this reluctance was overcome, 
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however, I found several papers to be of considerable 
interest. 

The book is a collection of essays and lectures from 
1935 to 1966. I was particularly interested in two 
aspects. Firstly, the author insists that a therapist 
must educate the child to accept normal life as well 
as release his tensions and identify his particular 
anxieties. She gives eminently sensible advice on 
techniques in this, and some splendid case-histories. 

Secondly, Dr. Buxbaum considers that the mere 
interpretation of a child's conflicts in general symbolic 
terms, a technique which she attributes to the 
English school, probably will not be adequate to 
answer the individual anxieties of a particular child, 
who is not necessarily intellectually equipped to 
manage to disentangle the symbolic from the real. 
A close and individually geared therapeutic relation- 
ship obviously requires much more effort and may 
cause the therapist more anxiety, but the author 
makes it very clear that for the patients she has 
treated such a relationship was essential for the 
therapy. 

Another refreshing feature of the book is the obvious 
reluctance to rush in with apparently satisfactory 
interpretations. There seems to be an average of about 
one interpretation per case. Dr. Buxbaum is content 
to wait until the child produces one himself. She also 
works closely with the parents where she can, and 
makes every effort to modify an intolerable or un- 
suitable environment. With all these aspects one 
must be in entire agreement, and her evident gift as a 
child therapist gives cause for profound admiration. 
I particularly enjoyed the chapters on Technique of 
Child Therapy, and on Psychotherapy and Psycho- 
analysis. In the second half of the book there is an 
account of groups that is stimulating though too 
sparse, and a very thought-provoking account of the 
problems of disturbed kibbutzim children. 

This book is in parts over-determined by psycho- 
analytic theories but where it deals with the practical 
aspects of treating disturbed children it is stimulating 
and definitely of general interest and value. 

Eva A. FROMMER. 


Therapeutic Communication with Children. 
The Mutual Storytelling Technique. By 
RicHARD A. GARDNER. New York: Science 
House Inc. 1971. Pp. 970. Price $25.00. 


Most children love telling and hearing stories. 
This is the motivational basis for the Mutual Story- 
telling technique (MST) described in this book. It is 
a therapeutic, rather than a diagnostic technique 
and may be used with children aged approximately 
6 to 11 years. The therapist asks the child to tell any 
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story he likes, using a mock television interview 
setting, and the only condition imposed is that the 
story must have a title. 

The therapist listens and assesses the story while 
it is being recorded. He then tells one of his own, 
using the same characters and situations as the child. 
His aim is to provide ‘a healthier resolution or a 
more mature adaptation’ than the child’s. History 
may also convey encouragement, emphasize informa- 
tion already given, or provide the child with new 
ideas to think about. Stories may be discussed, 
interpreted and in some ways regarded like dreams. 

All aspects of this technique are copiously illustra- 
ted, thus making a rather long book. It is however, 
very well written, quite easy to read and very well 
produced, with delightfully large print. The book 
has an unobtrusive psychoanalytical background but 
the author has a commendably critical approach 
which enables his technique to be set within the 
framework of general psychology. He also gives due 
weight to psycho-organic factors, especially in his 
application to the MST to children with ‘minimal 
cerebral dysfunction’. Therapists who do not accept 
the psychoanalytic viewpoint may properly use the 
MST in conjunction with other therapeutic methods, 

It should be possible to demonstrate the effective- 
ness of the MST by means of linguistic analysis and 
show whether there is a significant correlation between 
the content of the stories and the child’s therapeutic 
progress. 

Jonn R. Lickorsu. 


Infantile Autistic Behaviour and Experience— 
A New Clinical Picture. By J. J. G. Prick. 
Rotterdam University Press. 1971. Pp. 72. 
Price D.F1.35. 

This author sees early infantile autism as an 
existential developmental disorder. He also thinks 
that the condition is due to a recessive functioning of 
the limbic system. Should the reader ponder in vain 
about the relationship between two such apparently 
unconnected statements, he might be enlightened by 
a quotation from the book: ‘An existential-anthro- 
pologically oriented neurophysiology holds the view 
that there is an interrelationship between the actual 
mode of existence of an individual and the nature of 
his actual neurophysiological organization. It accepts 
human existence as ‘making’ (‘animating’) and 
vitalizing the brain’ (p. 23). Still in the dark? Let’s 
try again. ‘If an object-like body of a human being is 
to differentiate itself into a bodily (pathic) mode of 
existence, or in other words if from the body, which 
I possess and which is a general-human one, my own 
body (i.e. my individual bodily physiological organi- 
zation) is to differentiate itself, then it will be neces- 
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sary for the object-like body to become animated from 
within and from without in such a manner as to 
develop itself into a bodily Ego, that is, a subject’s 
bodily (pathic) mode of existence; which mode of 
existence in its turn has to function as the basis for the 
development at a later stage of a personal mode of 
existence, or, in terms of Ego-psychology, of a mental 
Ego.’ (p. 45/46). 
Let the rest be silence. 
BEATE HERMELIN., 


ACTING OUT 
Therapy with Families of Sexually Acting-out 
Girls. By ALFRED S. FRIEDMAN, JoHN C. SONNE, 
Ross V. Speck, Jean P. Barr, JEROME E. 
Juneren, Ivan BoszormMenyI-Nacy, GERALDINE 
LINCOLN, GERTRUDE COHEN, GERALDINE SPARK 
and Oscar R. Wemer. New York: Springer 
Publishing Co. Inc. 1971. Pp. 214. Price $7.50. 

This is a strange book; not just because of its 
unusual title but also because of its style. It may be 
considered as a collection of papers (there are 17 
chapters with an average of a dozen pages each) by 
various combinations and permutations of the team 
of ten authors. 

It contains many platitudes, truisms and generali- 
zations about society and delinquency. It relies on the 
well-worn ‘explanation’ of delinquency as acting 
out parental expectations: the girl reacts to her 
father’s accusations of promiscuity with the attitude 
of ‘If I have the name, I might as well have the 
game’ (p. 9). 

The authors are impressed by the evidence that 
delinquent adolescents fail to respond to individual 
psychotherapy and other traditional forms of treat- 
ment. They review methods of family therapy well, 
and go on to describe their own. This involves treat- 
ment being carried out in the home by teams of two 
therapists (often one male and one female member). 
They have held sessions in the kitchen, bedroom, on 
the patio and even in the bathroom. 

The book is profusely illustrated (or the cynic may 
say padded) with extensive material quoted from a 
few cases, in one chapter with marginal asides by 
the author. 

This book does not need to be on the shelves of 
every library, but might be interesting for those 
practising family therapy, ‘four-way therapy and 
other forms of 'co-therapy'. It might also be of 
interest to those concerned with the subject of 
sexually acting-out girls, although the book was not 
so narrowly concerned with this particular topic as 
one might have expected from the title. 


R. G. PREST. 
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Clinical Psychiatry: Issues and Challenges. 
By. Hans Opprnuemer. New York: Harper and 
Row. 1971. Pp. 353. Price $11.00. 


This book is both interesting to read and stimulates 
reflection on many of the fascinating and awkward 
riddles of psychiatry. The author rightly describes it 
as not another textbook but a supplement and a 
commentary. There are essays discussing the wide- 
spread applicability of Hughlings Jackson’s princi- 
ples; trying to find the essence of the meaning of the 
functional-organic distinction; describing the psycho- 
pathology of delirium; reminding us of unresolved 
problems in our present knowledge of the functions 
of the frontal and temporal lobes; discussing the 
nature of delusion; and many more. 
The author is psychoanalytically inclined, but 
firmly puts in place the doctrine’s overstatements, 
and he shines best, in fact, on organic topics; this 
reviewer has never appreciated Jackson’s work so 
clearly before. He is better at reflecting than in 
being up-to-date on research, and a commentary on 
this commentary would point out the absence of 
mention of the recent improved psychosurgical 
operations, would question the author’s view that 
proverbs are ‘ideal’ for detecting schizophrenic 
thought disorder, and would regret that the lectures 
on which the book is based were too early to allow 
discussion of the findings of the U.S.-U.K. Diagnostic 
Project on schizophrenia. However, the author is 
undoubtedly a gifted teacher, writing in good English 
(although ‘transformation’ is overdone for ‘change’, 
and, horror of horrors, there is one mention of ‘the 
mental brain’), and the book is strongly to be 
recommended for those who like to read unusual 
psychiatric books when relaxing, and to all juniors 
in training when they’ want something more than 
just another textbook. Because there are fresh looks 
at many subjects, the book should find a place in 
all psychiatric libraries. 
ANDREW C. SmirH. , 
The Interface Between Psychiatry and Anthro- 
pology. Edited by I. Garpsrow. Butterworths 
(London) for Brunner/Mazel (New York). 1971. 

Pp. 150. Price £3.00. 

There must be many psychiatrists who recognize 
the relevance of social anthropology to psychiatry, 
regret their own ignorance of the subject, and are 
prepared to read a few short books in an attempt to 
remedy the situation. This collection of six essays by 
distinguished anthropologists and psychiatrists was 
produced on the initiative of the American College 
of Psychiatrists and could have been ideal for this 
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purpose. There is a fascinating account by Walter 
Goldschmidt of the tremendous variation from one 
culture to another in the personal qualities that are 
valued most highly and striven for in each, and a 
scholarly description by Robert Edgerton of the 
ubiquity of deviant behaviour in every culture, no 
matter how stable and free from stress. Both are of 
obvious relevance to a psychiatry whose theoretical 
concepts have hardly begun to emerge from the 
parochial confines of their Judeao-Christian origins. 
But the other four essays, by doctors, are disappoint- 
ing. Perhaps the authors were not certain for whom 
they were writing and for what purpose; at all events, 
most of what they tell us of importance is not about 
anthropology or about its relationship to psychiatry. 


R. E. KENDELr. 


The Politics of Therapy. By Szvmour L. HALLECK. 
New York: Science House Inc. 1971. Pp. 283. 
Price $10.00. 


The author of this book discusses at length an 
issue which comes to the minds of many psychiatrists 
at one time or another. The question is how much a 
psychiatrist should be concerned in the wider 
implications of his decisions about treatment of an 
individual patient, including relatives, fellow workers 
or friends. Even wider is the concern of the psychi- 
atrist with political issues in general, employment, 
social organization, war and peace. Some are of the 
opinion that psychiatrists have a special contribution 
to make to these wider issues because of their training 
and expertise; others emphasize that the psychiatrist 
should remain within his area of competence, suggest- 
ing that any advice he may offer in solving the 
conflicts of the world can only be that of an intelligent 
layman. 

Dr. Halleck comes down firmly on the side of 
those who recognize the wider implications of their 
therapeutic activities. He makes the point that every 
professional therapist must make decisions which 
involve value judgements and therefore have wider 
implications than for the patient alone. He suggests 
that the psychiatric patient is undergoing ‘oppression’, 
that is, he is subject to biological, constitutional and 
environmental stresses which induce symptoms. 
Halleck uses the term ‘oppression’ in a somewhat 
idiosyncratic and confusing way, in that it does not 
necessarily imply that all interpersonal events that a 
given individual finds stressful are caused by the 
malevolence of others. 

He discusses these oppressive environments as a 
series of gradually widening relationships, from the 
individual doctor and patient, through the family, 
to the whole social structure of the individual’s 
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habitat. He gives some potted case histories to 
illustrate his points. The author's belief in the power 
of the psychiatrist to alter the values of his patients 
seems to be vastly greater than in one's own experi- 
ence. 

The book raises a number of important issues and 
concludes that psychiatrists need to re-examine many 
of their cherished beliefs. It is a pity that he tends to 
spoil his arguments by over-stating his case in highly 
emotive language. His final appeal concerns the 
many psychiatrists who, he states, are frustrated 
visionaries, and suggests that an enlightened pro- 
fession will have a major impact in reforming the 
world, his country and even the practice of medicine 
—in that order. 

C. P. SEAGER. 


PSYCHOLOGY 


Reading and its Difficulties. By M. D. VERNON. 
Cambridge University Press. 1971. Pp. 211. 
Price £3.20. 


This is a brief but excellent review of recent 
research into the aetiology, nature and treatment of 
backwardness in reading. Professor Vernon produced 
a most informative review on this subject in 1957, 
and the present work concentrates mainly on a 
discussion of relevant contributions which have 
appeared since that time. 

The evidence for and against the existence of a 
‘specific developmental dyslexia’ is in general very 
fairly presented, although sometimes it is not always 
clear just how highly selected the subjects were in 
some of the experiments described. Professor Vernon’s 
clearly reasoned. analysis of the perceptual, linguistic 
and motivational factors involved in the acquisition 
of reading skills will make a rewarding study, parti- 
cularly for educational and clinical psychologists 
working in the children’s field. 

PHILIP GRAHAM. 


The Acquisition and Development of Language. 
By P. Menyux. Prentice-Hall. 1971. Pp. 285. 
Price £3.50. 

The Perception of Language. Edited by D. L. 
Horton and J. J. Jenxms. Prentice-Hall. 1971. 
Pp. 267. Price £4.50. 

The Menyuk volume is a neat, dull survey of 
work in the field of language development, written 
in neat, dull language. The chapter on explanatory 
theories of language comprises exactly 5 per cent of 
the book, which signifies both the author’s interests 
and the blandly descriptive tone of work in the field. 

The second book a collection of conference papers, 
is a little more exciting, in that it is inspired by occa- 
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sional bursts of argument, such as side swipes at the 
pathetic quality of learning theory explanations in the 
field of language or a good row centred on some 
classic issue, such as whether grammar is in our 
brains or our culture. It is spattered also with in- 
triguing, if unhelpful, findings, for example an analysis 
of 718 eye blinks of both hearer and speaker revealed 
that the beginning of an eye blink always occurs at 
either the beginning of a word or at an articulatory 
change-point internal to a word or following the 
termination of the word. One thing, utterly clear, 
is that the field of psycholinguistics is suffering badly 
from counting fever. 

While both books are never less than competent, 
they share a depressing determination to make ‘lan- 
guage’ into yet one more linguistically sealed area 
in psychology. Shotter has pointed out that computers 
don’t think because they never get up and move 
around and collide with anything. It seems reasonable 
to argue that people talk because they think and 
think because they act, and trying to build a psy- 
chology on the basis of their talk seems as foolish as 
the more traditional attempt to build a psychology 
on the basis of people’s behaviour. 


D. BANNISTER. 


Interpersonal Perception. By Marx Coox. 
Penguin Books. 1971. Pp. 168. Price 45p. 

Mathematical Models in Psychology: An Intro- 
duction. By Franx RzsrLE. Penguin Books. 
1971. Pp. 158. Price 50p. 

These are two of the latest volumes in the ambitious 
Penguin Science of Behaviour series edited by Professor 
Brian Foss. It aims to cover the general field of 
modern psychology in all its multifarious aspects and 
thereby to provide a series of responsible texts for 
the increasing number of psychology students in 
British Universities and kindred centres of higher 
education. None the less, one may hope that some of 
the volumes included in this series may be of interest 
to workers in related disciplines, for example medicine 
and the social sciences, and even to that all but extinct 
species, the general reader. 

Dr. Cook’s Interpersonal Perception is tooted with 
the study of how we form judgements about other 
people, how accurate such judgements are, and how 
such studies find practical application. As a former 
pupil and collaborator of Mr. Michael Argyle, Dr. 
Cook strongly stresses the value of laboratory study 
and places great emphasis upon quantitative method. 
Unfortunately, the pursuit of such an approach has 
so far yielded little that is not already obvious, though 
this is not necessarily to decry its value. Psychiatrists 
and others whose work entails constant judgement of 
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the qualities of others will undoubtedly find much to 
interest thein in Dr. Cook's book, which is a great 
deal less academic than might at first appear. It is a 
pity only that he seems rather to neglect the very 
varying social contexts in which such judgements are 
ordinarily made. 

Dr. Restle's book is a different cup of tea. It deals 
wholly with the development of mathematical models 
of psychological processes—an approach which has 
gained wide currency in contemporary academic 
psychology. Although its long-term promise is open 
to doubt, in the short term at least it has brought a 
high degree of precision and sophistication into the 
treatment of a variety of problems in perception, 
discrimination and learning. But this is ‘hard 
psychology! with & vengeance and can be recom- 
mended only to those with a mathematical head on 
their shoulders and an interest in the traditional 
problems of human experimental psychology. 

O. L. ZaNGwn1. 


Fundamentals of Skill. By A. T. WELFORD. 
University Paperback. Methuen and Co. 1971. 
Pp. 426. Price £2.00. 

This paperback edition of a book first published in 
1968 should draw the attention of the wider reader- 
ship it deserves. As an extremely comprehensive 
analysis, together with attempts at synthesis, of the 
mechanisms of human performance, it continues to 
make stimulating reading. From the clinical view- 
point it provides an experimental approach to the 
study of the breakdown of skill behaviour, the 
mechanisms of social interaction, and the nature of 
individual variation, and suggests optimal strategies 
and conditions for learning or re-learning competent 
performance. It must be considered basically as a 
text for psychologists, its wide range of application 
making it essential reading for those in the clinical 
field. 

E. A. DREWE. 


MISCELLANEOUS 


The Diagnostic Interview. By [AN STEVENSON. 
Second edition. Harper and Row. 1971. Pp. 281. 
Price £2.80. 

This book has some merits, otherwise it would not, 
as the preface states, be in ‘continued demand’. 
They reveal themselves slowly. It is a long book 
seeking to cover in exhaustive detail every aspect of 
patient interviewing; but it never quite decides 
whether to confine itself to psychiatric interviewing, 
which seems to be its main concern or to cover all 
medical interviewing which seems to be its stated 
intention. 


BOOK REVIEWS 


Interviewing is an important subject much neglec- 
ted in this country and perhaps over-emphasized in 
the United States. It is best taught by example and 
live discussion, and in the end is only properly learnt 
by experience. It is difficult to understand how 
instruction in a book of this kind which proceeds in 
minute steps can avoid being repetitious and in parts 
boringly obvious. Only in the last half does the book 
become more lively where the author draws on his 
experience to provide hints for taking the history, 
helping the patient to talk freely and guiding the 
interview. 

The emphasis is on understanding the patient and 
enabling him to express his problem. The diagnostic 
interview as the term is generally accepted in this 
country is given little status, and other types of 
interview, such as the use of structured and semi- 
structured schedules are only briefly mentioned. 

It would have been much better if the author had 
not set out to write a definitive work, but had confined 
himself to a much smaller book of practical advice. 
As it stands it appears too unwieldy for the tiro, too 
obvious for the experienced. It could be helpful to 
those who are neither one nor the other, provided 
they are expert in rapid reading. 

J. R. M. COPELAND. 


The Surgical Control of Behavior. A Symposium. 
Edited by ÄrtTaur Winter. Springfield, Illinois: 
Charles C. Thomas. 1970. Pp. go. Price $8.00. 

The surgical control of behaviour is a most arrest- 
ing title, but the contents of this slim volume do not 
say a great deal about the subject. The symposium, 
which took place in April 1970, in America, is very 
much out of date compared with the 2nd International 
Conference of Psychosurgery held in Copenhagen in 
August of the same year. Dr. Osmond, who gave up 
‘active concern with lobotomies about 20 years ago’, 
in his chapter on personal recollections of lobotomy 
speculated that he had been resuscitated like Rip Van 
Winkle for the occasion. 

There is an interesting chapter on depth recording 
and stimulation studies in patients by Dr. Robert 
Heath, and there are some beautiful illustrations by 
Dr. Winter and others showing the old types of 
extensive psychosurgery, which is the subject matter 
of a good deal of this book. The world stereotaxis 
does not appear in the index and those who are 
interested in the subject will have to wait for Psycho- 
surgery (Proceedings of the Copenhagen Conference), 
published by Charles C. Thomas, for an up-to-date 
account of work in this field. 


Desmonp KELLY, 


BOOK REVIEWS 


Kybernetics of Mind and Brain. By D. STANLEY- 
Jones. Springfield, Illinois: Charles C. Thomas. 
1970. Pp. 174. Price $10.75. 

Kybernetics is the author's term for cybernetics 
without the mathematics and he presents here a 
series of essays to illustrate his approach. They 
contain some interesting ideas but there is much 
repetition. Further, although it is difficult to comment 
upon the author's discussion of physiology, which is 
well-buttressed by references, his psychology and 
psychiatry are rather unusual, for instance ‘psycho- 
neurosis, that is a latent psychosis which is masked 
and defended by a manifest neurosis’. 

On the whole the ideas are speculative and have a 
low probability for their capacity to be tested by 
experiment. It is difficult to see who will gain a 
great deal from reading this book. 

F. G. SPEAR. 
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Brain Hypoxia. Edited by J. B. BRIERLEY and B. S. 
MzLpRux. Heinemann Medical Books for 
Spastics International Medical Publications. 
1971. Pp. 310. Price £4-50. 

This volume is a transcript of the proceedings of an 
international symposium on brain hypoxia held at the 
Medical Research Council Laboratories at Carshal- 
ton in Áugust 1970. 

A regrettable aspect of the contemporary scientific 
scene is the great pressure to publish; it results in the 
proliferation of works such as this one, wherein 
results can be made public for a second (or even 
third) time without the benefit of referees. 

A multiplicity of books which contain little new, 
are not reviews, and which are not of use in the teach- 
ing of students, can only add confusion to an already 
overburdened literature. 

O. C. J. Lirrorp. 
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Books Received 


The Manufacture of Madness: A Comparative Study of 
the Inquisition and the Mental Health Movement. By 
TuoxasS.Szasz. Routledge & Kegan Paul. Price £3.50. 

The Challenge: Despair and Hope in the Conquest of 
Inner Space. Further Studies of the Psychoanalytic 
Treatment of Severely Disturbed Children. By 
Ruporr Exsrmm. Butterworth (for Brunner| Mazel). 
Price £3.50. 

Adolescent Rorschach Responses: Developmental 
Trends from 10 to 16 Years. By Loure BATES Ames, 
Ror W. Merraux and Ricuagp N. WALKER. 
(Revised edition.) Butterworth (for Brunner| Mazel). 

` Price £4.75. 

The Fragile Alliance: Àn Orientation to the Outpatient 
Psychotherapy of the Adolescent. By Jonn E. MEEKS. 
Churchill Livingstone (for Williams & Wilkins Company). 
Price £5.75. 

The Schizophrenic Syndrome: An Annual Review. 
Edited by Roperr Canaro. Butterworth (for Brunner] 
Mazel). Price £9.00. 

The Psychiatric Interview in Clinical Practice. By 
Roger A. MacKinnon and Rosert Micnzrs. 
W. B. Saunders Company. Price £5.35. 

Personality and National Character. By R. Lynn. 
Pergamon Press. Price £3.75. 

Emotional Maturity: The Development and Dynamics 
of Personality and its Disorders. By Lzon J. Saur. 
(Third edition.) Blackwell Scientific Publications. Price 
£6.25. 

Handbook of Psychiatry. Edited by Pamir SoLowoN 
and Vernon D. Paron. (Second edition.) Blackwell 
Scientific Publications. Price £3.70. 

Mental Retardation and its Social Dimensions. 
Studies of the Child Welfare League of America. 
By Marcarer ADAM. American University Publishers 
Group. Price £4.75. 

The Scope of Child Analysis. By Vicror SMIRNOFF. 
Routledge & Kegan Paul. Price £3.00. 

Education, Health and Behaviour. By MiauaEr 
Rorer, Jack Trzarp and Kincstey WHITMORE. 
Longman. Price £2.50 (cloth cover £3.50). 

Psychology in Medicine. By J. E. Orme and F. G. 
Spzar. Ballizre Tindall. Price £1.80. 

Drug Abuse and Personality in Young Offenders. 
By R. Cooxzrr. Butterworth. Price £2.50. 

Social Psychology: A Symbolic Interaction Perspective. 
By J. D. CanpwzLr. Blackwell Scientific Publications. 
Price £1.40. 

A Doctor Speaks on Sexual Expression in Marriage. 
By Donatp W. Hasrinas. (Second edition.) Churchill 
Livingstone (for Williams & Wilkins Company). Price 
£3.00. 


The Fundamentals of Sex. By Puur CauTrHERY and 

` Martin Core. W. H. Allen. Price £3.00. 

Homosexual Behaviour: Therapy and Assessment. 
By M. P. Fetpman and M. J. MAcCuLLoan. Pergamon 
Press. Price £8.00. 

Sociological Perspectives. Edited by KENNETH THOMP- 
son and JEREMY TUNSTALL. Penguin Books (in associa- 
tion with The Open University Press). Price 85p. 

Decisions, Organizations and Society. Edited by F. G. 
Casties, D. J. Murray and D. C. Porrer. Penguin 
Books (in association with The Open University 
Press). Price 67p. 

Speech and the Development of Mental Processes in 
the Child. By A. R. Luru and F. LA YupovicH. 
Penguin Books. Price 40p. 

Socialization. By Kurt Danziger. Penguin Books. Price 45p. 

The Growth of Sociability. By H. R. Schaffer. Penguin 
Books. Price 50p. 

Early Learning and Early Experience. Edited by 
W. Srvakm. Penguin Books. Price yop. 

Motivation. Edited by Darsr BrNpRA and JANE 
STEWART. (Second edition.) Penguin Books. Price 
75P- 

Small Group Psychotherapy. By MAxwELL Jones, 
Frank McPuerson, Donoruv Stock WHITAKER, 
J. D. SurmEnLAND, Henry Watron and HrriNz 
Wo rr. Penguin Books, Price 35p. 

Psychology at Work. Edited by Perser B. Warr. 
Penguin Books. Price 75p. 

Inquiring Man: The Theory of Personal Constructs. 
By D. Bannisrer and Fay FRANSELLA. Penguin Books. 
Price 50p. 

Attitudes and Behaviour. Edited by Kerry Tuomas. 
Penguin Books. Price Gop. 

Meals for the Elderly: A Report on Meals on Wheels 
and Luncheon Clubs in Two North London Boroughs, 
By B. R. Stanton. King Edward*s Hospital Fund for 
London. Price 8op. 

Volunteers in Hospitals: A Guide for Organisers. 
Edited by J&AN Frwzi, CmnvsranL Kine and Davi 
Boorzr. King Edward’s Hospital Fund for London. 
Price £1.10. 

Absconding from Approved Schools. By R. V. G. 
Cranxz and D. N. Martin (A Home Office Research 
Unit Report). H.M.S.O. Price 85p. 

Deliquency and Puberty. Examination of a Juvenile 
Delinquency Fad. By GznHARD O. W. MUELLER. 
New York University School of Law. No price stated. 


Neuroleptisch bedingte extrapyramidale Störungen. 
By Frrepricu Eckman. S. Karger. Price £2.90. 


Many of these books will be reviewed at a later date. 
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Letters for publication in the Correspondence columns should be addressed to: 
The Editor-in-Chief, British Journal of Psychiatry, Chandos House, 2 Queen Anne Street, London, W1M gLE. 


FLUPENTHIXOL IN THE TREATMENT 
OF SCHIZOPHRENIA 


DEAR Sm, 

For the last few years there has been a considerable 
increase of interest in the use of depot preparations 
of fluphenazine for the treatment of schizophrenia (1), 
and, like most clinicians (2), we have found them 
extremely effective in our own practice. The most 
troublesome side effects of these drugs are depression 
(8) and extrapyramidal symptoms (4). Flupenthixol, 
a thioxanthene analogue of fluphenazine, is how- 
ever (Fig. 1) said not to cause depression, and has 
in fact been used as an antidepressant (5). This drug 
has been in use for some time in Scandinavia (6, 7, 8) 
and elsewhere, but is new to most psychiatrists in the 
U.K. (11). We report here a six-month study of its 
decanoate as a depot treatment in a group of patients 
suffering from chronic schizophrenia. 


C= CH- CH2- CH2- N- CH;-CH;OH 


Fic. 1. 
FLUPHENTHIXOL 


Thirteen female in-patients (average aged 59 years, 
range 40—75 years) suffering from chronic schizo- 
phrenia and resistant to most existing drugs and 
active rehabilitation, were selected for treatment. 
They have been in hospital for periods ranging from 
7 to 50 years and currently required various tran- 
quillizers (in most instances, fluphenazine decanoate 
in a dosage ranging from 25 mg. once weekly to 
once every three weeks) together with orphenadrine 
citrate 50 mg. thrice daily and, in most instances, 
also oral tranquilizers on an intermittent dosage 
basis depending on their degree of psychotic disturb- 
ance from time to time. Ten of the thirteen were 
having fluphenazine decanoate 25 mg. every 2 weeks 
and two were, in addition, having Majeptil, and five 
others thioridazine orally. One patient was being 


treated with trifluoperazine only, and two others with 
haloperidol, all in fairly high dosage. 

On induction into the trial, all the patients had 
flupenthixol decanoate substituted for their fluphena- 
zine decanoate or other ‘basal’ tranquillizer at a dose 
of 20-40 mg. every 1 to 3 wecks. In seven cases 40 mg. 
every 2 weeks proved best, and six patients needed 
40 mg. weekly given in the usual way by deep i.m. 
injection. Any concurrent oral medication was left 
unaltered, as one object of the trial was to keep other 
medication, ‘milieu’ and nursing and medical atten- 
tion as constant as possible over a six-month period. 
After two weeks our routine prescription of orphena- 
drine citrate was discontinued, and five of the 
thirteen patients were able to tolerate its discontinua- 
tion without developing extrapyramidal signs. Full 
haematological and liver function tests were carried 
out on all patients before the trial and after six 
months. All results remained within normal limits. 
Patients were rated at 2, 4, 6, 8, 12, 16, 20 and 24 
weeks on a Wing Rating Scale (9) for chronic schizo- 
phrenia in the dimensions of ‘Hallucinations’, 
‘Delusions’, ‘Withdrawal’, ‘Speech Disorder’, ‘Affect’ 
and ‘Behaviour’ ; these ratings being carried out by 
doctors and with the help of nurses who knew the 
patients well and were therefore relatively sensitive 
to nuances of change for the worse or the better. 

Other than some mild extrapyramidal effects in 
three patients—akathisia in one, ‘pill rolling’ tremor 
in another and drooling in a third—easily controlled 
by our usual anti-parkinsonian drugs—no local or 
systemic side effects were found, and in particular no 
evidence of depression. On the contrary, no less than 
11 of the 13 patients reported spontaneously (and 
showed) a significant elevation of mood and were 
‘more cheerful’, ‘brighter’ and ‘more energetic’ (in 
two patients, to the extent that the drug had to be 
discontinued!). Both of these patients (one after 6, 
the other after 8 weeks) became elated, eventually 
developing hilarious overactivity and punning and 
‘clanging’ speech to an extent which amounted to a 
manic reaction; this subsided within a week or two 
of discontinuing the drug. Flupenthixol has been 
reported as an effective antidepressant (10), and our 
experience suggests it may well be one. So far as the 
drug’s antipsychotic efficacy was concerned, in even 
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AVERAGE WING RATINGS 




















(Thirteen patients) 
Weeks of treatment 
Wing scale Pre- 

trial 2 4 6 8 12 16 20 24 
Hallucinations .. 2:5 2:9 2:7 2*I I:7 1:7 2:0 I°9 2I 
Delusions 2:5 2:5 2:5 1:9 I:7 1*2 1:7 2:0 2-I 
Withdrawal . 2:5 2:2 2:2 1:8 1-7 1'7 1:7 1:7 1-8 
Speech disorder 2*5 2:5 2:5 2:2 2:5 2:2 2:0 I'9 2:1 
Affect disorder .. .. 3°9 3:9 3:9 3:1 3:3 2:09 3:0 2:9 3:2 
Behaviour disturbance.. 3:0 3:0 2:9 2:0 I'9 I*5 1:7 1*6 1*6 

Fic. 2. 

these very chronic ‘refractory’ patients the results REFERENCES 


were excellent in that 10 patients showed a clear 
clinical improvement (possibly in part from a degree 
of ‘subclinical’ depression), two as stated, became 
manic and only one patient's rather tense and 
hypochondriacal behaviour did not improve. 

Although this was by way of a pilot study and 
therefore uncontrolled, it would have been impractic- 
able and unjustifiable in our view to use placebo in 
these patients. Seen in conjunction with the results 
reported by other workers (6) we believe ours to be 
clinically realistic. Fig. 2 summarizes our Wing 
ratings of the patients before and during the trial. 

Schizophrenic patients are, of course, highly re- 
sponsive to changes in their environment (9), but we 
doubt whether an air of expectancy alone would 
explain our results; indeed, our initial attitude was, 
if anything, one of scepticism. We feel that flupen- 
thixol decanoate is a promising and interesting drug 
which, rather to our surprise, improved a group of 
our most chronic schizophrenics to a degree much 
beyond what we had been able to achieve with what 
we considered to be fairly sophisticated chemotherapy 
with other drugs, and we believe it may become not 
only a valuable therapy for patients suffering from 
schizophrenia but perhaps even the first depot anti- 
depressant. Further trials in both schizophrenia and 
depression seem indicated. 


PETER HALL. 
JEAN COLEMAN. 
Powick Hospital, 
Powick, 
nr. Worcester. 
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II. 


DEPERSONALIZATION 
Dear Sm, 

Much of the research carried out on depersonaliza- 
tion has involved assessments of its incidence in a 
variety of psychiatric and non-psychiatric popula- 
tions. Authors have not always made it clear that 
there are a number of factors that may affect such 
estimations. These include: the definition of de- 
personalization accepted for the study, the method of 
eliciting the phenomenon, the skill of the interviewer, 
the validity and reliability of the method adopted, the 
co-operation and suggestibility of the subject, and the 
influence of direct questioning, suggestion and 
contagion. 

Not one of the definitions recorded in the literature 
is entirely satisfactory; some just comprise a list of 
symptoms described by depersonalized subjects. 
With a phenomenon so difficult to delineate this is 
perhaps not surprising, and Lewis (3) pointed out 
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that 'it is difficult to decide how much objective 
reality there is in the word or how much metaphor’. 
Ackner (1) emphasized that insistence on the pheno- 
menon being strictly formulated in a certain way 
violates the facts and produces.an ‘arbitrary termi- 
nological frontier’. 

The method of eliciting depersonalization is of 
considerable importance. Those psychiatrists who 
take an interest in it frequently find it, while others 
claim that they run across it less frequently. This is 
not just a reflection of the skill of the interviewer, but 
is dependent on the type of questions and the manner 
in which they are asked. The less structured the 
interview, the more likely it is that there will be 
inconsistencies in the frequency with which de- 
personalization is recognized. This produces a 
dilemma for the investigator, because only a rigidly 
structured questionnaire can have a significant 
degree of inter-rater reliability, while on the other 
hand the incorporation of non-directive probes may 
be necessary to increase its value as an instrument for 
recognizing depersonalization. 

Some patients are fearful of ‘going mad’, and feel- 
ings of unreality may be subjectively interpreted as 
signifying impending insanity. Questioning about 
feelings of unreality by a psychiatrist seeing the 
patient for research purposes only can therefore lead 
to unfounded fears and in some instances to denial of 
alien experiences. Some patients are more likely to 
relate their experiences to one with whom they have 
established good rapport, rather than to the researcher 
taking an isolated interest in depersonalization and 
not in the patient as a whole. This is less likely to be 
the case when dealing with a population of normal 
subjects, especially if they are associated with the 
practice of psychiatry on research and if they have 
agreed to participate in the study. This could possibly 
be one of the factors accounting for the higher 
incidence of depersonalization found in normal 
subjects (5) than in schizophrenic patients (6). 

Although a sizable literature has accumulated on 
depersonalization, little mention has been made of 
the influence of direct questioning, suggestion and 
contagion. This is surprising, because there is the 
occasional psychiatrist who regards depersonalization 
as little more than an iatrogenic phenomenon 
induced by over-enthusiastic questioning. Although 
this is possibly true for a very small proportion 
of cases, the weight of evidence in the literature, 
as well as our own clinical experience, suggests that 
direct questioning does little more than assist the 
patient to verbalize his depersonalization experiences 
in terms with which we are familiar. Ackner (1) has 
pointed out that 5. . . one has the impression that 
the more medical contact the patient has had, the 
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more likely he is to formulate his complaints in 
terms of unreality, and quoted a case in which 
depersonalization was described without use of the 
term ‘unreality’, until further questioning. He also 
stated that, just as hysterical paralyses abound when 
their value as demonstration cases is high, so hysterical 
‘emotional paralysis’, when presented in terms of 
depersonalization, often leads to contagion (2). 
Roberts (4) also wondered if suggestion was one of 
the responsible factors for the high incidence of 
depersonalization found in his study of students. 

In an attempt to assess the influence of suggestion 
and direct questioning on depersonalization, we 
designed a structured questionnaire with the ques- 
tions arranged in an ascending order of suggestibility. 
Section A of this questionnaire consisted of general 
questions in which suggestion could not be said to 
play a part. Section B repetitively sought evidence of 
a ‘change’, a ‘difference’ or an ‘alteration’ in the 
experience of either the self or the environment. 
Section C asked directly about such feelings as ‘un- 
reality’, and Section D attempted to elicit whether or 
not the patient had been ‘contaminated’ by such 
questioning or by contact with depersonalized 
subjects in the past. 

The questionnaire was administered to 100 newly 
admitted patients under our care at Bergen Pines 
County Hospital, Paramus, New Jersey, U.S.A. 
Each of us presented the questionnaire to 50 of our 
own patients, while the other readministered it 24 
to 36 hours later, without being aware of the first 
observer’s findings. The questionnaire was not 
administered to patients whose attention, concentra- 
tion and grasp were so impaired, as a result of either 
psychotic experiences or of intellectual deterioration, 
that they were unable to comprehend the questions; 
nor to patients with formal thought disorder of such 
severity that it was impossible to determine from 
their replies whether or not they were experiencing 
depersonalization. 

Of the 100 patients tested, 24 were found by one 
or the other of us to have experiences fulfilling our 
definition of depersonalization as part of the symp- 
tomatology of their present illness, and 8 others had 
experienced depersonalization in the past. The distri- 
bution of the results between the different sections of 
the questionnaire and between the interviewers was 
complicated, but it was clear that as one ascended 
the hierarchy of questions a greater number of 
positive responses were elicited, and that with certain 
patients the second observer tended to obtain re- 
sponses at an earlier stage of questioning than did the 
first observer. These trends did not, however, reach 
statistical significance. 

Although we could not be sure that direct question- 
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ing had not induced depersonalization in certain 
patients, we felt that the questions simply assisted the 
patients to verbalize experiences which they had 
formerly-found difficult to put into words. We veered 
towards this view because of a note of authenticity 
which the methodology of our experiment could not 
measure. This note was more than just an impression 
or "intuition and was clearly confirmed by some 
patients who gave negative replies to Section A and 
B questions but when asked, for example, ‘Have you 
ever felt unreal?’, not only replied, ‘Yes’, but went 
on to describe several classical features of depersonali- 
zation in a detail which the word ‘unreal’ itself could 
not possibly have suggested. 

Of course, repeating a set of suggestible questions 
once only may not have been sufficient to induce 
depersonalization. It is possible that if they had been 
repeated a greater number of times suggestion might 
have been shown to be a more potent factor. How- 
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ever, it was not thought justifiable to burden acutely 
ill patients with repetitive questions of this kind. 

J. Guy Epwarps. 
Knowle Hospital, Fareham, Hampshire. 

J. W. S. Anaus. 
Lethbridge, Alberta, Canada. 
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There will be sessions on the theoretical aspects, the clinical aspects and the 
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you cannot ignore these two important facts 


1. Nearly half of all suicides have an affective disorder 
of the manic-depressive type.! 


2. PRIADEL is reported to prevent relapse in 86 per cent of both 
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-the underlying disorder in nearly half of all suicides., 
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Masked Depressions 


The Forty-fifth Maudsley Lecture, delivered before the 
Royal Medico-Psychological Association, 20 November 1970 


By J. J. LOPEZ IBOR 


When I received the invitation to deliver this 
year’s Maudsley Lecture, I felt that a great 
honour had been conferred upon me. The series 
of the Maudsley Lectures provide a succession of 
pictures and a measure of the level attained by 
psychiatry, not only in Great Britain but 
throughout the world in recent times. Maudsley 
himself was a great master in the realm of 
clinical psychiatry. In these days psychiatry is 
menaced by many diverse and varied interpreta- 
tions that tend towards bringing about its 
disintegration. Reading Maudsley’s Pathology 
of Mind, and reading these lectures that have 
been given under his name since their founda- 
tion, constitutes an invaluable lesson that 
enables present-day psychiatrists to understand 
what their real situation is, and what is the field 
of action that is open to them as scientists in 
contemporary society. 

The subject that I have chosen for my lecture 
today is that of masked depressions. Manifest 
depression is a phenomenon that today is very 
easy to recognize, but clinical experience shows 
that, side by side with this fundamental nucleus 
of depressions, there exist others in which the 
typical symptoms do not appear but which 
manifest themselves by means of other sympto- 
matological equivalents. I believe that the 
situation of the problem will become clearer if 
I briefly recall -the following typical clinical 
case. 

Antonia L. is a woman aged 30, who was 
admitted one day in March 1968 to the Madrid 
University Hospital, in a state of coma as the 
result of having tried to hang herself. From 
the Intensive Care Unit she was transferred to 
the Psychiatric Service. With the aid of herfamily 
and the social workers it proved possible to 
reconstruct her history. In brief, this was as 


245 


1 


follows: there were no previous illnesses, she 
was married and had no problems of a matri- 
monial, sex, economic or other nature. She had 
a son 7 years of age, and her husband was a 
skilled worker. No other significant events or 
special peculiarities in her previous personality 
were discovered. All that the patient said was 
that she had been suffering from some ‘strange’ 
headaches, which had begun some months 
previously, and which she had treated with the 
usual analgesics. One day, apparently just like 
any other day, when she returned home from 
taking her son to school and buying the day’s 
provisions, she told her mother, who happened 
to be in the house, that she was going to the 
bathroom to wash her hair. Her mother heard 
the water running for a short time; after a few 
minutes of silence she heard a strange noise— 
a bathroom stool that had fallen over. She ran 
to the bathroom door to see what was happening, 
and was horrified to discover that her daughter 
had hanged herself, using a nylon clothes-line. 

When she was admitted to the psychiatric 
clinic, after the four days that she had spent in 
the Intensive Care Unit, we quickly appreciated 
the fact that she was depressed and that the 
attempt at suicide was the consequence of her 
depression, which until then had not been 
apparent to the members of her family, to her 
family doctor or even to the neurologist who had 
examined her. Frequent headaches were the 
only disturbance that the patient had been 
complaining about for some months past. There 
is no better name for this case than that of 
masked depression. 

It is estimated that approximately only one 
out of every four or five cases of depression 
consults a psychiatrist. In a large general 
hospital, where I have the opportunity of work- 
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ing, in à single year there were 7 suicides in the 
non-psychiatric services, while in the latter 
there.were only two ‘attempted’ suicides. Thus, 
if we add to the previous figure that of the 
masked depressions, the number of patients who 
pertain to the depressive circle is much greater 
than that which emerges from the existing 
epidemiological studies. 

Some authors have spoken of depressions with- 
out depréssion— depressio sine depressione’ ; again, 
for the last twenty years in various publications 
I have called attention to the thymopathic equiva- 

. lents, in- which, wrapped in different symptoma- 
tological disguises, there is always found a 
depressive or anxiety-ridden state of the mood. 
The notion of the ‘equivalent’ goes back a long 
way. Billod (1850) introduced it in relation to 
epilepsy. 

Depressions are very often masked during 
adolescence. In inany cases of agitated adole- 
scents with behaviour disturbances there is 
found a succession of depressive or cyclothymic 
phases (Monro, 1968). These phases hamper the 
maturation of the personality. If it is borne in 
mind that adolescence is very often an essentially 
tumultuous and even metaphysical phase, it is 
not at all surprising that such depressive 
phases are taken to be reactive, when essentially 
they are endogenous. Basing myself on my own 
clinical and therapeutic experience, I would 
go so far as to express the opinion that such 
depressive states are, in many cases, analogous 
to what Spitz (1967) has termed ‘anaclitic 
depression’, or that they have their origin in 
psychosomatic disturbances in early childhood 
and are of an endogenous nature. 

In the present-day literature a great deal of 
discussion is devoted to the differential diagnosis 
between reactive or endogenous depressions, 
with all their intermediate degrees, such as 
provoked depressions, endoreactive dysthymias, 
etc.; but this is not the question that I wish to 
discuss in my lecture today. 

The masked depressions and the depressive 
equivalents to which I refer pertain to the 
circle of the endogenous depression. Endo- 
genous depression is not a deeper or more 
complicated reactive depression, but is another 
way of experiencing the mood-state that 
fundamentally is constituted by sadness; but 
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together with this sadness there also exists a 
general decline of what are called vital feelings, 
that is to say the manner in which the Ego is 
aware of the state of its corporality. These vital 
feelings are distinguished by a quality that 
differentiates them from reactive or directed 
feelings, that is to say those which produce any 
event in the external environment that leads to 
sadness. Sometimes the difference is very clear 
for certain patients; at other times only clinical 
experience is capable of appreciating the quali- 
tative differences between the two classes of 
feelings. If we adopt the non-Cartesian tradition, 
we can say that between the purely noetic and 
the purely somatic strata of the human person 
there exists an intermediate stratum which we 
can describe as thymopathic or endothymic. 
From this it follows that these feelings can be 
denominated endothymic. It is not only a question 
of sadness but of anxiety, of inhibition and of 
other states of mood which the patient himself 
sometimes finds it difficult to define, but which 
have this general characteristic (preoccupation, 
tedium, emptiness, despair, etc.). 

The existence of physical symptoms during 
depressions has been frequently recognized. 
Cleghorn and Curtis (1959) have published a 
very interesting paper on this subject. The 
patients are sent in the first place to the general 
physician or to a surgical clinic, and finally it is 
seen that their disturbances cannot be under- 
stood as purely somatic illnesses. The presence 
of physical symptoms is more evident in those 
depressive patients who are initially sent to a 
doctor or surgeon than in the other patients 
who themselves have decided to go direct to a 
psychiatrist. Such symptoms include the follow- 
ing: nauseas, cephalalgias, wandering pains in 
different parts of the body, oppression, and 
always in the background a lack of appetite; at 
times there is even a slight feeling of being 
depressed, but very often the majority of these 
patients do not speak about this sensation of 
depression unless they are questioned in detail 
about it. This demonstrates the need for extend- 
ing the channels of communication between the 
general physician and the psychiatrist, and also 
for basic communication between patient and 
doctor, not, as sometimes happens, limited to 
various analyses and explorations without the 
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doctor having previously listened to the patient’s 
manner of describing his symptoms. 

In speaking of affective equivalents or of 
masked depressions I refer especially to those 
patients in whom the presence of the depression 
is not at all clear even to themselves. Some- 
times we are surprised at the energy with which 
they deny the feeling of being sad or of suffering 
from anxiety or any other of the symptoms that 
pertain to the category of the thymopathic. The 
fact is that basically it is a question of the greater 
or lesser perceptive capacity that they have with 
regard to the state of their corporality. Here, the 
difference between some patients and others is 
enormous. 

Neurologists are very well acquainted with 
the problem of anosognosia, and, just as this 
exists for certain neurological disturbances of 
organic character of what they call the corporal 
schema, there exists in these other patients a 
kind of anosognosia of their deep-down mood 
state with respect to the perception of the state 
of their corporality. 

When it comes to interpreting the physiology 
of the affects and of the emotions, a fundamental 
physiological principle that Albert Haller (1754) 
discovered many years ago is frequently for- 
gotten. This principle is concerned with the 
difference between nervous excitability and 
nervous irritability. Excitability is triggered off 
by external stimuli; irritability is something 
specific; it is that which determines that the 
response to tbe stimulus is not automatic, but 
contains something proper to the organism. 
By transferring this schema to the physiology 
of the emotions we shall thus come to under- 
stand how there can exist states of depression 
and anxiety determined by frustrations or 
wants existing in the external environment, and 
how there can exist analogous states of endo- 
thymic character. 

There is in the psychiatry of all countries 
a common basis. The psychic changes that occur 
because of somatic changes do not come under 
discussion, but in what are termed endogenous 
or cryptogenic psychoses, however you may wish 
to describe them, the differences between the 
diagnostic and genetic criteria become more 
widely separated. Treatments with convulsants 
and insulin have led to the hypothesis of the 
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presence of an unknown and unidentified 
somatosis (K. Schneider, 1960). Advances in the 
field of pharmacology have proved to he-decisive 
in favour of this hypothesis. Before the Second 
World War a multitude of works on heredity 
were published. In subsequent years the number 
of such publications decreased enormously as : 
a consequence of Hitlerism. The whole situation 
changed little by little, and now there are-many 
publications on thesubject. Also the biochemistry 
of endogenous psychoses has made some progress. 
On the other hand, psychotherapy has aban- 
doned its utopian aims, and social psychiatry is 
coming to occupy a more important place. The: 
situation of a psychiatrist at the present time can 
prove to be more prudent the more eclectic it 
is. There are many who desire to overcome a 
desolating dichotomy. The efforts to find new 
techniques of research, diagnostic nominalism, 
socialization of psychiatry and, last but not least, 
the overload of administrative tasks are engend- 
ering a dangerous fact: that of the diminished 
attention that is devoted to the clinical side. I 
can quote a significant example: the World 
Psychiatric Association has created numerous 
Sections, from that concerned with the psychiatry 
of adolescence to that dealing with the higher 
activity of the nervous system; but as yet no 
Section has been specifically created to deal 
with clinical psychiatry. It is my hope that it 
will soon realize that this is a key subject for the 
future of psychiatry, because at the centre of it is 
the patient in all his complex singularity. 

I should now like to present, in general terms, 
the most frequent types of these masked de- 
pressions or depressive equivalents. The funda- 
mental groups that we have been able to esta- 
blish are the following: 

I. Pains and paraesthesias; 
II. Agoraphobic or thymopathic vertigo; 
III. Psychosomatic disturbances; 

IV. Anorexia and hysteria. 

In these four groups we can classify the 
depressive or thymopathic equivalents, such as 1 
described them for the first time in my book 
La Angustia Vital (Vital Anxiety) (1950), and 
which were subsequently included in another 
book of mine Las Neurosis como Enfermedades del 
Animo (Neuroses as Diseases of Mood) (1960). In 
the doctoral thesis of López-Ibor Alifio (1970. 
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an analysis is given of such cases catamnestically 
and from a statistical point of view. A. F. da 
Fonseca (1959) has concerned himself in great 
detail and very fruitfully with the depressive 
equivalents, taking his clinical material from the 
Bethlem Royal and Maudsley Hospitals through 
* the Génetics Unit of the Institute of Psychiatry 
of the University of London. The investigation 
of 60 patients affected by these symptoms, twins 
of the same sex who had reached the adult age, 
incline him to support the thesis of Slater (1936, 
1938) concerning the existence of a genetic unit 
in the affective disturbances, although naturally 
the’ dominant gene is characterized by its 
incomplete: penetrance and in many cases does 
not signify more than a predisposition to affective 
disorders without being the unique and complete 
cause responsible for them. Referring to our 
previous works on the subject, he groups as 
depressive equivalents a certain number of 
disturbances of a more or less cyclic nature: 


(A) Rheumatoid and neuralgic attacks, and 
periods of lumbago which appeared 
periodically in 5:5 per cent of the twins 
constituting the sample, fathers and 
brothers. 


(B) Attacks of asthma in 3 per cent of the 
cases. 

(C) Attacks that appear to be peptic ulcers 
with severe gastric symptoms and with 
improvements and relapses in 3:5 per 
cent of the cases. 

(D) Attacks of eczema, erythema, psoriasis, 
neurodermatitis, dermatosis, of recurrent 
nature, in 3 per cent of the cases. 


Naturally, these data do not mean than these 
diseases do not exist on another basis, but when 
a relationship is established between these 
studies of inheritance of the depressive equiva- 
lents and the evolution and displacement of the 
syndromes throughout life, one increasingly 
acquires the conviction of the relationship that 
exists between them, a conviction which is also 
confirmed by therapeutic successes in these cases. 


Group I 
With regard to the definition of pain, there is 
no unanimity among the many authors who 
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have concerned themselves with this subject. 
For example, in the 39th Maudsley Lecture, 
Stengel (1965) defined pain accepting the 
terms of Merskey (1965): pain is an unpleasant 
experience that we generally associate primarily 
with a physical lesion or describe as the sequel 
to or in terms of this same organic lesion. 
Slater (1966) refuted this definition, basing 
himself on what Wolff and Wolf (1968) had 
done, referring it to a sensorial experience 
transmitted by specific nervous structures dis- 
tinct from those of touch, heat, temperature, etc. 

In brief, there is a tendency today to consider 
different sensations, such as those of pain, 
touch, heat and cold, as a total somataesthetie 
experience that makes use of different informa- 
tion channels. Pain is nothing other than the 
unpleasant aspect of this somataesthetic ex- 
perience. 

But our difficulties increase if we refer to 
clinical experiments such as those of Beecher 
(1948) who, during the Second World War and 
subsequently, calmed very intense pains pro- 
duced by serious traumas by means of the intra- 
venous injection of pentothal sodium. And the 
fact is that in those pains anxiety constituted 
their overwhelming and decisive component. 

Again, we scarcely need to stress that pain 
does not always play a prophylactic role, since 
there are illnesses that consist of pain alone. 
Patients, even when they are uneducated and 
find it difficult to express themselves, make a 
distinction between this type of internal pain 
not connected to any lesion and the pain 
emanating from an external agency. To describe 
what they are experiencing they make use of 
singular expressions such as that of ‘slow pain’. 
In other cases the patient may say, ‘I have a 
terrible pain in the nape of the neck.’ ‘What is 
the pain like?’ we ask him. ‘I don’t know, it's a 
pain that is not like other pains; it is a strange 
sensation that originates here and spreads 
through the whole of my head as though it were 
going to stupefy me or to make me faint.’ 

Side by side with pain we can locate, there is 
this expressive ambiguity, the paraesthesias. 
Thereis a certain type of paraesthesia well known 
to classicneurology, and on which I donot propose 
to dwell. What is of interest in my context is 
another type of paraesthesias, such as those 
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referred to by some of the following patients. 

From the point of view of the psychopathology 
of pain, the error that, in my opinion, exists is 
that of considering as psychogenic any pain that 
does not have an organic explanation. In the 
classification of Allan Walters (1967) a distinc- 
tion is drawn between the psychogenic increase 
of physical pain, psychogenic muscular pain, 
pain as the emotional expression of fear, and 
even the pain of a somatic hallucination in 
a psychosis; but the fact to be stressed, as I see it, 
is that pain which is not physically caused 
cannot be explained in very many cases by the 
concept of ‘conversion reaction’, and still less 
can it be considered as being hysterical. 

Among the psychoanalysts, Rangell (1953) 
supports this limitation of the field of psycho- 
genic pain. In reality, pain is not a sensation, but, 
as Stumpf (1928) has said, a *Gefühlsempfind- 
ung’, which we may translate into English by 
the term ‘feeling-sensation’. What is certain is 
that some elementary sensations, including 
pains produced by physical causes, are always 
accompanied by an enhanced state of malaise. 
Scheler (1912) included this fact in his ‘stratifica- 
tion of the emotional life’, making a distinction 
between somatic, vital and psychoreactive 
feelings (leaving apart those which he called 
metaphysical feelings); that is to say, following 
Pascal, he affirmed the existence of a ‘logic of 
the heart’, based on reasons of which the intellect 
is unaware. 

Pain, considered as a depressive equivalent, is 
very frequently accompanied by paraesthesia 
and profound anxiety. The distinction between 
pain and anxiety is very difficult to establish in 
some cases.* The most frequent localization of 
these thymopathic pains is as follows: headaches 
of diffuse character, but which very often have 
a tendency to spread towards the nape of the 
neck, then producing a sensation which few 
patients can manage to describe and which, 
definitely, is as if they were about to faint. 
With the same character there appear scapul- 
algias, lumbalgias and, at times, pains that 
suggest sciatica or something else, apart from the 
precordial pains that give rise to the problem 


* The French speak of ‘psychic pain’ and ‘moral pain’ 
(sadness, anxiety). 
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of their differential diagnosis with respect to 
coronary affections. 

For a long time past there has been much in 
vogue the diagnosis of headache due to muscular 
tension, although at the present time many of 
the former diagnoses of this type have been 
replaced by that of psychogenic cephalalgias. It 
is thought that anxiety and emotional tension are 
the causes of this type of headache, although at 
the same time other authors have invoked 
muscular tension as a cause. This form: of head- 
ache is frequently described as a sensation in'the 
posterior cervical muscles that subsequently 
becomes extended as though it coyered the 
rest of the head. There appear paraesthesias, 
sensations of prickling or of burning in different 
regions, but especially in some regions such as 
the occipital, so that frequently this type of 
headache has been related to occipital neuritis. 
What is curious is that the syndrome begins, as 
do depressions, with a circadian cycle. When 
these patients are questioned in detail, replies 
are obtained which are very similar to those of 
patients suffering from typical thymopathic 
headache. It is a special tension which they 
feel has different varieties, all of which are 
only ways of expressing the manner in which, at 
a given moment, a profound experience of 
thymopathic, vital or endothymic character 
that has been lived through reaches the 
consciousness. 

At the Second International Neurological 
Congress held in London, Wartemberg (1932) 
gave a very detailed description of ‘brachialgia 
statica paraesthetica’ as a form of acroparaes- 
thesia. This description was mainly concerned 
with adult patients whose average age was 43. 
This disease is more frequent in women and in 
certain professions. With regard to the symp- 
toms, brachialgia coincides with the acro- 
paraesthesias in the existence of this-form of 
dysaesthesias, without any positive finding 
coming to light in the course of exploration. 

What is curious about brachialgia is that it 
presents itself during the night, and conse- 
quently is observed on awakening (‘waking 
numbness’); the patient is unable to refer the 
symptoms to anything definite, but the pain and 
the paraesthesias present themselves in oscillating 
form for some weeks on awakening, and subse- 
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quently there are many nights that are not 
followed by these sensations. As a general rule 
the paraesthesias begin in the hand, especially 
on the left side and in the fourth and fifth 
fingers, and are subsequently accompanied by 
discomfort, and particularly by a kind of dull 
pain in the rest of the arm as far as the deltoid 
muscles. Sometimes it is only the pain that 
appears, without the paraesthesias. Although 
the Jatter appear to become extended into the 
territory of root C8, sometimes as far as C5, 
nevertheless no fixed limit for them can be 
'estáblished. On some nights the sensations are 
so strong that they cause the patient to wake up. 
The most noteworthy feature of these paraes- 
thesias is the variability of the picture, which is 
at times confused with the syndrome of the 
‘painful shoulder. They do not generally 
appear during siesta, and they often completely 
. disappear when the patient begins to move his 
limb, as though it were the immobility during 
sleep which caused them. It has sometimes been 
considered that they are due to compression in 
the position of sleep, while at other times they 
have been attributed to a brachial neuritis 
due to some local infection, or to a rheumatic 
neuritis. Some authors have spoken of angio- 
spastic neuritis, but, as we have previously said, 
the pains are rather slow, there are no acute 
pains, there is no hypersensitivity when the 
nerves are subject to pressure or when they are 
stretched, there is no cutaneous hyperaesthesia 
not hypoaesthesia, etc. Explorations of the 
cervical column often show quite normal 
results, or if anomalies present themselves they 
cannot be considered as aetiological, because the 
paraesthesias disappear indefinitely if they are 
properly treated, while the anomalies in question 
continue to exist. Consideration has also been 
given as an aetiological factor to the presence of 
anomalies in the cervical rib. The similarity of 
the picture with that of ‘paraesthetic meralgia’ 
and with the 'acroparaesthesias' is evident. 
Although Déjerine (1916) said that the formi- 
cation of which the patients complain seems to 
be analogous to that which is produced when a 
nerve is compressed, what is certain is that the 
difference between both dysaesthesias is quite 
clear to a good observer. What is curious is that 
in his first work on the subject Wartemberg 
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(1932) favoured the aetiological hypothesis of 
the posture during sleep as the cause, and that 
in the book that he has written on neuritis and 
neuralgias (1958), in order to explain their 
erratic and irregular character and the lack of 
correspondence with the data known concerning 
peripheral innervation, he establishes an entity 
that has no anatomico-pathological or clinical 
basis, constituted by a kind ef errant or migratory 
neuritis. 

Wartemberg (1932) has also described as a 
mononeuropathy the cheiralgia paraesthetica which 
also pertains to this group of pains, and which, 
like the others, is accompanied by paraesthesias, 
and dysaesthesias, and on the other hand, 
objective alterations in the sensorial field are 
scarcely found. It affects territories that corre- 
spond to the innervation of the radial. He also 
described digitalia paraesthetica and gony- 
algia paraesthetica (1954). Fernandes (1957) has 
described a glossodynia thymopathica. 

To these paraesthesias there must be related 
the 'acroparaesthesias described by Schultze 
(1892), and the ‘meralgia paraesthetica’ 
generally attributed to a lesion of the external 
femoral nerves, to which Roth (1895) devoted 
a study. The disturbance consists of unpleasant 
dysaesthesias which present themselves above 
all in the hands, and more rarely in other parts 
of the body. They do not coincide in their 
distribution with the radicular or peripheral 
dermatomes; as a general rule they manifest 
themselves in the form of gloves on the hands, 
sometimes in the form of acroparaesthetic 
fingerstalls, while at other times they appear to 
be limited, without exactly coinciding with this 
topography, to the cubital zone of the hand; in 
the feet they present themselves in the form of a 
‘sock’ and they also appear around the mouth, 
on the ears or on the cheek. 

Very curious is the existence of paraesthesias 
of this type in the teeth, where they are generally 
extraordinarily pertinacious. 

When we read the different authors, we see 
that it is necessary to distinguish two types of 
acroparaesthesias, one being those of Schultze 
(1892) and those of Bernhardt (1895) in which 
there are no neurological changes and the 
exploration of sensitivity always gives normal 
results, even when the most detailed methods 
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possible are employed; the same is the case with 
regard to the exploration of the vegetative 
functions, such as that of sweating. On the 
other hand, in the old descriptions of Déjerine 
(1904) we find the datum that acroparaesthesia 
is accompanied by objective disturbances of 
sensitivity, although Cassirer (1906) considered 
that in these cases it was not a question of pure 
forms of acroparaesthesias. In neuralgias, as is 
natural, the possible presence of an organic 
cause of these disturbances must always be 
eliminated by means of the appropriate explora- 
tions. Some authors tend to attribute brachial 
acroparaesthesias to disturbances of the sympa- 
thetic cervical system or to changes in the 
cervical column itself; but in the same publica- 
tions of these authors it may be seen that the 
therapy employed in relation to this assumed 
pathogenesis fails to produce an effect. Van 
Bogaert, Tombeur and de Wandels (1946) 
published a study giving details of treatment by 
means of anaesthesia of the stellate ganglion, 
which, however, did not produce any result. 

One of my recent women patients had a 
paraesthetic meralgia that on some days mani- 
fested itself in the right thigh and on other days 
in the left thigh; at night the picture was 
combined with the phenomenon of ‘leg jitters’. 
This’ patient was submitted to all kinds of 
examinations, having in mind the possibility, 
in view of her age, of a cancerous affection of 
the spinal column. She did not feel depressed, 
but suffered from a strange malaise which she 
was unable to attribute to anything specific, 
and which lasted for the whole day and had a 
circadian rhythm. Again, the reconstruction of 
her history made it possible to discover that she 
had suffered from a depression some years 
previously and that, on being given anti- 
depressive treatment, at the end of a week 
she had got up, after having remained in bed 
for the previous three months. Naturally we 
cannot discard the possibility that specific 
affections exist in the nerves cited, which require 
the appropriate treatment, but it must also be 
stated that the great majority of cases are pre- 
sented in patients in a state of sub-depression or 
of marked depression, since all their attention is 
concentrated on these disturbances. 

In all these cases our attention is called to the 
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difficulty, in these algias, of finding the famous 
points of Valleix which were of such importance 
in the classical clinical examination; this fact 
does not stand alone, but in paraesthetic 
meralgia the exploration of sensitivity does not 
show objective findings; again, if the doctor sets 
out to do so, he can produce in some patients 
zones of anaesthesia of suggestive character, and 
if explorations are carried out on different days 
or at different moments of one and the same 
day, the limits of the zone are also different. 
A clinical fact worthy of note is that the patient 
is capable of marking with the tip of his finger’ 
the zone of paraesthesia, and that, on -the 
contrary, if it is the doctor who tries to locate 
this zone with any of the normal clinical pro- 
cedures employed in the exploration of sensi- 
tivity, he finds himself faced with a series of 
phantasmal variations. The patient ends by 
explaining that it is not an external sensation, 
but that it is something internal, difficult to 
locate, difficult to describe, but extraordinarily 
tormenting. 

Akathisia today constitutes a clinical picture 
much better known that when it was described 
for the first time by Haskovet (1901, 1904), due 
to the presence of states of akathisia in the treat- 
ment of psychoses by means of psychotropic 
drugs. Haskovet described it as belonging to the 
clinical picture of hysteria, and it was Bing 
(1923) and Wilson (1925) who subsequently 
found it in some cases of post-encephalitic 
parkinsonism. But akathisia appears in some 
patients without being directly connected with 
any organic lesion, but only with a sub-stratum 
of depression and anxiety as occurs in the other 
depressive equivalents. The patient manifests 
only this motor restlessness without having a 
clear perception of his internal state of anxiety 
and of depression. At other times, on the 
contrary, when the patients are questioned 
about the state of their mood they reply by 
describing it as one of anxiety and sub- 
depression. 

Closely connected with akathisia is another 
phenomenon which Brissaud (1902) described as 
‘muscular impatience’. Subsequently this pheno- 
menon has been given various names, such as 
that of funruhige Beine! in German, and that of 
‘restless legs’ in English (Ekbom, 1945, 1950). 
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This is a special dysaesthetic sensation that 
presents itself at night when the patient is 
Preparing for sleep. The dysaesthesia or paraes- 
thesia is so intense that it often compels the 
patient to get up and walk until after a certain 
time it spontaneously begins to diminish, and 
then the patient can go to sleep. 

- This clinical picture was described as far 
back as 1695 by Thomas Willis under the name 
of 'anxietas tibiarum’. This restlessness sometimes 
also presents itself in the upper limbs, as in some 
‘cases recorded in our statistics. Allison (1943) 
gave a detailed description of these disturbances 
under the name of ‘leg-jitters’, Ekbom (1945, 
^ 1950), who has devoted an interesting mono- 

' graph to this subject, distinguishes two forms: 
one called ‘asthsnia crurum paraesthetica’, charac- 
terized by paraesthesias in the form of formica- 
tion and especially with a sensation as though 
worms were moving within the body, and 
another clinical form that he calls ‘asthenia 
crurum dolorosa’, in which, together with the 
paraesthesias, pain exists. These paraesthesias 
are generally limited to the leg and rarely invade 
the posterior part of the foot or the thigh. They 
are deeply localized. Very often the patient does 
not know how to define this vague localization 
and refers it to the bones or the deep muscles; 
it always produces an irresistible need to move 
the lower limbs (or the upper limbs, when it is 
located in this region). 

The pathogenesis of this disturbance has 
always been considered to be very obscure. 
Ekbom stresses the frequency of the disease in 
pregnant women and the important role played 
by heredity. In all these cases, the most detailed 
neurological exploration, including radiograms 
of the spinal column, myelogram and analysis 
of the cerebrospinal fluid are completely 
negative; for this reason Ekbom suggests the 
possibility of the intervention of a vasomotor 
factor, and other authors attribute it to an iron 
deficiency or refer to the possibility of an 
increase of serum cholinesterase. 

The very meticulous classical descriptions of 
all these cases often call attention to the pre- 
sence of certain alterations of the personality 
which, as I have said, are included in neuras- 
thenia or in hysteria. In the cases that have 
come within my experience, my attention has 
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been always attracted by the following data: 

(1) The absence of any organic lesion to 
which the presence of these phenomena may be 
attributed (it should be borne in mind that 
many of these patients have been under observa- 
tion for years). f 

(2) The phasic course that they often show, 
although in some cases the phases are not clearly 
separated; there are oscillations which dis- 
appear and reappear after a temporary silence, 
and they generally last longer than the average 
duration of the depressive phases in 27 per cent 
of my cases, while in the remainder the duration 
is shorter. 

(3) The existence of a basic sub-depressive 
state, with all the characteristics of a vital or 
endothymic sub-depression, and not of reactive 
character; not even situations of stress or fatigue 
produce it; but on the contrary it is these same 
paraesthesias which produce situations that are 
so unbearable that they lead some patients to 
give up their normal working activity, as in the 
case of a patient who recently consulted me who 
has resigned from an excellent position in the 
Civil Service because of not being able to bear 
his dental paraesthesia. 

(4) When we follow up the history of patients 
who come to consult us for the first time, for 
example after 50 years of age, we see that, they 
have previously had minor depressions or 
depressive equivalents of another nature, and 
on subsequently observing them this same fact 
is confirmed. 

(5) Both neuralgias and thymopathic pains 
and this group of paraesthesias do not respond 
to the customary treatments for pains or for 
paraesthesias. Many of such cases are treated by 
general physicians or by other specialists with 
antalgics, on some occasions with general 
hygienic measures and on others with minor 
neurosurgical operations. For instance, an algia 
which did not have the typical characteristics 
of sciatica, but which was so diagnosed and 
attributed to a prolapsed disc, was treated by 
operation but continued to manifest itself for a 
year afterwards, yet in the following four or five 
months it disappeared suddenly and sponta- 
neously without any other medical intervention. 

(6) The simultaneous presence of some of 
these pains and paraesthesias with very typical 
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depressive pictures, or the appearance of such 
algias and paraesthesias at the end of de- 
pressions or as an initial syndrome of the latter. 

(7) The therapeutic results obtained through 
the use of thymoleptic drugs. 

How can these paraesthesias and pains and 
a localized anxiety be explained, and what 
significance should be attributed to them? 
Some patients speak of them as though they 
were the preliminary symptoms of approaching 
death. Others do not dare to express this idea. 
But what is certain is that they signify, as does 
pain itself, a modification in the perception or 
awareness of the condition of corporality. 

To say that our living or animated body is 
essentially different from a corpse may seem to 
be a trivial commonplace, but its triviality 
disappears when we ask ourselves how we sense 
our own bodies. I have previously spoken of an 
overall somataesthetic experience in which all 
the various sensory qualities are integrated. 
With reference to our intra-body we could 
apply a similar scheme which would differ from 
the concept of Hóffding (1893), when he spoke 
of coenaesthesia, or that of Leibnitz when he 
referred to ‘minute perceptions’. It is certainly 
difficult to accept that fact that every cell of our 
bodies transmits a message along a special cable 
in order to give an account of its state. But what 
is certain is that this phenomenon manifests 
itself at times slowly and gradually and at other 
times as a sudden impact in the form of a 
sensation of profound malaise or of notable 
wellbeing (euphoria). On some occasions this 
state will be produced by something that comes 
from without, such as an influenza infection or 
the taking of a small quantity of alcohol. To this 
immediate global perception of how we sense 
ourselves in relation to the world and to our- 
selves, there pertains what Scheler (1912, 1913) 
termed the stratum of the vital feelings, and 
which I prefer to call thymia, humour or state 
of mood. 

Well known to psychiatry are the major 
disorders manifested by states of euphoria and 
of depression and of manic-depressive psychoses, 
and it is also well known that the great majority 
of these affective oscillations are not determined 
by any external event or stimulus; they are like 
great positive or negative waves that occur on 
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the flotation level of the thymia. The question 

why the negative waves are more frequent than 

the positive is bound up with the mystery of life 

itself, just as is the fact that it is sadness rather 

than happiness that colours the day-to-day state 

of the mood. This special global perception of 
the state of awareness of the body could. be 

compared on the noetic plane to that expression 

which today has fallen into disuse in scientific 

language, but which signified so much in other 

epochs: ‘common sense’ as the ante-room of the ' 
region in which intelligence itself exercises its 

activity. 

Endothymic sadness has characteristics which | 
differ so widely from normal sadness that many 
patients are aware of these differences, as is the 
case, as we have seen, with pain. To such an 
extent is this so that, as Schultze (1930) says, 
many melancholiacs complain that they are 
unable to become sad. Happiness, sadness, 
anxiety, tedium, emptiness, fullness and many 
other states belong to this stratum of our being, 
and are so well known that it is not necessary for 
us to discuss them in detail. 
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Psychosomatic medicine has invaded the field of 
modern medicine and has made its own extensive 
zones of diseases attributed to other sectors of 
medicine. Nevertheless, it is advisable to add 
new points of view to the interpretation of 
many problems of psychosomatic medicine, 
especially with regard to changes in the circu- 
latory and respiratory apparatus, the digestive 
and urinary systems, hypochondria, etc. It is 
not possible for me to make here a detailed 
exposition of its relation to the affective equiva- 
lents; I should only like to call attention to the 
fact that many authors, such as von Uexküll 
(1952) and Bilz (1940), base themselves, in order 
to explain the ‘simultaneous psychosomatic 
correlation’ (Mitscherlich, 1960) on the exist- 
ence of a pathological background such as that 
which emerges in psychosomatic symptoma- 
tology. Of all the states of mood that serve as a 
basis for the emergence of neurotic and psycho- 
somatic disturbances, the most typical is anxiety, 
but it is not the only one since side by side with 
it there exists nausea, tedium, vertigo, sadness, etc. 

The specificity of the symptoms is bound up 
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_ with the relationship between anxiety and 
. corporality: where do we perceive our corporal 
ego? Or rather, expressed in other words, 
where do we locate the ego within the corporal 
schema? Corporality enjoys and participates in 
the intentional character that the whole of the 
psychic life has. The psychosomatic symptom 
appears at that point at which the personality 
notes the possible dehiscence which produces 
anxiety. The symptom is located where the 
anxiety is, and the anxiety is located where the 
symptom is. Instead of thinking that the symp- 
tom is located in the most inferior organ, 
according to the thesis of Adler, or in that which 
is considered to be most charged with libido, as 
in the thesis of Freud, the symptom is located 
where the experiencing of the unity of the 
personality feels itself to be most threatened, 
and this place is functionally specific. The 
dynamics of the psychosomatic disturbances 
which appear against the background of vital 
anxiety are analogous to those of the phobias and 
obsessions, which move away from the primary 
anxiety nucleus and have a tendency to the 
objectification of the disturbance, that is to say, 
to a neutrality of the mood. Crises of anxiety 
are accompanied by a series of symptoms which 
are projections of these crises on the somatic 
and visceral planes; once the critical phase has 
passed, the vegetative symptoms also become 
automatic and independent and constitute 
‘vicious circles’. The work of Denis Leigh (1967), 
for example, shows the relationships between 
neuroses and asthma, and I have previously 
pointed out the importance of the endothymic 
factor in the appearance of neuroses. 


Group III 

The agoraphobic vertigos and agoraphobia itself, 
described by Westphal (1872), are often classi- 
fied among the thymopathic equivalents, and at 
times the equivalence is demonstrated because 
the corresponding symptomatology is imbri- 
cated. A female patient, for example, notes that 
the disease begins with an alteration of the visual 
sensation, as if things were dancing in front of 
her eyes; immediately this dancing effect of 
things becomes more rapid, until everything 
comes to disappear from the perceptive field 
and there then irrupts, as a third act more 
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dramatic than the previous ones, the sensation 
of anxiety, ‘as though her heart were being 
compressed’. In some crises the patient loses 
consciousness for a few seconds, and when she 
comes round ‘she continues to experience an 
Oppression in the chest and a desire to weep’. 
Another female patient frequently had a sensa- 
tion of vertigo by day and by night. This 
sometimes happened to her even when she was 
seated, and then she would get up and begin to 
run distractedly. In spite of her fear of fainting, 
she had never fallen down. 

As we have seen, the web of the symptoms in 
these crises is so complicated that only artificially 
can they be differentiated from one another. 

The patients speak of dizziness, but if they 
are obliged to define the sensation precisely 
they do not know whether to refer it to the 
plane of anxiety or to that of vertigo. The 
vegetative symptomatology is found embedded 
in the thymopathic vertigo within the same 
vertiginous crises. The patient speaks about a 
state of undefined malaise, of intemperies 
nervosa, of fear of the rupture of the state of 
equilibrium at any moment, a fear which at 
times takes on a more diffuse character, such as 
a fear that something will happen to him, as the 
sufferer from anxiety says. And, connected with 
this state of ‘emotive drunkenness’, as Féré 
(1890) called it, the patient feels that his legs 
are weak, his stomach empty, and experiences 
perspiration in the hands, palpitations, etc. 

When the patient walks no objective disturb- 
ance is observed; at most we see that the patient 
seeks to extend the basis of support when he 
walks or that he is afraid to lengthen his steps. 
He can even be made to walk with his eyes 
closed, but suddenly a violent gesticulation 
shows us that the crisis has arrived. Many 
patients do not like to walk on a floor that is 
too smooth, but rather prefer one which gives 
them the sensation of adherence, firmness and 
security. It is interesting to stress the relation- 
ship of these crises with the digestive apparatus. 
There is no doubt that some of the vertigos 
described are due to ‘stomaco leso’ (Trousseau, 
1812) belong to this class. Many patients feel 
better after a meal, and it is possible that this 
state of well-being is related to the postprandial 
vagotonia. In the first case of Westphal (1872), 
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the patient felt worse in the morning, before 
taking any food, and felt better after meals or 
after having taken a little wine or beer. A 
copious meal or an excessive amount of drink 
can, on the contrary, provoke or aggravate the 
crisis. 

To this group of equivalents there belong the 
vertigos, which are sometimes called agora- 
phobic, but which for some time past I have 
called thymopathic because they affect above 
all the functioning of this stratum of the 
personality. At times they are diagnosed as 
*méniériform' vertigos and even as actual 
Méniére's vertigos, and in my files there are 
records of some patients operated on; neverthe- 
less, their nosological attribution is beyond 
doubt. Let us consider an example: 

The patient is a woman aged 38; the symp- 
toms began a year and a half ago after a slight 
cold; she noted a continuous whistling in the 
right ear, and she immediately began to suffer 
from vomiting and a sensation of fainting; this 
sensation gave her a feeling of absence as though 
she were in a cloud, floating in the air, as 
though she lacked the ground on which she 
stood. This sensation disappeared after a few 
hours, but there remained a persistent pain in 
the nape of the neck. She was diagnosed as a 
case of Méniére’s vertigo. The very day after 
the diagnosis there appeared in her a continuous 
fear of going mad and ef dying, and of leaving 
her children unprovided for, and also the fear 
of having another new sensation of vertigo. 
She has had three further attacks in the course 
of the last two years, but what brings her to 
consult us now is a clear state of depression with 
a feeling of tiredness, sadness and a sensation 
of incapacity to continue living, to continue to 
manage her home, etc. The pain in the nape of 
the neck persists, as does the buzzing in the 
ear like a pain, like blows on an anvil, etc., but 
the sensations of vertigo do not persist. She 
suffers from very severe cephalalgias which 
sometimes prevent her from resting her head on 
the pillow or oblige her to get up out of bed and 
walk around her bedroom. 


Group IV 
Other diseases that we should study here in 
their relations to the problem of the depressive 
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equivalents and of masked depressions are those 
of anorexia nervosa aud of hysteria. Anorexia | 
nervosa has been the subject, on the one hand, 
of existential anthropological interpretations of 
great intellectual depth, and, on the other hand, 
of psychoanalytic interpretations no less in- 
teresting than the former. Long experience in 
the treatment of patients of this class and in 
their psychopathological study permits me to 
include them in the borderline of depressions, 
although they have their own characteristics 
from many points of view which would take up 
too much time to enumerate now; what I can 
say, however, is that the most efficacious therapy 
in our hands has been the existing energetic 
antidepressive therapy which must be practised 
in severe cases of depression. 

Hysteria, as Slater (1960) pointed out in a 
previous Maudsley Lecture, is a syndromic 
complex; and, even though briefly, I should 
like to draw your attention to the hysterical 
phases within this syndromic complex. Symp- 
tomatology is one way the patient has of 
expressing not only his anxiety but also his 
depression, and the most noteworthy fact is, 
according to our most recent clinical investiga- 
tions, that in many of these cases we are con- 
cerned with adults who have suffered a lesion 
at birth, of those denominated ‘minimal brain 
damage’, which has not prevented them from 
leading their normal lives, especially if they 
are women; and that there arrives a moment in 
their lives in which, because of the appearance 
of a depressive phase that is scarcely apparent, 
they react with hysterical crises. 

It would take up a great deal of time to speak 
about the treatments of hysteria, so I shall only 
call your attention to this fact, which in many 
cases provides us with the clinical and thera- 
peutic key. 

It is possible to think that the inclusion of 
these groups of patients in the borderline area of 
depressions masks the distinction between neuroses 
and depressions. Despite the fact that my first 
steps in psychiatry were influenced by the 
phenomenological psychopathology that makes 
a more rigid distinction than do other schools 
between neuroses and psychoses, including the 
endogenous depressions among the latter, 
clinical experience has compelled me to 
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formulate another perspective that consists not 
only in the acceptation of intermediate types 
such as the 'endo-reactive depression? and 
others of analogous nature but in the affirma- 
tion that in every neurosis there also exists an 
endothymic base of neurodynamic origin which does 
not imply the denial of the existence of more or less 
conscious reactive superstructures. At the outset of 
my investigations I limited myself to indicating 
the existence of some cases of neuroses deter- 
mined by a vital or endothymic anxiety, just as 
in depressions there existed a vital sadness, by 
qualifying that group as ‘anxiety thymopathy’; 
but subsequent clinical experience has convinced 
me of the existence of an endothymic sub-structure 
in the neuroses. 

There also exists a zone of confluence between 
depressions and psychosomatic disturbances; 
but what is most important is to point out the 
presence of a ‘syndrome shift, that is, the fact 
that throughout the life of a person there are 
found phases of depression or of varied depressive 
equivalents after more or less long intervening 
periods. Spiegelberg (1968) has in a recent 
paper also called attention to this, and the fact 
has a great clinical and pathogenic significance; 
it has been referred to from the psychoanalytic 
point of view by Bastiaans (1957) and other 
authors. It is of interest to note the age differ- 
ences between the patients with depressive 
equivalents and endogenous depressions without 
treatment, as has been shown, among other 
facts, by J. López-Ibor Alifio (1970). The 
depressive equivalents that present themselves 
with the aspect of psychosomatic disturbances 
occur in younger persons than do the pure 
depressions. Spiegelberg (1968) has made a 
detailed study of the relationship between 
thymopathic equivalents with stomach ulcers, 
mucomembranous colitis and other diseases. 

In speaking of depressions and neuroses, I 
should like to recall a famous statement by 
Mapother (1926): "Ihe distinction between 
what are called neuroses and psychoses has 
realy grown out of practical difficulties, par- 
ticularly as regards certification and asylum 
treatment. It has become customary to call 
those types and degrees of mental disorder which 
rarely call for such measures by the name of 
neurosis. I know no other basis for the distinc- 
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tion; neither insight nor co-operation in treat- 
ment, nor susceptibility to psychotherapy will 
serve.’ 

And Lewis, in his meticulous and docu- 
mented study of the problem (1934), speaks of 
the difficulties in establishing a distinction when 
the anamnesis of the patient is known in detail: 
‘The patient whose illness appeared on first 
sight to have been precipitated by bereavement 
proved to have had an incipient mood change 
beforehand; the patient overwhelmed with 
guilt and self-reproach at one stage was full of 
indignation and resentment at another; the 
patient depressed and retarded one day was 
anxious and agitated the next.’ 

Recently, Gurney, Martin Roth, Kerr and 
Schapira (1970) have studied in 154 patients 
the nosological relationships between states of 
anxiety and states of depression from the thera- 
peutic point of view. The patients were assigned 
to one or other of the two diagnostic groups in an 
independent manner, and the therapeutic re- 
sponse was evaluated in terms of the clinical 
social state of the patients at the time when they 
were discharged from the clinic and six months 
afterwards. The treatments employed were 
electroconvulsive therapy, tricyclic anti- 
depressives, monoamine oxidase inhibitors and 
sedatives or tranquillizers. The study shows that 
electroconvulsive therapy and the tricyclic 
antidepressives were prescribed more fre- 
quently for the patients with depression, while 
the sedatives and tranquillizers were prescribed 
more for the patients with anxiety states. These 
latter patients were not only prescribed the 
drugs mentioned above, but also monoamine 
oxidase inhibitors. The response to electro- 
convulsive therapy was better in the patients 
with depression than in those with anxiety, and 
the same occurred with the tricyclic anti- 
depressives. This would naturally signify it is 
a question of two different groups, but the 
clinical picture is very varied and it must be 
borne in mind that all possible transitions exist, 
all the more so since, for example, within the 
tricyclic antidepressives there are variations in 
the responses according to the clinical picture of 
the patient and in relation to the composition 
of the drugs themselves. 

The experience of our clinic coincides in 
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general with that of Sargant and Slater (1944), 
Kalinowsky and Hippius (1969), Rees (1953) 
and many others. In the cases in which anxiety 
prevails, the monoamine oxidase inhibitors 
sometimes prove to be very efficacious. This is 
not so in those cases in which vital sadness pre- 
dominates; but this should only be considered 
as a general rule, and in each case the thera- 
peutic plan should be individualized. Anxiety 
and sadness thus appear to be two therapeutic 
key symptoms, but this should only be taken as 
nothing other than an undefined schema. 

That which today we call depression was 
formerly called melancholia, but the word 
melancholia and its diagnosis have not always 
covered the same area. From Hippocrates until 
the end of the nineteenth century the majority 
of the delusional states were included in melan- 
cholia. But the depressions, although they 
include cases of secondary delusional states, have 
extended their field towards the symptoms of 
corporal or physical character. I believe that 
the study of masked depressions and of de- 
pressive equivalents opens up new paths for us, 
although, like everything new, at the same time 
it creates new doubts—for the same reason as 
Solomon said and Burton repeated: ‘Even in the 
midst of laughing there is sorrow. ' 
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Conscience and Depressive Disorders 


By MILLARD J. AMDUR and MARTIN HARROW 


The present research represents an attempt to 
study the construct of ‘conscience’ in quantitative 
fashion and to investigate its relation to various 
types of psychiatric disorders. The psychoana- 
lytic literature deals extensively with aspects of 
functioning or behaviour which are related to 
the inner rules which influence man's conduct. 
In his early writing, Freud described conscience 
as ‘one part of the ego’ which judged it critically 
(6), but by 1921 (5) he referred to this self- 
critical agency as the ego ideal. In 1923, 
Freud included in the new construct superego 
the functions of ego ideal as well as conscience 
(7). Current emphasis continues to be on the 
censuring aspects of superego (12, 15) and its 
similarity to conscience (11). 

In addition to the psychoanalytic literature, 
other reports have appeared on the relationship 
of conscience to formal psychiatric disorders. 
Strict conscience has been imputed to be a 
feature of certain specific conditions, such as 
depression and obsessive character traits and 
obsessional neuroses. Lax conscience has been 
described as one of the basic features of socio- 
pathic disorders. Most of the literature in this 
area has been theoretical or impressionistic, 
without empirical investigation of conscience in 
various mental disorders. 

A working definition of the term conscience 
is important to facilitate empirical work, be- 
cause of the wide variety of meanings which have 
been given to it. We define conscience as a 
construct referring to a person's standards about how he 
Should live or behave which may act as an inward 
monitor of his conduct. This is clearly related to 
the term superego, although more of the func- 
tions of the superego are usually considered to 
be unconscious. The definition of guilt used in 
the overall project is *. . . a painful, negative, 
psychological feeling directed towards oneself, 
with an accompanying belief that one has not 
lived up to or has violated one's own internal 
values or standards about how one should live 
or behave’ (8). This definition of guilt as used 


in the present research refers more to feeling 
tone and less to principles or standards of 
behaviour. 

The present investigation is part of a larger 
project studying guilt and conscience in be- 
haviour disorders in general, and depression in 
particular (8). The current research report 
focuses on the presence of a strict or lax con- 
science in psychiatric patients, with an emphasis 
on depression. The specific questions we attempt 
to answer are: (1) What is the status of con- 
science in mental disorders? (2) Is a severe 
conscience more typical of depressive than of 
other disorders? (3) Is a lax conscience more 
typical of sociopathic than of other disorders? 
and (4) Do other factors such as age influence 
severity of conscience in mental disorders? 


METHOD 
Setting and subjects 
The research was conducted with recent 
admissions to the acute psychiatric in-patient 
division of the Yale-New Haven Hospital (2, 4). 


* The sample consisted of 134 consecutively 


admitted acute psychiatric patients who had 
been utilized in our research on guilt. The 
median age of the sample was 25:2 years, the 
median educational level 14:5 years, and the 
sample was composed of 65 per cent females. 
Diagnostically, there were 25 neurotic de- 
pressives, 25 psychotic depressives, 38 schizo- 
phrenics, 30 cases of personality disorder and 
16 with varied other diagnosis. 


Data collection instruments 


Assessments of conscience: Three instruments 
were administered to obtain indices of ‘con- 
science’ (see Table I). 

The first index was a scale designed to assess 
‘severe superego’, consisting of seven personal- 
ized statements relating to conscience or super- 
ego. This seven-item scale is embedded in a 
larger 200-item personality inventory designed 
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Tase I 
Representative items from the three measures of conscience 
Lazare-Klerman ‘Severe Superego’ scale : 


I think that I have a more rigorous standard of 
right and wrong than most people. 
I am guided in my conduct by certain principles 
which I have accepted. 
I am conscientious about telling the truth. 
I have a strong sense of responsibility about my 
duties. 
Buss-Durkee scale 
The few times I have cheated I have suffered un- 
bearable feelings of remorse. 
People who shirk on the job must feel very guilty. 
When I do wrong, my conscience punishes me 
severely. 
Mosher scale 


Sex: 

When I have sexual desires, I usually try to curb 
them. 

Hostility: 

After an outburst of anger, I realize that I have 
done wrong. 

Morality-Conscience: 

When I tell a lie, I'm angry with myself. 

I hate sin. 





by Lazare, Klerman and Armor to assess oral, 
obsessive and hysterical personality patterns (10). 

The second index of ‘conscience’ used repre- 
sented a modification of the guilt scale of the 
Buss-Durkee (B-D) Hostility Inventory (3), 
taken routinely at week 3 of hospitalization. The 
overall guilt scale consists of nine statements 
dealing with guilt-related themes and general 
standards of behaviour related to ‘conscience’ 
or ‘superego’. The conscience subscale consists 
of three of the nine items which deal with 
specific standards of behaviour or which desig- 
mate types of ‘undesirable’ behaviour which 
should be avoided, without necessarily implying 
frequent guilt on the part of the testee (see 
Table I). 

The third instrument utilized to assess 
conscience was the Mosher True-False Inven- 
tory (13) designed to assess guilt. The items, 
however, relate more to standards of behaviour 
(e.g. ‘Prostitution is a sign of moral decay in our 
society’, ‘I hate sin’), and seem to assess a 
construct fitting the usual definition of con- 
science more closely than they do guilt. The 
definition given by Mosher to the construct 
assessed by the scale (14) and the scale items 
seem to fit more closely to the typical definitions 
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of conscience than to those of guilt. On an 
empirical level the Mosher scale scores correlate 
more highly with the other scales for conscience 
than with the scale used in the present research 
for guilt (see Table IT). The test is administered 
at week 2 of hospitalization and then re- 
administered a second time at week 5. 

The Mosher Inventory is composed of 103 
items controlled for social desirability. In addi- 
tion to an overall score obtained, the test 
provides separate scores from three subscales 
of this inventory which measure attitudes or 
standards concerning (1) ‘sex’, (2) ‘hostility’, 
and (3) ‘morality-conscience’ (see Table I). 
Sample items from these three subscales are 
presented in Table I. 


RESULTS 

Interrelation of conscience and guilt, and 
changes over time 

The correlations between the six indices of 
conscience based on three different measures 
are presented in Table II. The results suggest 
high correlations between these measures which 
may be interpreted as one indication that they 
are assessing a common construct. 

In addition, a five-item measure of guilt, used 
in our previous research, was included to help 
determine whether the measures of conscience 


. correlated more highly with each other than 


with an index of the related construct of guilt 
(Table II, Scale 7). The pattern of correlations 
indicates high agreement between the various 
conscience measures. Thus, 14 of the 15 com- 
parisons between any two measures of con- 
science have higher correlations than any of 
the 6 comparisons between the guilt scale and 
each of the conscience measures. 

The data on the relationship between guilt 
and conscience are presented in Table II. The 
overall positive correlations suggest that the two 
constructs (guilt and conscience) are positively 
related though not identical. 

Table II also reports the correlation between 
measures which were used to assess conscience 
at two different time periods (the Mosher scales), 
weeks 2 and 5 in hospital. Most patients 
on this acute treatment service show rapid 
changes in psychopathology during the first five 
weeks of hospitalization (1, 9, 16). During this 
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three-week period of acute change, the pattern of 
scores for the Mosher Scale remained relatively 
stable (r = +85 and r = -87 for the two sets of 
scales) and the means of the overall Mosher 
Scale did not differ significantly. The relatively 
high intercorrelations of the different conscience 
measures given as far as six weeks apart also 
suggest relative stability of conscience during 
varying levels of psychopathology. 


Relation of conscience to diagnosis, soctopathic 
trends, age and sex 
The major results, the comparison of different 
diagnostic groups on the conscience scales, are 
reported in Table III. Overall, on the various 
measures of conscience, the depressives (both 
psychotic and neurotic) had significantly stricter 
consciences than the non-depressed patients. 
The tests also were given at various time 
periods during the first eight weeks of hospitali- 
zation, with the results showing a uniform trend 
toward stricter consciences among diagnosed 
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depressives on all scales. This suggests that the 
pattern of differences between diagnostic groups 
remained constant as the extent of psycho- 
pathology changed during the course of acute 
treatment. 

Ratings by two senior staff members of socio- 
pathic trends and of hysterical features were also 
assessed in terms of the conscience measures. 
The patients without sociopathic tendencies 
had significantly stricter consciences using the 
Klerman and Mosher Scales (p < -o1). In 
addition, the group of personality disorders, the 
largest sample of patients without schizophrenic 
or major depressive trends, was analysed sepa- 
rately for the presence of sociopathic features. 
The results indicated that the group of person- 
ality disorders without sociopathic trends had 
significantly stricter consciences than those with 
sociopathy. In contrast to the results on socio- 
pathic trends, the presence of hysterical features 
was not strongly related to strictness of conscience 


(p > °20). 





TABLE II 
Relationship between measures of conscience ; 
2 3 4 5 6 7t 
. Mosh Mosh Mosh L-K B-D B-D 
Test and week administered M-C total total su o conscience guilt 
(wk. 5) (wk. 2) (wk. 5) (wk, 8) (wk. 3) (wk. 3) 
1. Mosher morality consc. (wk. 2) -85 -87 -78 "45 -58 -36 
2. Mosher morality consc. (wk. 5) -78 -86 "52 -62 :26 
3. Mosher total (wk. 2) - -87 43 *49 *25 
4. Mosher total (wk. 5) -47 *5I “15 
5. Lazare-Klerman severe superego 
(wk. 8)... - En m *33 —*0I 
6. Buss-Durkee conscience subsc. (wk. 3) *39 
T Index 7, derived from the Buss-Durkee Scale, assesses guilt (see reference 8). 
Tase III 
Mean conscience scores for depressive and non-depressive patients 
Mosher scale Mosher scale Lazare-Klerman 
(Total) (Moral consc.) Buss-Durkee scale 
Diagnostic group 
M tt M tt M it M tt 
Psychotic depressives .. II9*57 — 36-81 — 1:84 — 5:38 — 
Neurotic depressives . II5:I2 — 35-12 — 2-08 — 5:08 — 
Schizophrenics . -. 99:45 3:72*** 30°62 3:00** 1:44 2:93* 3:83 3:25** 
Personality disorde .. 108-62 1°78 30°69  2:43* 1°47 2:12* 93:50 3:25** 
Others 2 " . I18:73 o:29 36:93 0:69 2:19 0-60 5115 0:17 
All depressives .. IIT*II — 35:87 — 1:98 — 5:24 — 
All non-depressives . 10597 2:60* 31-71  2:50* 1:57 2:49* 4-02 3:01** 


t The respective ¢ scores represent comparisons of each diagnostic group with the combined group of 


neurotic and psychotic depressives. 
* p«c05. ** p «or. *** f — -oor. 
. 
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The data on the relationship of age to strict- 
ness of conscience are presented in Table IV. 
These results indicate that older patients had 
significantly more strict consciences than 
younger patients (p < +05). The trend toward 
more lax consciences among younger patients 
also held when the male and female patient 
groups were considered separately. Thus, the 
younger males had laxer consciences than older 
males and (to a lesser extent) the younger 
females had laxer consciences than older 
females. 

Age and the presence of depressive diagnosis 
were also examined in combination with each 
other to control for each of these variables while 
analysing the other one. The results suggested 
that the trend for depressives to have stricter 
consciences than non-depressives was greatest 
at the younger age ranges because of a tendency 
for all older patients (both depressive and non- 
depressive) to have relatively strict consciences. 
Similarly, the trend for older patients to have 
stricter consciences held to a much greater 
extent for non-depressives, since depressives at 
all age ranges had relatively strict consciences. 

The data on sex were more mixed. In the 
younger age range, male patients tended to 
have laxer consciences than female patients. 
This trend did not hold at the older age ranges, 
however, suggesting that the interaction between 
sex and strictness of conscience is a complex one 


which needs further analysis. 
Discussion 
A. Conscience and diagnosis 
The present findings fit the formulation that a 


strict conscience is found more frequently in 
depression than in other major psychiatric 
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disorders, such as schizophrenia or personality 
disorders. The related, but not identical, term 
‘punitive superego’ which is used by some 
authors synonymously with strict conscience 
may be applicable to these findings as well. 
Thus, if one attempts to define operationally 
the concept of a strict superego, the questions 
comprising each of the major scales used come 
close to approximating this construct. In fact, 
one of the scales derived from a test utilizing 
psychoanalytic principles (the Lazare-Klerman 
Scale) has been labelled a scale to assess ‘severe 
superego’ (10). 

Explicit emphasis on the importance of 
conscience or moral functions of personality in 
formulations about depression vary widely; 
many dynamic formulations emphasize guilt 
and postulate factors related to punitive 
superego as responsible for it. Thus it has usually 
been assumed that guilt is a striking feature of 
depressive disorders, On the basis of our findings 
on guilt in a previous report (8) and on a strict 
conscience in the present investigation, it is 
suggested that a strict conscience may be a 
more persistent and pervasive feature of patients 
whose primary disorder consists of a syndrome 
with depressive affect (with this syndrome being 
the reason for their admission to hospital), In 
contrast, guilt, although significantly more 
frequent in the neurotic depressives (8), was 
not as prominent a feature of these primarily 
depressed patients as was a strict conscience. 
Guilt, however, along with other symptoms often 
present in the depressive ‘syndrome’ was found 
as a frequent characteristic of a wide variety of 
patients with some depressive or cyclothymic 
features. These ‘guilty’ patients with cyclothymic 
and depressive trends (probably chronic and 





Taste IV 
Relationship between age and conscience 
Lazare-Klerman 
Mosher scale Buss-Burkee scale ‘severe superego’ 
(wk. 2) (wk. 3) (wk. 8) 
Age 

Mean N Mean NT Mean Nt 

Under 25 years ae 104:06 46 1*55 46 3:66 34 

25-40 years — .. 105:47 50 1:72 49 4°37 29 

41 years and old 121*55 38 1°92 36 5°54 26 


T Due to the gradual discharge of patients from the hospital, tests administered later during the course of 
hospitalization have smaller sample sizes (e.g. Lazare-Klerman Scale) than tests administered earlier 


during hospitalization. 
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long standing in nature) cut across the usual 
diagnostic categories and were admitted to 
hospital for a variety of reasons, including 
thought disorders (schizophrenics), primary 
depressive disorders (neurotic and psychotic 
depressives), and long-standing charactero- 
logical difficulties (personality disorders). 

The current findings raise a key question of 
importance for theory. Is a more severe con- 
science the result or concomitant of the de- 
pressive disorder, or does depression affect 
persons who already have stricter consciences? 
The latter alternative suggests that the stricter 
consciences in these patients may have been 
partly responsible for or influenced the form 
of their subsequent disorder (i.e. their de- 
pression). Our tentative evidence indicates that 
there may be a severe premorbid conscience in 
those patients whose test results reveal strict 
consciences during their stay in hospital for 
depression. Thus, some of the test instruments 
used (e.g. Lazare-Klerman Superego Scale) were 
administered at times late in the hospitalization 
when other measures of illness had returned to 
the normal or premorbid state, and these 
instruments also indicated that depressives had 
stricter consciences. In addition, the Mosher 
Scale was administered at two time periods, and 
the relation to depression was found to be equal 
or slightly greater at the second time period 
(week 5 in hospital when the patient's 
acute illness had subsided considerably. 

Perhaps particular personality styles and/or 
sets of beliefs and attitudes related to conscience 
may predispose patients to certain types of 
disorders such as depression. However, most 
previous investigators have not found uniform 
personality types associated with depressions as 
a whole. Thus our tentative results suggesting 
that depressed patients have stricter consciences 
before the onset of their illness may be most 
applicable to a subgroup of depressives, and in 
this subgroup it may be that conscience is a 
strong predisposing factor. 


B. Conscience and guilt 

Conscience and guilt are closely linked in 
theory, although there has been little in the way 
of formal research on this relationship. Our 
results suggest a strong (significant) relationship 
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between guilt and conscience. However, even 
though these two variables (conscience and 
guilt) are highly correlated in the sample as a 
whole, many patients are high on one variable 
and low on the other variable. The small manic 
subgroup was reasonably high on conscience 
but quite low on guilt (8). : 

C. Conscience and sociopathic trends 

The fact that individuals with sociopathic 
tendencies had lax consciences also fits the 
theoretical formulation of superego lacunae. 
The present sample did not include hard core 
sociopaths. However, patients with personality 
disorders who were rated high on rule breaking 
behaviour had consciences which were laxer 
than those rated lower on rule breaking 
behaviour. . 

D. Conscience and age 

The data indicating a significant relation 
between age and strictness of conscience are of 
theoretical interest. At least part of the mecha- 
nism involved in the development of conscience 
or moral functions of personality is understood 
(identification and introjection of values from 
parental or authority figures). In the extreme, 
this has led to the belief by some that ‘conscience’ 
is determined at a fixed age, subsequent life 
events having minimal influence in changing it. 
Some, however, have noted a decrease in severity 
of moral functions as age increases (17). Neither 
of these formulations was confirmed with the 
results indicating a strong trend (p < -or) for 
older patients to have stricter consciences than 
younger patients. 

While we understand some of the early 
mechanisms involved in the development of 
conscience, and while childhood may be more 
crucial, the current data suggest that other 
factors also exert an influence. Some of these 
variables are related to living in the world over 
time, the various types of life events people 
experience, and possibly factors related to the 
ageing process. In relation to ageing many have 
observed (and at times complained) that as 
adults get older they tend to accept social 
values and prohibitions more readily. This may 
be linked to such factors as decreased negativism, 
decreased rebelliousness and to increased rigidity 
with advancing age. 


s 
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The influence of various life events people 
experience as they grow older may include 
psychosocial factors such as increased stability 
and regularity of life style with greater maturity. 
They may also include changes from being a 
recipient of the rules as a child to a giver of 
rules (to one's own children) as an adult, losses 
in health, status and object relations. 


SUMMARY 

Severity of conscience was studied in 5o 
depressive and 84 non-depressive psychiatric 
in-patients. The subjects were administered 
three different scales assessing strictness of 
‘conscience’ and a guilt scale. High correlations 
were found between the various conscience 
measures, indicating that the three indices 
utilized are assessing a common construct. 
Results suggested that the two constructs, guilt 
and conscience, are positively related but not 
identical. T'he total scores on all three conscience 
scales indicated significantly stricter conscience 
in depressive disorders. The trend toward stricter 
consciences among diagnosed depressives was 
true at various time periods during the first 
eight weeks in hospital, even as severity of 
depression was changing. Patients without 
sociopathic trends had significantly stricter 
consciences than those with sociopathic trends. 
The presence of hysterical features was not 
related to strictness of conscience. Age was 
related to strictness of conscience, older patients 
having more severe consciences than younger 
patients, 
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Types of Depressive Illness 


By GEORGE WINOKUR 


A major problem in the affective disorders is 
what constitutes an homogeneous illness. A 
recent study enabled us to separate depressive 
illnesses into two types (1). The first we have 
called ‘depression spectrum disease’; its proto- 
type is a female with an onset of a depressive 
illness before the age of 40, in whose family 
more depression is seen in female relatives than 
in male relatives, the deficit in males being 
made up by alcoholism and sociopathy. The 
second illness we have called ‘pure depressive 
disease’, the prototype of which is a male whose 
depression starts after age 40 and in whom there 
are equal amounts of depression in both male 
and female relatives and no large amount of 
alcoholism or sociopathy in the males. First 
degree relatives of depression spectrum disease 
are more likely to be psychiatrically ill (de- 
pression, sociopathy or alcoholism) than first 
degree relatives of pure depressive disease 
probands. Data of Hopkinson and Ley support 
this concept in part (2); they found that early- 
onset affective probands (< 40) had higher 
morbid risks for affective illness in relatives than 
late-onset probands (onset after 40). Further 
confirmation comes from a study of 259 alco- 
holics and their first degree relatives (3). Most of 
the psychiatrically ill male relatives had alco- 
holism; most of the psychiatrically ill female 
relatives had depression. As of the present the 
differentiation of the two kinds of depressive 
illness is made on the basis of a specific familial 
predisposition. Major clinical differences in the 
two groups have eluded us. 

In order to check the reliability of the differ- 
entiation between depression spectrum disease 
and pure depressive disease, we evaluated 
familial data collected by family history method 
ten years before the publication of the first paper 
on the subject. 


METHODS 


Seven hundred and forty-eight probands were 
collected and a systematic family history was 


obtained from each. There were 366 patients 
with some kind of affective disorder. From these, 
40 patients with mania were removed, as well as 
21 others who had secondary diagnoses. This 
left 305 patients with a diagnosis of primary 
affective disorder, all of whom entered the 
hospital with a depression. Both males and 
females with an onset of illness between age 40 
and 49 were eliminated from the work-up. 


RESULTS 
The composition of the group as regards 
sex and age of onset may be seen in Table I, 
which is a comparison of parental psychiatric 
illness. 











TABLE I 
Males Females 
Onset Onset 
Under Over Under Over 
40 50 40 50 
N T .. 90 52 65 95 
% % % % 
Fathers 
depressed .. 23 12 17 5 
Mothers 
depressed .. 27 15 32 18 
Parents 
alcoholic or 
sociopathic y Aps 4 8 "1 
Parents 
alcolholic, 
sociopathic 
or depressive 32 17 33 12 





265 


Several statistical comparisons were made 
as regards alcoholism and sociopathy. The early- 
onset group had more parents ill with these 
disorders than the late onset group (x? with 
Yates’s correction = 8-17, df. = 1, p = 
< 0-01). Total illness in the parents of early- 
onset probands is higher than in parents of 
late onset probands (x? = 25:25, d.f. = 1, 
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p = < 0:001). Male probands tend to have 
equal amounts of depression in fathers and 
mothers, and female probands to have twice 
as many mothers depressed as fathers; this 
difference between males and females, however, 
does not reach significance. However, if females 
are evaluated as regards depressive illness in 
fathers and mothers, 24 per cent of the mothers 
are likely to suffer from this, but only 9 per cent 
of the fathers, a significant difference. 


Discussion AND SUMMARY 

Thus it appears that the data collected ten 
years ago support the concept that there are 
two types of depressive illnesses, depression 
spectrum disease and pure depressive disease. 
A proper definition of these illnesses, however, 
remains open to question. Both sex and age of 
onset appear to be important in the differentia- 
tion, but it is entirely possible that the proper 
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diagnosis should be made on the basis of all 
three variables, age of onset, sex, and family 
history of alcoholism and/or sociopathy. Thus, 
depression spectrum disease would be seen in 
the early onset female who has a family history 
of alcoholism or sociopathy, and pure depressive 
disease would be seen in the late onset male with 
no family history of alcoholism or sociopathy in 
first-degree relatives. In any case, the clinical 
or familial separation of homogeneous groups is 
necessary for further research into the patho- 
physiology of depressive illness. 
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Are the Scottish and English Suicide Rates Really Different ? 


By B. M. BARRACLOUGH 


The official suicide rate for England and 
Wales has been higher than Scotland’s (1) for at 
least 70 years. Since national differences in 
official suicide rates are quite frequently cited 
as an index of differences in social well-being, it 
is of some importance to know whether these 
differences are valid or whether they are merely 
artefacts caused by varying criteria for deciding 
what evidence is necessary to write ‘suicide’ upon 
the death certificate. 

This paper examines evidence available in the 
1968 reports of the Registrars General (2, 3) for 
England and Wales, and for Scotland, bearing 
on the problem. This evidence suggests that the 
incidence of suicide is probably similar in both 
countries, and the recorded differences in the 
official suicide rate could be explained by 
differences in ascertainment procedures. 

A brief description of the two procedures 
follows, and then an examination of the statistics. 

Statistics about violent or unnatural death in 
England and Wales are compiled from death 
certificates completed by coroners following an 
inquest. Coroners are lawyers, infrequently 
doctors, appointed and paid by county councils. 
As judicial officers they are responsible to the 
Crown and not to the appointing authority, 
and therefore local affairs need not affect their 
deliberations. Their decisions are made at a 
public enquiry, an inquest, at which witnesses 
are examined and expert evidence given, and 
which is subsequently reported in the local, 
and sometimes the national, press. The inquest 
is always preceded by investigations made by 
the coroner’s officer, a policeman, and in 80 per 
cent of cases (Table III) by a post-mortem 
examination. At the end of the inquest the 
coroner categorizes the death as suicide, acci- 
dent, homicide, or death from natural causes; 
or if uncertain he records an open verdict. His 
decisions are neither subjected to scrutiny nor, 
except in rare instances, revised, although the 


possibility of a quashed verdict, in spite of its 
infrequency, probably has an effect on the 
coroner’s assessment of evidence. 

The coroner’s working definition of suicide 
is based on the advice contained in Jervis on 
Coroners (4). 

Positive evidence of suicide: “To support a verdict 
of suicide there should be some actual evidence 
pointing to the event: the verdict should not rest 
upon surmise.’ 

Some recent appeals against coroners’ verdicts 
in English courts have re-emphasized the neces- 
sity of positive evidence; nevertheless opportunity 
for variation in the interpretation of evidence 
does exist. 

Scottish statistics about violent or unnatural 
death are compiled from death certificates 
completed following information given to the 
Scottish General Register Office by the Crown 
Office. All sudden, suspicious or unexplained 
deaths are investigated by the Procurators 
Fiscal by means of an informal enquiry, 
accompanied by a post mortem in 40-50 per 
cent of cases (Table III), a much lower pro- 
portion than in England. The evidence is then 
sent to the Crown Office for the purpose of 
Crown Counsel deciding whether criminal 
proceedings against anyone are warranted or 
whether a public enquiry is desirable. Suicides 
are included in such deaths investigated and 
reported to the Crown Office, but the fact that 
a death is due to suicide is only noted for 
statistical purposes. The working definition of 
suicide used by the Crown Office is not available 
in a publication comparable to Jervis but it is 
stated to be 'the evidence available must clearly 
indicate that the deceased terminated his own 
life (5). The definition is similar to that in 
Jervis though probably more stringent in its 
requirements; but its application cannot be 
tested by appeal to the courts as in England, 
for decisions about suicide .deaths are not 
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made public, nor are they judicial in the sense 
that a coroner's decisions are. 

Of the deaths referred to the Crown Office on 
which a decision is not given, some are recorded 
as suicide by the Scottish General Register 
Office following on its own enquiries and these 
comprise some IO per cent of suicide death 
certificates; the remainder are classed as death 
due to ‘Injury undetermined whether acci- 
dentally or purposely inflicted’. These will be 
referred to as ‘undetermined deaths’ from now 
on. Coroner’s ‘open verdicts’ are also placed in 
this category of undetermined death in the 
official mortality statistics for England and 
Wales. It is a category introduced with the 
Eighth revision of the International Classifica- 
tion of Diseases (ICD) and given code numbers 
Eg80-989. 

The two countries’ procedures for reaching 
decisions about causes of violent or unnatural 
death thus show considerable differences. It is 
suggested that these differences may be re- 
sponsible for differing categorization of violent 
and unnatural deaths and so for the apparent 
differences in suicide rates between Scotland, 
and England and Wales. 


STATISTICAL EVIDENCE 


Table I.r shows rates calculated from data 
about unnatural deaths published by the 
Registrars General of the two countries, under 
the headings of suicide, undetermined death, 
and specified causes of accidental death, whose 
exact titles and ICD code numbers are in 
the Appendix. 

The accident ICD code numbers were chosen 
so that the description giving the exact cause of 
death they stand for in the International Classi- 
fication of Diseases (6) corresponded to the 
exact causes of death in suicide and undeter- 
mined death. The rates are for the population 
aged r5 and over, since suicide is rare under 
this age. Suicides must appear under one of 
these E. numbers in the official statistics, unless 
they are misclassified as ‘natural’ deaths, an 
infrequent occurrence in countries such as 
these with highly developed medical and legal 
services. 

The first points of interest are a significantly 
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higher suicide rate for England, a significantly 
higher rate for accidental death for Scotland, 
and a Scottish rate for undetermined death 
twice England's. This last observation is the 
most interesting finding and the one on which 
the remainder of the paper will concentrate. 

Real differences in the incidence of suicide 
and accidental death in the two countries may 
be reflected in these differences in suicide rate 
and accidental death rate, although their inverse 
relation is odd, for one might expect a general 
tendency towards violent deaths to be expressed 
consistently with low suicide and low accident 
death rates, or the reverse. The observation, 
then, is consistent with the use of differing 
criteria for suicide. We can think, though, of no 
other explanation than differing ascertainment 
procedures for the differences in undetermined 
death rate, essentially a ‘don’t know’ category; 
for the overall rates of unnatural death are 
similar, and the countries have similar adminis- 
trative and medical systems. If this is a correct 
conclusion, then we have shown different ascer- 
tainment procedures causing differences in 
official mortality statistics, 

Our aim, however, was to find evidence that 
ascertainment procedures affect the suicide 
statistics. Deaths categorized undetermined 
play an important part in the argument, for 
equivocal suicides and accidents (and probably 
a very few homicides and natural causes deaths) 
make up this ‘not known’ category. If coroners 
and the Crown Office have different standards 
for allocating a death to the undetermined 
category, as our evidence suggests, then the 
Scottish Grown Office may be calling far more 
suicide cases undetermined death than the 
English and Welsh coroners. The argument, 
therefore, turns upon the composition of the 
undetermined category. No clinical study of 
death so labelled has been published, and so we 
must infer its composition from indirect evidence. 

There is firstly the observation of a full-time 
English coroner, Dr. Gavin Thurston (8), that 
go per cent of his open verdict deaths in West 
London are probably suicides, where the 
evidence is insufficient to prove intent; and of 
Dr. Irene Ovenstone (g), who has looked at 
some of the Crown Office work in Scotland and 
similarly thinks that the majority of undeter- 
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TABLE I 


Suicide rates, ‘undetermined’ death rates, and accidental death rates (selected causes) per million for England and Wales 
and for Scotland, 1968 (2, 3), for the population aged 15 and over 


I.1 All causes of death 








Numbers 


Twice 
Difference S.E. of 
in rates difference 


Rates 











Ss of the 
E. and W. Scotland E. and W. Scotland rates 
*Suicide rate (S.R.)  .. E 4,580 373 123 97 26 II 
*Undetermined rate (U.R.) .. 1,130 241 30 63 33 8 
* Accident rate (A.R.) .. 1,364 173 37 45 8 7 
*S.R. + U.R. + AR. 7,974 787 190 205 I5 15 
*AR. + U.R... 2,494. 414 67 108 41 II 
S.R. + U.R. .. 5,710 614 153 160 7 I4 
I.2 Death caused by firearms, cutting, piercing, jumping, falling and hanging 
Twice 


Difference S.E. of 

















Numbers Rates in rates difference 

of the 

E. and W. Scotland E. and W. Scotland rates 

S.R. 984. go 26 23 3 5 
*U.R. .. 92 18 2 5 3 2 
*AR. .. v 163 35 4 9 5 3 
S.R. + U.R. + A.R 1,239 143 32 37 5 7 
*A.R. + U.R... 255 53 6 14 8 4 
S.R. + U.R. .. 1,076 108 28 28 o 6 

I.3 Death caused by poisoning, gassing, drowning 
Twice 
Difference S.E. of 
Numbers Rates in rates difference 

TO of the 

E. and W. Scotland E. and W. Scotland rates 

*S.R. 3,416 273 92 71 2I 9 
*U.R. 881 219 24 57 33 8 
"AR... RP E 1,071 92 29 24 5 5 
S.R. + U.R. + AR. 5,368 584 144 152 8 I9 
*A.R. + U.R... M 1,952 SII 52 8r 29 10 
*S.R. + U.R. .. 4,297 492 115 128 13 12 








* Indicates a difference in the rates significant at 5 per cent. 


mined deaths are suicides where evidence for 


intent is weak. 


Secondly, common sense suggests that in 


England, because of stigma, the coroner is far 
more likely to place equivocal suicides in the 
‘don’t know’ category than equivocal accidents. 
In Scotland the decisions are not made public, 


so stigma may not have such an effect, but a 
comparable feeling in the adjudicators may. 
Thirdly, combining the accident and un- 
determined rates (Table I.) gives England a 
lower accident rate and a higher suicide rate 
than Scotland. On the other hand, combining 
the suicide and undetermined rates produces 
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rates not significantly different from each other, 
a more balanced rearrangement suggesting that 
undetermined deaths are more likely to be 
suicides than accidents. 

Fourthly, as suicides are much commoner 
than accidents of the kind considered here, un- 
determined deaths arising from suicide will be 
that much commoner than those arising from 
accidents. The tendency to suicide and acci- 
dental death may generate undetermined 
deaths in proportion to the official rates for 
suicide and accidental death. Using simple 
proportion methods we can add to the suicide 
rate that portion of the undetermined rate 
which we assume it generates. When this is 
done, England's ‘suicide rate’ becomes 146 per 
million and Scotland's 140, virtually identical. 

So if it is true that the great majority of un- 
determined deaths are suicides; or even if it is 
true that undetermined deaths are only partly 
suicides, but in proportion to the official rates 
for suicide, then the incidence of suicide in 
England and Scotland is similar, and the 
reported differences are entirely due to ascertain- 
ment procedures, the Crown Office being more 
inclined than the coroner to call a suicide 
undetermined death. 

Further supporting evidence comes from 
comparing the suicide rate of the group of 
‘violent? causes, shooting, cutting, piercing, 
jumping, falling and hanging (Table I.2), 
situations where it is usually easy to decide 
about suicide. The suicide death rates and 
undetermined death rates for these violent causes 
in Scotland and England are not significantly 
different. The difference between the Scottish 
and English rates for ‘non-violent’ causes, 
poisoning, gassing and drowning (Table I.3), 
on the other hand, is very large, and accounts 
for most of the differences between the two 
overall suicide rates. 


UNDETERMINED DEATHS 


We decided to enquire in more detail about 
undetermined deaths because they appear to be 
so important in studying the comparability of 
suicide rates. Are they commoner with certain 
specific causes of death? We predicted that in 
Scotland undetermined death decisions would 
be much commoner with poisoning cases than 
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with the more obvious suicidal deaths due to 
violence, for in cases of violence the deed is 
obvious and usually proves intent. This predic- 
tion is partly upheld (Table II). With poisoning 
cases Scotland records undetermined death pro- 
portionately over twice as often as England, but 
in cases of hanging and jumping they are very 
similar. Both systems have difficulty deciding 
about drowning, inherently a very difficult 
death cause to decide about. 

Why does the Scottish system produce 
such a high proportion of ‘not known’ decisions? 
Logically the English coroner should be more 
cautious, for his enquiry is public, and subject 
to press criticism, and the possibility of a quashed 
verdict must temper impulses to bring in suicide 
verdicts in equivocal circumstances. One might 
expect the in camera proceedings of the Scottish 
system, not published and never tested by an 
appeal to a higher authority, to be less cautious. 
Probably a difference in the definition of suicide 
used is one part of the explanation, and another 
part may be the post-mortem rate differences. 

Dissimilar definitions may be responsible for 
the difference in the proportion of undeter- 
mined deaths recorded in drowning cases 
(Table II), where there is often little evidence 
about how the person came to be in the water, 
usually the determining fact in deciding about 
motivation, and also where post-mortems are 
not specially helpful. Consequently, the evidence 
available to coroners and the Crown Office 
must be roughly equivalent. One might perhaps 
regard this difference in the proportion of 
drowning cases labelled undetermined death, 
37 per cent in England, 46 per cent in Scotland, 
as some indicator of the size of the component in 
the difference between the national suicide 
rates that could be assigned to dissimilar 
definitions. 

But an important difference in the proportion 
of poisoning cases subjected to post-mortem, 
83 per cent in England and 52 per cent in 
Scotland (Table III) may explain why here 
the Scottish system produces such a high pro- 
portion of undetermined deaths. In these cases 
post-mortem examination of drug levels in 
blood and urine, the quantity of drug in the 
stomach and the uncovering of disease may 
contribute valuable knowledge about motiva- 
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Taste IT 


Percentage of total deaths in each specific cause category, recorded as undetermined death, for England and Wales, 
and Scotland, 1968 (2, 3) : 














Total deaths (suicide, Percentage recorded 
undetermined, accident) undetermined 
Causc of death 
E.and W. Scotland E. and W. Scotland 
Poisoning by liquids and solids 2,787 280 16 36 
Poisoning by domestic gases .. 1,484 128 6 32 
Poisoning by other gases 251 17 IO 24 
Hanging, suffocation .. 614 47 5 9 
Drowning vs 846 159 37 46 
Firearms, explosives m s 225 28 7 ar 
Cutting or piercing instruments ts 192 14 6 o 
Jumping (or falling) from high places 268 54 14 15 
Other means .. M s gu 390 45 40 9 
Late effects from other causes 7 15 o 7 
Total deaths 7,074 787 16 3I 
tion. One might therefore regard this difference Taste III 


in the proportion of poisoning cases labelled 
undetermined death, 16 per cent in England 
and 36 per cent in Scotland, as an indicator of 
how much a combination of dissimilar defini- 
tions and lack of evidence contribute to the 
difference in the suicide rates. 


Discussion 


We have presented evidence supporting the 
notion that suicide is equally common in 
Scotland as in England; we have not demon- 
strated this to be so. Only a case study could 
attempt this. Such a study is being planned 
between this Research Unit and the M.R.C. 
Unit for Epidemiological Studies in Psychiatry, 
Edinburgh, and we expect it to elucidate more 
precisely the differences between the ascertain- 
ment procedures of the two countries and their 
effect on suicide rates. It might even show, 
for example, that the incidence of suicide in 
Scotland is greater than in England, for equi- 
vocal suicides may be classed as accidents as 
well as undetermined deaths, and summing the 
three rates, suicide, undetermined and accident, 
produces a combined rate for violent deaths in 
Scotland greater than England. 

If a proportion of undetermined deaths are 
misclassified suicides, then the implications that 
follow are considerable. The international 


Proportion of deaths in selected categories followed by a 
post-mortem, for England and Wales, and Scotland, 








1968 (2, 3) 
England 
and Scotland 
Wales 

Suicide (Eg50-959) 82% 41% 
Undetermin 

death 
Homicide BE50)* 
War (odo 099) 
Legal interven- 81% 

tion - 
Undetermined 

death (E980-989) 5776 
Accidental death 

from poisoning (E850-877) 83% 5296 
All deaths 26% 17% 





* Undetermined death -mortems are not 
published separately for England and Wales, but 
77 per cent of deaths in BE50 are undetermined 
deaths, the other components being homicide 22 per 
cent, legal intervention o per cent, and injury result- 
ing from operations of war less than 1 per cent. 


‘league table’ for suicide might alter, if under- 
mined deaths were taken into account, although 
probably not much, for we have shown (7) that 
the rank order of the suicide rates of eleven 
countries is very similar to the rank order of 
the suicide rates of the immigrants from those 


272 


countries when they lived and died in the 
U.S.A., and were therefore subject to different 
ascertainment procedures from those of their 
countries of origin. 

More important are the effects of the undeter- 
mined death group on the classic relationship 
between suicide and ‘social isolation’, and the 
many other well known facts, social, clinical and 
personal, about the characteristics of suicides. 
Our own experience, unpublished, suggests 
close similarities between suicide cases and open 
verdict cases in London, which if confirmed, 
and found to be general, will not alter our 
present knowledge of suicide, although the 
accuracy of our estimation of the incidence of 
suicide will be improved. We can say now with 
some confidence that the suicide rate could not, 
in 1968, have been greater than the sum of the 
suicide, undetermined and specified accident 
rates, 190 per million for England and 205 for 
Scotland. . 

There seem at least two reasons why the 
coroner system produces fewer undetermined 
deaths than the Scottish system, one arising 
from dissimilar definitions and the other related 
to post-mortem policy. The definition used is 
probably traditional in Scotland, for the adjudi- 
cators work together in a central office and 
presumably learn what evidence is necessary 
to decide about suicide from their seniors when 
new to the job. The situation is more com- 
plicated for coroners, who, working alone, and 
frequently part time, have been shown to have 
markedly differing open verdict rates (10); and 
the evidence suggests that although they are 
likely to be using a similar suicide definition 
they do not use a similar open verdict definition. 
Nevertheless, as a body they are less cautious 
than the Crown Office. Post-mortems policy is 
probably also very important. In recent years 
coroners have been advised by the Home Office 
to order post-mortems on all unusual deaths. 
Scotland's post-mortem policy for unnatural 
deaths is unknown, but 17 per cent of all deaths 
in Scotland are followed by a post-mortem, 
compared with England's 26 per cent (Table 
TII). This difference must represent a difference 
in medical attitude which presumably has some 
influence with policy evolved by Government 
Departments. 


ARE THE SCOTTISH AND ENGLISH SUICIDE RATES REALLY DIFFERENT? 


One last observation is of interest; in 1901 the 
open verdict rate in England was 61* per 
million, the suicide rate 98. Since then the open 
verdict rate has steadily gone down; in 1968* it 
was 26 per million, although the suicide rate 
remained at 99 (11). Presumably improvements 
in forensic science and the use made of it by 
coroners has been partly responsible for reducing 
the proportion of deaths placed in a ‘not known’ 


category. 


SUMMARY 


Procedures for classifying unnatural deaths 
differ between England and Scotland. An 
examination of the death rates for suicide, ‘un- 
determined death’ and certain categories of 
causes of accidental death similar to those of 
suicide, show that the two procedures have 
differing standards for undetermined death. 
The evidence suggests that the Scottish Crown 
Office places more suicides in the undetermined 
category than English coroners do and thus the 
incidence of suicide in the two countries may 
be the same. 

The differences in rates of undetermined 
death may be attributed partly to lower propor- 
tions of post-mortems in cases of unnatural 
death in Scotland, and partly to differences in 
the definitions of suicide used by English 
coroners and the Scottish Crown Office. 
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APPENDIX 

E950, 980 Poisoning by liquids or solids. 
E951, 981 Poisoning by gases in domestic use. 
E952, 982 Poisoning by other gases. 
E953, 983 Hanging, strangulation, suffocation. 
E954, 984 Drowning. 
E955, 985 Injury by firearms and explosives. 
E956, 986 Injury by cutting and piercing instru- 

ments. 
E957, 987 Falling from high place. 
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Eg58, 988 Injury by other and unspecified means. 

E959, 989 Late effect of injury. 

E850-859| Accidental poisoning by drugs and 
medicants. 

E860-869 J Accidental poisoning by other solid and 
liquid substances. 

E870 Accidental poisoning by gas distributed 
by pipeline. 

E871 Accidental poisoning by liquefied petro- 
leum gas distributed in mobile con- 
tainers. 

E872 Accidental poisoning by other utility gas. 

E873 Accidental poisoning by motor vehicle 
exhaust gas. 

Egio Accidental drowning and submersion. 

Eg22 Accident caused by firearm missile. 

E920 Accident caused by cutting or piercing 
instruments. 

E882 Fall from or out of building or other 
structure. 

E929 Other and unspecified accidents. 

E942 Late effects of accidental poisoning. 

E943 Late effects of accidental fall, 

E946 Late effects of other accidents. 
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Phobias and Nervous Symptoms in Childhood and Maturity : 


Persistence and Associations 


By K. 


INTRODUCTION 

Most people suffer from so-called ‘nervous 
symptoms’ sometime during life, and their 
activity is influenced in varying degrees by 
these symptoms. There are a number of works 
reporting high prevalence of so-called neurotic 
symptoms: Rennie and his collaborators studied 
a sample of the population in the age range 
20-59 of the central residential area of New 
York City and found that 75 per cent manifested 
significant symptoms of anxiety and that only 
I1 per cent of the lower class and 29 per cent 
of the upper class were psychiatrically symptom- 
free respondents (Rennie, Srole, Opler and 
Langner, 1957). Leighton found the life-time 
prevalence (after the age of 18) of psycho- 
neurotic symptoms in a small town (popula- 
tion about 3,000) to be 67 per cent (Leighton, 
1956). Winter interviewed 200 apparently 
healthy workers (mean age 96:6 years, 141 
males and 59 females) of various social strata 
of Berlin, and found only 18 per cent free from 
so-called neurotic symptoms, i.e. anxiety, 
phobia, insomnia, headache and other psycho- 
somatic symptoms (Winter, 1959). Agras, 
Sylvester and Oliveau found the prevalence 
of fear of storms, enclosures and journeying 
alone in females of Burlington to be 31 per 
cent, 14 per cent and 10 per cent respectively, 
and noted that psychiatrists saw only a small 
percentage of the phobic population (Agras, 
Sylvester and Oliveau, 1969). In all of these 
surveys, the authors noted that the majority 
of those with symptoms appeared to function 
well in the society. In Japan, a comparable 
survey is lacking, but Kasahara and Sakamoto 
investigated by questionnaire 2,481 students 
who entered Kyoto University in 1967 and 
found 24-1 per cent suffering from headache 
and 18:5 per cent from difficulty in falling 
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asleep (Kasahara and Sakamoto, 1970). On 
30 August 1970, N.H.K. (Japanese Broadcasting 
Corporation) invited to the studio 100 males 
who had graduated in 1945 from a single 
metropolitan all-male middle school for a 
programme entitled ‘Age Forty’, in which 
health, economical and social status of this 
age group was enquired into. Among these, 
26 ‘often suffered from palpitation and short- 
ness of breath without significant exertion’, 
and 34 often awoke in the middle of the night 
or too early in the morning and could not get 
back to sleep again. 

Presence and degree of inconveniences felt 
due to these symptoms not only differ from 
individual to individual but also change with 
time in the same individual. How these symp- 
toms arise or start to trouble the individual 
and how their intensity waxes and wanes 
during life has been poorly investigated up to 
this time. The present paper is an attempt to 
make estimates of the prevalence of relatively 
minor nervous symptoms and phobias in 
mothers of children who are invited to a 
municipal clinic for routine physical and psycho- 
logical check up, and also to obtain a rough 
sketch on the course of these symptoms from 
childhood onwards. Information on the child- 
hood behaviour characteristics of some of these 
mothers had been provided by their respective 
mothers, i.e. the maternal grandmothers of the 
children. 


METHOD 
In a southern area of Osaka City, called 
Abeno Ward (population about 163,000), 
where our University Hospital is situated, 
there is a clinic called ‘Check-up for three-year- 
olds’ established in 1959 for the welfare of the 
children growing up in this area; and financed 
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by the city government, with the chief objective 
of early detection of physical and behavioural 
deviations. 

AJ the children born in this area are invited 
to come to the clinic within 10 days of their 
third birthday (invitation being issued by the 
birth registry) and thus about 50 to 80 children 
are examined every month by the regular 
staff of the University Hospital, on a part-time 
basis. 

About two months before the third birthday, 
a complete form of questionnaire on the child- 
hood behavioural and constitutional character- 
istics of the parent of the three-year-old child 
to be examined is sent to the parents! mothers, 
ie. the paternal and maternal grandmothers 
of the child. These data have turned out to be 
an invaluable help for the diagnosis and manage- 
ment in certain childhood problems. 

'The grandmothers are requested to complete 
the form and mail it directly to the clinic. 
The mothers of all children reaching the age 
of 3 years in the area are encouraged to take 
their children to the clinic regardless of whether 
such data on the parents are available. 

In the middle of 1968 it was suggested that 
a few items be added in the questionnaire for 
research purposes. Items thus added were: 
whether or not the mother of the 3-year-old 
child had manifested any of the following traits 
for some years between 6 to 15 years of age. 

1, Frequent or habitual headaches. 

2. Often becoming sleepless over worries. 

3. Often suspected of some physical disorder 
(heart, stomach, etc.). Hypochondriacal pre- 
occupation with disease (referred briefly 
hereafter as ‘hypochondriasis’). 

4. Took much time in deciding things, 
vacillating and changing nee mind (referred 
briefly as ‘indecision’). 

5. Marked fear of diee injections (vac- 
cination, etc.), animals, etc. 

6. Marked fear of going out of doors alone 
(for an errand, etc.). 

7. Marked fear of crowded places, like 
theatres, buses. 

On the day of the examination of the child- 
ren, while the developmental tests were admin- 
istered to the children, the mothers filled in a 
form of questionnaire on the child, to which 
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were added the items on the mother herself, 
that is whether or not she has and is troubled 
by, any of the symptoms mentioned above 
(1—7) plus the following: 


8. Do you become sleepless after drinking 
coffee or tea at bedtime? 

9. Do you often suffer from the following? 

(a) palpitation without physical work 

(b) shortness of breath, or difficulty in 
breathing, without disease (nasal obstruc- 
tion, asthma, etc.) 

(c) feeling of impending death 

(d) fainting spells or faintness 

(e) constriction or a lump in the throat 
(referred to briefly as ‘globus hysteri- 
cus’). 


The items g(a) to (d) are the commonest com- 
plaints of patients referred to Osaka City 
University Clinic by jnternists with a presump- 
tive diagnosis of ‘ Macao or ‘anxiety’ neurosis, 
all of which had been mentioned in Freud’s 
article wherein he defined anxiety neurosis 
(Freud, 1894). 9(e), is a common symptom 
among those referred to us by laryngologists. 

It was not possible to check the reliability of 
the questionnaire at this point, e.g. by asking the 
same women to fill it out on two occasions. 
The reliability was checked, by the author’s 
interviews with the mothers at a later stage 
(see below). 

Anxiety attacks in children are not uncommon, 
but at the beginning of this study it was thought 
difficult to obtain information about this 
symptom by mailed questionnaire, and there- 
fore no item on this symptom was included 
in the questionnaire sent to the mother’s 
mother. 

Before the physical examination of the 
children and counselling over their behaviour 
problems by the physician in charge, the 
mothers were asked for a brief interview by the 
present writer to see if the items answered 
affirmatively by the mother herself on the 
questionnaire corresponded with what the 
present writer meant to examine, and to 
exclude cases where organic aetiology was 
suspected; but no systematic questioning was 
made on items answered negatively. 
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REsuLTs 

From 3 February to 29 September, 1970, 482 
children were examined and their mothers 
were interviewed. "They corresponded to 42 
per cent of 1,147 children born in this district 
who had their third birthday during the 
afore-mentioned period. Of 482 mothers inter- 
viewed, the data on their childhood were 
available in 242 cases. The following analyses 
were made on these 242 mothers. 

The mothers' ages ranged from 21 to 41 years, 
with the mean of 30:5 years and the standard 
deviation of 3*7 years. 

The prevalence of the symptoms in child- 
hood of the mother reported by the mother's 
mother and at the time of interview are shown 
in Table I. Among 86 mothers who were repor- 
ted to have manifested a marked fear of thunder, 
animals or injection (vaccination, etc.) between 
the ages of 6 and 15 years, 30 had a phobia 
for one of these things at the interview. The 
object of the fear mentioned was the same as 
in childhood in 18 cases and different in 12 
cases. Among the former were included 13 
patients who manifested fear of thunder from 
childhood up to the time of the interview; 
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of the remaining 5, 3 showed fear persisting 
from childhood for worms and for injections. 

As shown in Table I, phobia for these objects 
confirmed at the interview shows a significant 
association with the phobia manifested during 
childhood, that is, those who manifested phobia 
for any of these objects during childhood are 
significantly more likely to show phobia for 
one of these things in adulthood than those 
who did not. The same relationship applies to 
‘frequent headache’, ‘insomnia over worries’ 
and indecision’. 

The last column of Table I shows the per- 
centage of those who complained of the same 
symptom at the interview as that which had 
occurred during their childhood, indicating 
the persistence of childhood symptoms. While 
a fairly high percentage, 44 and 64 respectively, 
of those who manifested insomnia over worries, 
or indecision in childhood, continue to suffer 
from the symptom, ‘phobias’ reported have 
lower tendencies to persist. 

With regard to phobia of going out of 
doors alone, phobia of the crowd, and hypo- 
chondriasis, no association was found between 
their presence in childhood and at the interview. 


TABLE I 
Phobic and other nervous symptoms of 242 mothers in childhood and at the time of interview. The third column shows the 
number of cases with the same symptom in both of these periods . 


—————————————————————————M———————————————— LLL 





Symptom positive 








(a) (b). (c) 
In childhood At interview In both I00c 
Symptom ———————— 4 
No. 95 No. 96 No. a 
Phobia of thunder, animals or injection 86 35:6 40 16:5 go*** 35 
thunder T és - «s 39 16*1 26 10:7 Ig*** 33 
crowded place oF ar a 18 T4 2 o-8 I 6 
going out of doors alone ds 94 I4*I 5 2:1 2 6 
Hypochondriasis Şe si ae 12 5-0 32 I3*2 25 
Frequent headache A E 37° 15°3 40 16°5 13*** 35 
Insomnia over worries 45 18:3 58 24:0 20*** 44 
Indecision 2n i 44 18-2 83 34°3 2B*** 64 
Insomnia after coffee .. E not asked 55 22:7 
Anxiety symptom (A, B, C or D) not asked 41 16:9 
A. palpitation E ae not asked 22 9'I 
B. shortness of breath i not asked 16 6-6 
C. feeling of impending death not asked 8 3:3 
D. faints or faintness s not asked 13 5'4 
Globus hystericus not asked I5 6-2 


*** denotes the significance of association P < 0-oo1. 
. 
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Symptoms A-D of Table I are the commonest 
ones in anxiety neurotics, and cases with at 
least one of these symptoms were grouped 
as those manifesting anxiety symptom. Whether 
or not such a grouping is of any practical 
usefulness is to be examined. Fig. 1 shows 
associations of these symptoms within themselves 
and with other symptoms. It shows that all of 
these four symptoms are significantly more 
likely to develop in those who had often lost 
sleep over worries during childhood, and that 
shortness of breath (or difficulty of breathing) 
is associated not only with two other symptoms 
of anxiety but also with globus hystericus and 
phobia of thunder. 

Table II shows the association between 
childhood and adult symptoms. About one in 
three of those who often lost sleep over worries 
in childhood manifest anxiety symptom as 





Indecision 











Symptom in childhood 


Insomnia over 
worries 





Shortness of 
breath 


Feeling of 
impending death 


adults, and 40 per cent, insomnia after drinking 
coffee. Insomnia over worries and indecision 
in childhood not only tends to persist but 
also is related to many of the nervous symptoms 
of adulthood. It also shows that all the mothers 
with phobia of going out of doors alone had 
shown some kind of phobia during childhood; 
two had the same symptom in childhood, 
and of the remaining three one had phobia 
of worms, one for crowded places, and one 
for injections. 

These statistically significant associations can 
be used in the prediction of adult symptoms 
from those in childhood. From Tables I and II 
it is clear that an adult symptom, if associated 
with any of the childhood symptoms, is in 
general best associated with the same symptom 
in childhood and hence is best predictable 
from the presence or absence of the same 






Insomnia 
after coffee 


Phobia of thunder 


animals or injection 


Globus hystericus 
Hypochondriasis 
Phobia of thunder 



























|] Symptom in adulthood 


Fic. 1.—Association of anxiety symptoms (palpitation, shortness of breath, faints 
or faintness, and feeling of impending death) with other symptoms. Only those 
reaching significance of P< 0-01 are shown. 2 
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Taste IT 
S III 
Childhood symptom 
Insomnia over Indecision Phobia (of all types) 
icd worries (45) (44) (107) 
ood symptom —————— —— 
No. 96 No. % No. % 
Phobia of thunder, animals, injection 9 20 9 20 g1*** 29 
Phobia of going out of doors alone — .. o 00 o o0 5* 5 
Indecision E A a « 8g** 5I 29*** 64 39 36 
Insomnia over worries .. v^ . 00 29*** 44 greet 48 25 23 
Insomnia after coffee .. Az .. 18** 40 17** 39 24 22 
Anxiety symptom (one of the following) —15*** 33 Il 25 19 18 
Palpitation ca " m si g** 20 7 16 II IO 
Shortness of breath — .. oe s 7** 16 5 II II 10 
Feeling of impending dea a $e o.5** II 4* 9 5 5 
Faints or faintness 2e wg s 6** 13 3 7 6 6 





Prevalence of adulthood symptoms (row heading) among those who had the childhood symptom of the 
column heading (total number is shown in the parentheses). Significance of association of the symptoms is 
indicated by asterisks; * P < 0:05, ** P < o-or, *** P < o-oor. . 

Symptoms which demonstrated no association whatever or only with the same symptom in a different period 


(already shown in Table I) are omitted. 


symptom in childhood, a result suggestive of 
the specificity of each of these symptoms. 
The only exception is that ‘indecision’ in adult- 
hood can be equally well predicted from the 
presence of ‘insomnia over worries’ of child- 
hood, as can be seen from Table II, and vice versa. 
Hypochondriasis and phobia of crowded places 
in adulthood are not associated with any of 
the childhood symptoms. 

Associations among symptoms are presented 
synoptically in Fig. 2. In childhood "insomnia 
over worries is associated with ‘indecision’, 
‘hypochondriasis’ and ‘frequent headache’, and 
these are associated with various adult symp- 
toms. In order to examine whether or not the 
latter may be more accurately predicted by 
the sum of the former than from any single 
childhood symptom, a ‘childhood nervousness 
score’ was assigned to each of the mothers, 
depending on how many of the afore-mentioned 
four symptoms she presented in childhood; 
each counted as one point. The incidence and 
percentage of the adult symptoms in each 
group with the same score are shown in Table 
III. It shows that many of the adult symptoms 
are related to this score, as the percentage 
increases with increasing score, and that for 
those with the score of 2 or more the likelihood 


of having ‘insomnia over worries’, and of 
‘indecision’, is about one in two, and the chance 
of developing anxiety symptom is also signifi- 
cantly increased. However, these likelihoods 
are not significantly larger than those in the 
last column of Table I and those in Table II, 
that is the prediction of the adult symptoms 
from the score is no better than that which 
can be made from a single childhood symptom 
most closely associated with it. 

There is observed a tendency that the higher 
the score, the higher is the percentage of those 
having adult hypochondriasis, but this does 
not reach statistical significance. Therefore, 
this symptom in adulthood is considered un- 
predictable from any one or any combination 
of childhood symptoms studied in the present 
paper. 

Next, in order to examine the change be- 
tween childhood to maturity and during the 
adult years separately, the mothers were divided 
into two groups: 

(i) Mothers below the age of go at the time 
of interview. (Mean age 27:5 years.) 

(ii) Mothers at or above the age of go at 
interview. (Mean age 33-1 years.) 
and the following rates were calculated for 
each of the symptoms in each group: 
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Fic. 2.—Synoptic presentation of associations between symptoms. Only those reaching a significance of P < 0-o1 are 
shown. Associations between childhood and adult symptoms are indicated by arrows and other associations are 
marked by dotted lines. 


'TasLE III 
Childhood nervousness score and adult nervous symptoms 





Childhood nervousness score 











o I 2 3 and 4 
No. of subjects r 152 56 2I 13 

Adult symptoms No % No % No % No 9, x 
Insomnia over worries Ue T 25 17 16 29 II 52 6 46 17:g*** 
Indecision... es we 38 25 27 48 II 52 7 54 15:9** 
Insomnia after coffee E s 26 17 16 29 6 29 7 54 11:4** 
Anxiety symptom .. Ls ai 21 14 8 14 7 33 5 38 9:6* 

Rees ees ee i 

Hypochondriasis — .. = ae 16 II 9 16 7 Gron 3:5 
Frequent headache .. we m 19 13 I4 25 7 (2196 5*1 





Mothers are divided according their childhood nervousness score and the prevalences of adult symptoms in 
each group are shown. 
* P < 0°05, ** P<o-o1,, *** P < o-oor. 


(a) Proportion of the symptom-positive cases For brevity, these were referred to as incidence 
at interview among those reported symptom- and remission rates of the symptom after child- 
negative in childhood (incidence rate). hood and up to the time of interview. 

( B) Proportion of cases free of the symptom Since the afore-mentioned groupings were 
at interview among those who had the symptom done on the basis of age only, and they differ 
in childhood (remission rate). by 5:6 years on the average, the prevalence 
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of adult symptoms in Group I, if re-examined 
after 5:6 years later, should correspond roughly 
to that of Group II. So the prevalences of 
symptoms in Groups I and II can be regarded 
as those of a single group examined at 27:5 
and 33:1 years of age respectively. 

Due to the incidence and remission of the 
symptom during the lapse of these 5:6 years, 
the rates a and B are expected to be higher 
in Group II, although, because of sampling 
and other errors, it may not be the case for all 
the symptoms. 

The observed values of these proportions are 
shown in Table IV. By comparing « of various 
symptoms, it is noted that phobias studied in 
this paper rarely arise after childhood, and 
adults with phobias are likely to be those who 
showed phobias of some kind in childhood, 
while ‘indecision’ may well be a complaint 
of those adults in whom such a trait was not 
observed as marked in childhood. As expected, 
B&'s for Group II are larger than those for 
Group I, especially for indecision, frequent 
headache, and phobia of thunder. Although 
none of the differences between the groups 
reaches the 5 per cent level of significance, 
the same direction of change from Group I to 
II in all these symptoms suggests that a 
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significant proportion of those who keep 
childhood phobias or symptoms at the age of 
about 27 lose the symptom during the next 
5 years. 


DISCUSSION 


Since only few of the mothers with a phobia 
of going out of doors can be expected to manage 
to come to the clinic, the present sample of 
mothers could not have shown the prevalence 
of this phobia in the female population of 
comparable age in the same areas. Other 
possible selections the present sample might 
have undergone are; firstly, they are all mothers, 
and are therefore selected with regard to 
marriage and fertility. In Osaka, the proportion 
of single females age 25-29 is 19:9 per cent 
and that for age 30-34 is II:O per cent. 
Secondly, 42 per cent of the mothers of children 
born and reaching their third birthdays took 
their children to the clinic. It is possible that 
they are selected with regard to the presence 
of behaviour problems in their children. 
Thirdly they are selected with regard to the 
availability of childhood data. 

As no systematic questioning was done on 
items answered negatively by the mothers 
themselves in the questionnaire, those unwilling 




















Taste IV 
Symptom positive 
(a) (b) (c) (a) (8) 
In At In b-c a-c 
childhood interview both “N*-a c 
Symptom Subgroup No. 96 No. % 
Frequent headache I 16 14*5 17 15:5 7 0:106 0:563 
II 21 16:4 22 17:2 5 0:159 0-762 
Insomnia over worries I 22 20:0 28 25:5 IO 0-204. 0'546 
II 23 18:0 29 22°7 10 0-181 0-566 
Indecision .. I 23 20:9 42 38-2 16 0-299 0+ 304 
II 21 16:4 41 32-0 12 0:271 0'429 
Phobia of thunder I 19 17:3 II 10-0 8 0:093 0:579 
II 20 15:6 15 117 5 0:095 0:750 
Phobia of all types I 52 47:8 21 Ig'I 19 0:034 0:635 
II 53 40°6 23 18-0 15 0*107 0:717 








Incidence (a) and remission ( f) rates (after childhood) of the symptoms in subgroups of mothers; 
(I) 110 mothers below the age of go at the time of interview. 


(II) 128 mothers at or above go. 


Four cases where the age was not recorded were excluded. 
* N is the total number of cases in the subgroup, viz., 110 or 128 respectively. 
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to disclose their symptoms may constitute a 


. Significant proportion. So, on balance, the 
` estimates of prevalence obtained are more 


likely to be underestimates than overestimates 
of those in the female population of comparable 
age of Osaka. 

Winter reported prevalence of headache, 
palpitation and globus hystericus among appar- 
ently healthy workers as 13 per cent, 13 per cent 
and 5:5 per cent (13:5 per cent in females) 
respectively, which are not far from the results 
we obtained. As to the phobia of crowds and of 
going out of doors alone, the prevalence ob- 
tained may be a gross underestimate, as has 
been mentioned earlier. Consequently, this 
may distort the association between phobias 
of going out alone in childhood and adult life, 
probably making it spuriously low. With regard 
to the relationship between those grouped as 
showing anxiety symptom in Table I and 
anxiety neurosis, no definite conclusion can 
be drawn at present; since the clinic was 
supposed to be for children and not for mothers, 
systematic exploration into the mother's prob- 
lem was not done. Whether or not they have 
ever visited a psychiatrist was not asked system- 
atically, but whenever this was done, as in 
cases where the complaining attitude was very 
serious, the answer was negative. The com- 
plaints of most of them did not differ from those 
of anxiety neurotics referred to the University 
Clinic. 

A certain underestimation is unavoidable 
in the prevalence of childhood symptoms 
based on the grandmother’s report. Firstly, the 
child’s suffering is not always communicated 
to, nor recognized by her mother. Moreover, 
the grandmother may forget and fail to fill in 
the questionnaire. However, since the process 
of forgetting and other errors by grandmothers 
are likely to occur at random, it is likely to 
affect both a and ¢ of Table I and IV, diminish- 
ing them proportionally while leaving c/a 
and f unaffected. So these proportions can be 
regarded as reliable even if we assume con- 
siderable underestimation of childhood symp- 
toms. Although the significance of associations 
in general may thereby decrease, the percentage 
shown in Table II is not influenced either. 
On the other hand, if we estimate the pro- 
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portion of those adults with symptoms who had 
manifested similar symptoms during their 
childhood, by c/b from Table I, the results 
would be a gross underestimation. The incidence 
rates after childhood (a) in Table IV may be 
similarly influenced by the error; therefore 
conclusions must be drawn from them with 
reserve. 

There are à number of possibilities which 
could cause artificial association between symp- 
toms; the grandmothers’ forgetting their 
daughters’ childhood symptoms may not be 
random; e.g. the grandmothers might be less 
likely to forget a childhood symptom of their 
daughters if the latter still suffered from it as 
adults. If the mother’s self-scrutiny is increased, 
she may report’ numerous symptoms which 
do not trouble her ordinarily, and this if 
occurring in a significant proportion of cases 
may result in an association between the 
symptoms reported. In order to select rela- 
tively reliable associations a 1 per cent level of 
significance instead of the conventional 5 per 
cent was chosen in Figs. 1 and 2. 

It was found that there are four symptoms, 
among others, which tend to persist in unchanged 
form from childhood to maturity; phobia of 
thunder, frequent headache, insomnia over 
worries and indecision. However, Table IV 
suggests that those who have these traits, 
except for insomnia over worries, still have a 
good chance of getting rid of them (spon- 
taneously) during later years. 

Slater and Roth pointed out that subjects 
who are predisposed to the development of 
anxiety reactions frequently suffer from isolated 
phobias of thunder and lightning, certain 
animals, lifts, heights and water (Slater and 
Roth, 1969). Our results show that adult 
phobia of thunder is associated with shortness 
of breath, feeling of impending death (Fig. 1) 
and anxiety symptoms as a whole (for the last, 
P « 0:05), but neither childhood phobia of 
thunder nor childhood phobia in general is 
associated with any of the anxiety symptoms 
or with anxiety symptoms as a whole. Child- 
hood insomnia over worries rather than child- 
hood phobia appears to be a suitable indicator 
for the development of anxiety symptoms in 
adulthood. 
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SUMMARY 

I. The natural history of phobic and some 
nervous symptoms was studied in mothers 
of children who were invited for routine check 
up. Their childhood data on phobia and nervous 
symptoms were obtained from their respective 
mothers and they were interviewed to see if they 
suffered from the symptoms as adults. 

2. The following statistically significant 
associations between childhood symptoms (or 
traits) and the same symptoms in adulthood 
were demonstrated; 35 per cent of those who 
showed marked fear of thunder, animals or 
injections showed a phobia of one of these 
objects at the time of interview. Thirty-five 
per cent of those with frequent headache, 
44 per cent of those with insomnia over worries 
and 64 per cent with ‘indecision’ during child- 
hood kept the same symptom at the time of 
interview. Each of these symptoms in adulthood 
can be best predicted from the presence or 
absence of the same symptom in childhood. 

3. Other significant associations demon- 
strated between childhood and adult symptoms 
are: 33 per cent of those who often lost sleep 
over worries in childhood showed anxiety 
symptoms, and 40 per cent become sleepless 
after drinking coffee as adults. Thirty-nine 
per cent of those with ‘indecision’ in childhood 
have insomnia after coffee as adults. 
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4. To assess the waxing and waning of the 
symptoms from childhood to adulthood and. 


during adult years, the mothers were divided ` 


into two groups, those below and over 30 years 
of age. Comparison of these two groups showed 
that many of the phobic and nervous symptoms 


observed in childhood still tend to disappear 


significantly during 5-6 years of adulthood. 
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A Trial of Group Psychotherapy for Neurotics 


By DIANA BOVILL 


INTRODUGTION 


In peripheral hospitals and their crowded out- 
patient clinics many neurotics are treated, 
sometimes for a number of years, with sedatives 
or tranquillizers, a few words of sympathy and 
encouragement and, often electroplexy. The 
reasons often given for failure to offer psycho- 
therapy are that it is of doubtful benefit or that 
it is too time-consuming. 

This study was carried out in a peripheral 
hospital, St. Crispin, Northampton, by myself, 
then a senior registrar, while working as ward 
doctor on an acute admission ward. It was 
designed to compare the efficacy of the routine 
methods of treating neurotics against a con- 
sistent course of group psychotherapy and 
relaxation. The comparison was made pri- 
marily in terms of the re-admission rate: but also 
in terms of doctors’ time expended on the two 
methods. The results have been reported in 
detail, together with a discussion of the literature 
(Bovill, 1965), in a thesis for the degree of M.D. 
This is available at the Library of the University 
of London, at the Institute of Psychiatry, 
London, at the Westminster Hospital, and at 
St. Andrew’s Hospital and St. Crispin Hospital, 
both of Northampton. 


CONDUCT OF THE TRIAL 


The trial was conducted over 37 months, 
patients were collected in hospital during the 
first 13 months, and studied from the time of 
leaving hospital till the end of the 37 months, 
except in the cases of three patients who were 
lost to sight before this. The mean period in 
study was 30 months, the range was 17 to 37 
months. Table I, describing the clinical material 
handled during this time, shows how it was that 
out of 72 patients seen at group sessions only 36 
fulfilled the requirements of the trial. 

Treated patients were collected from those in 


Taste I i E. 
Classification of patients seen at group sessions during”: 
the 37 months of collection and study of the compared series 








Years *. 
Total- 
1 2 3 DAS 
Treated neurotics, hospitalized 36 23 30 89 


'Treated neurotics, non- 


hospitalized Ja .. 8 13 9 30 
Treatment refusers  .. .. 9 O0 4 7 
Rediagnosed psychotic .. 19 14 198 46 
Addicts and alcoholics 3 6 2 1 
Disruptive psychopaths .. I I Oo 2 
Miscellaneous others sri eie ad 7 
Short hospitalizations .. o 7 5 I2 
Aged under 18 .. is o o 4 4 
Not available for follow-up o 7 I 8 

72 72 72 216 


my care, while controls were collected from 
those in the care of senior colleagues. Random 
selection being impracticable, a method of 
accepting all comers was substituted, all 
patients who fell within specified requirements 
being included. 

Requirements for inclusion were: sex female, 
ages 18 to 59, intelligence within the normal 
range, physical condition at least adequate to 
allow a housewife to carry out her work, and 
absence of evidence of psychosis, epilepsy, 
addiction or reaction to severe but transient 
circumstances. Át least one day of a course of 
hospitalization was required to fall within the 
first 13 months of the study period. 

The course of hospitalization leading to 
collection for the series was required to be 
reasonably unexceptional. Three Treated and 
1 Control patients were rejected because all or 
nearly all their time in hospital had occurred 
during their doctors’ leaves. One Control was 
rejected because she left hospital against advice, 
and 3 more Controls were rejected because 
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they remained in hospital for more than 6 
months which, it was thought, suggested 
exceptional chronicity and dependance. The 
course of hospitalization leading to acceptance 
for.the series was ordinarily required to last at 


: Jéast ro days to give time for assessment and to 


- suggest a measure of co-operation: but 2 Treated 
patients were accepted after short in-patient 
treatment, both were fully co-operative but left 
to attend to genuine family emergencies. 
^ Nine Controls with severe social problems 
which could not be matched amongst the 

. ‘Treated were rejected, the intention being to 

- biasi results, if at all, against the Treated. The 

performance of these 9 proved that the bias 

occurred as intended. Treated patients with 
problems which could not be matched amongst 
the Controls were not rejected. 

A requirement which applied only to the 
Treated was that patients should not disrupt 
group sessions unduly; only one, a young 
psychopath, was rejected from the series for this 
reason (and was later transferred to Rampton, 
though not by me). Two others proved too 
disruptive for sessions, but these were subse- 
quently re-diagnosed as schizophrenic. 

A follow-up of at least a year was obviously 
essential, and in this Treated patients were 
found to be more co-operative than Controls; 
7 Controls could not be traced at the end of the 
first year and were rejected for this reason. 
Thereafter no Controls were lost to sight except 
one who died of natural causes: but 2 Treated 
patients, who were studied for 17 and 30 
months respectively, were lost to sight before 
the end of the study. These three are included 
in the study. 

In the age group 50 to 59 there were patients 
potentially available for both groups who were 
excluded for doubtful diagnosis, in this age 
group endogenous depression often presents 
with an exacerbation of neurotic symptoms 
which have been of minor significance through- 
out life, the patient may respond to hospitaliza- 
tion and medication and leave hospital before a 
firm diagnosis has been made. And, with regard 
to the Treated, as the stigma of psychiatric 
hospitalization still bears hardly on this age 
group and was found to lead to resistance to 
attendance at group sessions, it was not thought 
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justifiable to apply pressure in the presence of 
a doubtful diagnosis. 

Apart from these exceptions all those who fell 
within the specifications were included. 

Treated patients were potentially collected 
for inclusion in the trial on attending the first: 
group session after admission to hospital; this 
often occurred before a firm diagnosis had been 
reached, so some rejections for diagnostic 
reasons occurred subsequently. Controls were 
collected from their case sheets after discharge 
from hospital; this, of course, ensured the blind 
treatment of Controls. All patients who, at any 
time during the trial, were firmly re-diagnosed as 
psychotic were then rejected; in cases of doubt 
independent confirmation was sought. 

In order to confirm the diagnoses of all 
patients in the study and thus confirm the 
diagnostic parity of the two groups, and in 
order to obtain uniformity of diagnostic labels 
used throughout both groups, the case sheets 
of all patients were reviewed by an independent 
consultant psychiatrist. The diagnostic labels 
which he attached are those used in this paper. 

The criterion for success was the patient’s 
capacity to remain at home, so periods of re- 
hospitalization for both groups were tabulated 
and compared. It was thought that results thus 
claimed required confirmation in terms of 
patient well-being. Simple questionnaire forms 
were prepared for application to patients and 
relatives; these requested information on symp- 
toms complained of on admission—were these 
better, the same or worse; on behaviour, such 
as the ability to go out alone and to work; and 
on general demeanour. Questionnaires were 
also prepared for the family doctors; these were 
designed to assess the amount of attention and 
medication the patient was requiring and the 
opinion of the doctor on her condition. These 
questionnaires were completed during a few 
weeks following the end of the trial; those for 
the doctors were posted, while those for patients 
and relatives were filled in by social workers 
visiting patients in their homes. Scoring of 
questionnaires was by an independent doctor. 


TREATMENT METHODS 


All patients on reaching hospital saw their 
doctors for the usual initial interview for history, 


BY DIANA BOVILL 


assessment and diagnosis, and all received 
medication as seemed advisable. 

Treatment of controls. Controls were treated by 
the routine methods in current use; these 
included individual interviews with the doctor 
of a psychotherapeutic nature, and some were 
referred to out-patient clinics on leaving 
hospital, but it is perhaps significant that these 
out-patients were rarely treated by the doctor 
whom they knew in hospital. 

Just over two-thirds of the Controls received 
electroplexy, a mean of 7:2 convulsions per 
patient treated was given. This treatment was 
thought by some doctors to be useful therapy in 
some cases of neurotic depressive reaction, 
anxiety reaction, hysterical reaction and in- 
adequate personality. 

Treatment of treated patients. Treated patients 
were usually included in group psychotherapy 
sessions within 4 days of reaching hospital; they 
were then dependent on these for psycho- 
therapy; but they saw the doctor individually 
weekly, briefly, for administration and adjust- 
ment of medication. They attended two group 
sessions a week while in hospital and usually 
one a week after leaving hospital for as long as 
they wished to attend; when they decided to 
discontinue attendance they were invited to 
attend again at any time without formality. 
Out-patients wishing to see the doctor alone 
could do so after a group session, but they were 
discouraged from discussing then matters which 
could have been brought up in the group, and 
in fact they rarely attempted to do so. 

Each group session lasted two hours, and the 
mean number of patients attending was 10. 
Three group sessions were held each week; two 
held in the hospital accepted in- and out- 
patients, one held 25 miles away was for out- 
patients in that area. The groups were open, 72 
patients were introduced to them during the 
first 13 months, of whom 39 fulfilled the require- 
ments of the trial (3 drop-outs), and a further 72 
were introduced to them during each of the 
two succeeding years (see Table I). The 36 
included in the study were thus no favoured few. 

Relaxation classes were attended four times 
a week in hospital, and once, in conjunction 
with a group session, after leaving hospital. 
The method was after Garmany (1952); classes 
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were conducted by the remedial gymnast, 
Mr. R. Billingham. A 

Three patients were sent into hospital by 
consultants for electroplexy; a mean of six 
convulsions per patient were given. Having 
shown no improvement these patients were then 
treated with group psychotherapy. The time 
these three spent in hospital for electroplexy 
prior to receiving psychotherapy is includéd in 
the mean time hospitalized in the initial 
hospitalization (Table II), which might thus be 
reduced from 39 days to 37 days/patient. This 
extra time spent in hospital also enters into thè 
calculation of mean doctor hours expended per 
patient (Table II). 


Taste II 


Features of treatment and management 
(+ = estimated figures) 


a 





Con- 
Treated trols 
Number in series .. - .. 96 36 
Mean days in hospital in the initial 
hospitalization... «e .. 98:9  40:75* 
Electroplexy, number of patients 
treated... ats x TEE. 25 
Mean Dr.-Pt. psychotherapeutic 
sessions per patient: 
Individual in-patient + EXE. 6-8 
Out-patient clinic D i 5:6 
Group in-patient . 8:9 
Group out-patient .. 92:2 
Totals .. Ss is .. 991  I2:4 
Percentage treated as out-patients .. 94% 66% 


Mean patient hours spent with doctor 


(+ controls) 2 x .. 797 114 
Mean doctor hours expended per 

patient, + E Ss ee III IIIA 
Mean relaxation class attendances 

per patient i se . 17°33 


Se 
* Indicates no statistically significant difference 
between the two groups at 5 per cent. 


Doctors’ time. Detailed estimates were made of 
the expenditure of doctors’ time on the Treated 
and Control groups. These were, of necessity, 
rough estimates but they are thought to be 
realistic. These show that the time expended 
per patient is almost equal for the two methods 
of treatment. In the short term the conventional 
method applied to the Controls was the more 
economical of time; but the re-admission to 
hospital of Controls was so much heavier than 
that of the Treated that over the 37 months of 


e~ 


a 


. 


4 
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the trial period the’ time expended on both 
groups became equal. It is of note that, for the 
same, expenditure of doctors’ time, the Treated 
patients averaged 80 hours in a psychothera- 
peutic situation against a maximum of 11} 
hours for the Controls. This, of course, is 
attributable to the group method. 

Gomparative data for Treated and Control 
"groups are shown in Table III. The fact that 
each group contains the same number of 
patients, 36, was accidental. There was no 

psychologist attached to the hospital, but 
psychological tests were arranged when this 
proved possible, though some patients failed to 
attend for them; no statistical difference at 5 per 
cent was found between the performance in the 
trial of tested and untested patients. The 
previous admissions of one Treated patient 
were excluded from the Table in order to obtain 
a realistic mean, she having been previously 
hospitalized for 381 days. Matching of the 
groups urider marital status is not good: but 
Malzberg’s (1940) figures indicate that spinsters 
and feme-sole are more likely to be hospitalized 
than married women or widows; and Parkes 
(1964) found that, for.18 months after bereave- 
ment, widows are likely to need medical support, 
so it would appear that this inequality in 
matching favoured the Controls. Social Class 
is after Hollingshead and Redlich (1958). 
Matching is poor amongst pathological per- 
sonalities, but it will be seen on Table IV that 
omission of patients with these diagnoses does 
not materially alter the main result. 


RESULTS 


Results are shown in Table IV. For reasons of 
family, distance and transport, 9 treated 
patients discontinued treatment before they 
felt ready to do so; a difference in the mean 
performances of these as opposed to the rest is 
detectable and is shown in Table IV. At least 
one well-being assessment was obtained for 71 
out of the 72 patients in the series, the exception, 
a Control, died during the trial. 

Patterns of readmissions. Comparison of the 
pattern or distribution of readmissions of 
Treated and Controls is of interest, these are 
shown on Fig. r. It will be seen that re- 
admissions of Controls are distributed evenly 
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Tase III 
Comparative data of the two groups of 36 patients 
Treated Controls 
Age s " .. Mean 38-8  34:9* 
I.Q. Raven Matrices (N 27,24) ,, 107-8 107:9* 
V.Q. Mill Hill 27,24) 5, 94:3 92-2" 
Neuroticism M.P.I. IN aad » 35:2  gr:1* 
Extroversion M.P.I. (N 27, 24:7  Q21'1* 
Duration of history in years 
(N 36, 36) » 8:2 
Days previously i in hospital per 
patient (N 36, n 55 
(N 35, 36 
Patients previously hospitalized 
Number 
(36, 36) 





8:3* 


I5*5  16:5* 


16 15* 
Marital status: 
Married and living with 
husbandatstartofstudy  ,, 
Spinsters throughout the 
study .. 3 
Feme-sole at start of study 3 
Separated during the study _,, 
Widows at start ofstudy.. _,, 
Widowed during the ae 55 
In Social Class II Js 
III sie 3x 
IV "S 
v » 
Diagnosis (often multiple): 
Anxiety reaction 55 
Depressive reaction Der us 
Hysterical reaction ve X 
Phobic reaction .. NES 
Somatic symptoms We 35 
Hypochondriacalreaction  ,, 
Pathological Personality: 
Inadequacy or passive 
dependence .. 55 
Antisocial or aggressive . 39 
Social problems, patients with : 55 
Money troubles .. A 55 
Marital problems, separa- 
tions .. 
rearing children alone » 
disharmony + violence  ,, 
Unwilling pregnancies, 


Nn 
N 
oo 
a 


NWN 
HOOD D WHOA~AIWOON OH 


DNN M 
WHO OO Con 000000 
M 


- 


D 
DAU OP OH 


n 


spinsters — .. WU. 33 
Problem children Wim. ESS 
Husband'sillhealth — ..  ,, 
Bereavements within family 

household during or up 
to a year before ae 35 4 3 
Living alone Se NDA: 7 o 
Language problem, of 
foreign birth .. SOS I o 
Total of problems .. 55 20 


* Indicates no statistically significant difference at 
5 per cent. 
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Taste IV 
Con- 
Treated trols 
Number in series .. 36 36 
Mean duration of study in 1 months 
(Range 17 to 37) .. 29°9 29:2 
Mean days rehospitalized per patient 
during study : 3:1 22:7 
Ditto for ‘Fully Treated? patients 
numbering 27 .. 2:7 
Ditto for 9 patients who discontinued 
treatment early .. 43 
Ditto adding 3 drop-outs to 96 
treated, total 39 . 3'5 
Ditto extracting ill-matched classes 
of patients: 
Pathological personalities, anti- 
social etc. .. 2:6 21:3 
Pathological personalities, in- 
adequate etc. : 3:1 21:9 
Number of patients rehospitalized 8 16 
Number of rehospitalizations .. 10 22 
Mean scores of wellbeing assessments: 
Family doctors’ (N 36, 34) 30:9  r19* 
Patients (N 32, 32 82.8 76:6 
Relatives (N 28, 31 82:7  7T'4 


Percentage improved, family doctors' 
estimates (N 35, 34) 83 65 


* Indicates differences statistically significant at 
5 per cent. 
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throughout the period in study and might there- 
fore be éxpected to continue thus indefinitely. 
But those of the Treated, with one exception, 
fade out at about the mid-point of the study 
period. This single readmission in the second 
half of the study period was one of the 9 patients 
mentioned above who, for reasons of distance, 
had failed to continue out-patient treatment for, 
as long as she wished. It is of note that no Treat- 
ed patient who had completed treatment was 
readmitted : readmissions occurred either during 
treatment or amongst those who had discon- 
tinued treatment before they wished to do so. 
In order to study further the usefulness of the 
method of treatment, patients admitted in the 
following two years, who fulfilled the same 
requirements, were reviewed (see Table I). 
The results of this uncontrolled study are -avail- 
able in Bovill (1965); they show a similar 
performance with regard to rehospitalization. 
Some further information about the Treated 
patients is of interest (Table V). The way in 
which these patients were accumulated and 
were discharged or left led to the attendance 
pattern of Fig. 2. Psychiatrists with preconcep- 
tions about the endlessness of psychotherapy 
may be relieved to see that in fact patients were 
——— Treated Patients 
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Fic. 1.—Pattern of rehospitalization. 
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. being discharged: throughout the study. But, of 
course, Fig. 2 does not reflect the total numbers 
present.at group meetings; these were being 
continuoüsly augmented by new admissions, and 
soremainedapproximately constant (see T'able I). 


TABLE V 
Duration of treatment and of independence of treated patients 
Number of patients treated . 36 
Mean months in study . 30 
Mean mónths under treatment 8.8 
Mean months without treatment 22:2 


Mean months after final discharge and 


up to end of study .. 19°4 
Patients who returned for further treat- 

ment after discharge 8 = 22% 
Patients ‘almost continuously under 


treatment - 2 
Patients independent at end of study .. 30 


It will be seen that at the mid-point of the 
study patients attending had fallen to 8, and at 
the end of the study to 4; but shortly after the 
end of the study 2 more sought further help so 
that the number claimed as independent is 30, 
83 per cent. It is interesting that the same per- 
centage was estimated as being improved by the 
family doctors. Figure 2 shows that in the 25th 
month attendance fel to 2; these 2 were 
continuously under treatment. Thereafter it 
fluctuated as patients returned for short periods 
of further treatment. 
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Factors which might influence prognosis. In con- 
sidering factors which may be supposed to 
influence the amount of psychotherapy which 
patients might require, the 27 patients who 
continued treatment for as long as they wished 
were reviewed. The factors reviewed were: age 
(20-59), I.Q. (R.P.M. 72-130) and duration of 
symptoms (0-28) years. Individual scores for 
these factors were graphed against the number 
of sessions each patient elected to attend. No 
clear pattern emerged on any graph. 

Thus, on the evidence of this small study, 
review of these factors is of no value in prognosti- 
cating the amount of group psychotherapy 
which a patient may feel she needs. 


Discussion 


Within its limits as to time and numbers the 
results of the trial suggest strongly that group 
psychotherapy and relaxation are beneficial to 
neurotics, and that a consistent course of this 
treatment can be provided without expending 
more doctors’ time than would be expended on 
the routine methods. The importance of the 
group method was obviously crucial; it was 
responsible for the essential economy in doctors’ 
time, for the flexibility which enabled patients 
to return to treatment when they felt the need, 
and for the fact that Treated patients spent a 
mean of 7 hours in a psychotherapeutic situation 
for every hour so spent by the Controls. But 
another factor which is thought to have been of 
great importance to the success of the treatment 
was the continuity of doctor, method and 
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fellow patients through the point in time of 
leaving hospital; this continuity is not always 
obtained under peripheral N.H.S. conditions, 
because it is common for a junior doctor to care 
for the patient on the ward while a consultant 
undertakes aftercare in the out-patient clinic, 
and even where the ward doctor, senior or 
junior, takes out-patient clinics, it may be 
geographically unacceptable for a patient to 
attend his clinic. But my experience led me to 
suppose that this geographical unacceptability is 
often either an unjustifiable assumption or a 
doctor factor rather than a patient factor. I found 
most patients prepared to put themselves to very 
considerable trouble and expense to continue 
treatment under the doctor they had known in 
hospital. 

Theory and method of psychotherapy. This was 
simple and didactic, it was designed to increase 
self respect and self understanding, to break up 
undesirable habits of thought, and thus to assist 
the patient to cope successfully with the diffi- 
culties of life. Each patient in turn introduced a 
subject for discussion, usually a symptom or 
problem, and this was discussed with me while 
the remaining patients acted as audience. 
Interpatient discussion occurred, but did not 
form a large part of the proceedings. Emotional 
outbursts were almost unknown in sessions, but 
were often reported as having occurred else- 
where and were then discussed in sessions. This 
matter will not be discussed further, psychiatric 
literature being already satiated with accounts 
of psychotherapeutic theories and methods. 

Drop-outs. Drop-outs were defined as patients 
who, while meeting the requirements of the 
trial, and having attended at least one group 
session, failed to attend ten sessions. Those who 
attended at least ten sessions were included in 
the trial. 
irty-nine patients fulfilled the requirements 
for the trial and attended at least one group 
session, 3 patients failed to attend ten sessions 
and so were classified as drop-outs. This is a 
drop-out rate of 8 per cent, which contrasts 
remarkably with Brill’s (1964) 43 per cent drop- 
out rate: but there are differences between the 
two studies which may account for this. 

Drop-outs could only occur amongst the 
"Treated, and so represented a possible source of 
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bias between the two groups. This was overcome 
by including the figures for readmissions of ` 
drop-outs amongst the results of the trial; they 
will be found in Table IV. 

Possible sources of bias. Anyone familiar with the 
work of a junior doctor in a peripheral hospital 
will know that I was never in a position to 
select patients for admission to my care or to 
that of any other doctor. From amongst those 
in my care I could have rejected for treatment 
those with a bad prognosis had I known of 
any reliable prognostic factors with which’ to 
guide my choice; but, though laboriously, my 
records and the hospital records room could 
provide proof that no suitable patient, was 
rejected from either group of the series. 

I was, of course, never in a position, to 
influence the management of Controls: but it 
might be thought that I could have reduced, 
unjustifiably, the in-patient time of Treated 
patients. Had I done so I would have first 
risked suicidal attempts; 12 out of the 36 had 
previous attempts on record, none occurred 
during the trial. Secondly, the family doctor, 
following the usual procedure, would have 
requested re-admission from the consultant 
concerned. This never occurred. The criterion 
for success, time spent re-hospitalized, was the 
subject of a discovery in the 18th month of the 
trial. Previously I had intended to use well-being 
assessments only. Figure 1 shows that by the 
18th month the divergence between the 
hospitalizations of the two groups of patients 
was already well established. 


SUMMARY : 

A trial on the outcome of treatment was 
carried out on two groups of 36 initially hospi- 
talized neurotic patients. The controls received 
individual psychotherapeutic sessions, some 
received electroplexy, and some were referred 
to out-patient clinics on leaving hospital; these 
were the routine methods in current use. The 
Treated patients joined open psychotherapeutic 
groups in hospital and continued attendance 
after leaving hospital for as long as they wished 
or could arrange to do so. They were also taught 
relaxation. The mean time in study was 30 
months, the range was 17 to 37 months. The 
main criterion of success was the extent to 
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which patients attained independence of the 
hospital as shown inversely by days spent re- 
hospitalized during the trial, at the end of 
which results stood at 7 : 1 in favour of the 
Treated. Results of well-being assessments were 
also significantly favourable. Doctors time 
expended on the two methods was found to be 
equal. Treated patients were under treatment 
by group psychotherapy and relaxation for a 
mean of nearly nine months, range 2-31; 
independent after final discharge for a mean of 
19$ months, range 0-34; 89 per cent were 
regarded as being independent of treatment at 
the end of the trial. No relationship was found 
to exist between the number of sessions which 
treated patients elected to attenti, and age, 1.Q. 
or duration of symptoms. It was concluded that 
a consistent course of group psychotherapy and 
relaxation is beneficial to neurotic patients and 
that this is not uneconomical in doctors’ time. 
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"Who is Educating Whom? 


A Study of the Mutual Influence of Schoolteachers, 


Youth Volunteers, Psychiatric Nurses and Patients in 
a Mental Hospital Project 


By T. E. LEAR and JEANNE LEWINGTON 


INTRODUCTION 


The following report is about the procedure 
which was developed to involve school young 
people with mental hospital personnel, and the 
transactions between people in multiple organi- 
zations involved with this are described. Youth 
volunteers working in a mental hospital were 
making some sort of impact which seemed 
worth looking at in more detail with tbe various 
people involved to seek meaning in a pheno- 
menon. The working relationship of a hospital- 
based Voluntary Services Organizer (J.L.) and 
a Consultant Psychiatrist (T.L.) is portrayed. 

T.L. writes: ‘As a psychiatrist I have been 
interested in the micro-experience of individuals, 
the meso-experience of small groups, and to 
some extent the macro-experience of organiza- 
tions, but I have hardly been involved with even 
small population studies, except distantly, 
regarding this as important to Sociologists. My 
attitude to voluntary helpers was faint, possibly 
hostile, although overtly I tried to be en- 
couraging on the theoretical basis that voluntary 
help added some lustre to life for people 
receiving other more substantial help. Like the 
morning dew, I considered it scintillated but 
soon evaporated and was not very important 
irrigation. My work, I felt, was with the 
professionals. Mrs. Lewington tells me that my 
attitude has changed, and I remind her that 
she is a professional even if those she introduces 
are not.’ 

J.L. writes: ‘I was appointed to the post of 
Voluntary Services Organizer at the St. Crispin 
Hospital Group, Northampton, in January, 
1970, and became responsible for organizing 
voluntary work at an 800-bedded psychiatric 
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hospital, a new hospital for the mentally 
subnormal, and three day hospitals. A good deal 
of preparation had taken place in the group 
before my appointment, which perhaps made 
staff less guarded towards me. The area 
psychiatric services operated three clinical team 
systems, each team headed by two Consultants 
with appropriate senior nursing staff and social 
workers, and each team working in a somewhat 
different way (5). I was invited to participate 
in team meetings and so was able to discuss 
proposals and plans easily within the hospital 
organization. I asked that each team nominate 
one ward as a Pilot Scheme in which voluntary 
help could be developed, the only criterion 
being that it should be one which wanted 
volunteers, as I felt it easier perhaps to expand 
from an accepting situation than a rejecting one. 
It is interesting that each team chose a women’s 
long stay ward, and indeed even now it is 
apparent that it is in this particular area that 
voluntary help is most welcomed. As part of 
my pursuit to recruit voluntary help from the 
community, and encouraged by the Newsom 
Report (7) which came out strongly in favour of 
community service being brought into the school 
curriculum, I wanted to involve school young 
people in voluntary help within our hospitals.’ 

Professor Caplan's (1, 2) influence in empha- 
sizing the community mental health dimension 
was important to both workers. 


PROCEDURE 
On 6 February 1970, J.L. telephoned Miss M., 
Deputy Headmistress of the Secondary Modern 
School almost immediately across the road from 
the mental hospital. There were already links 
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established between this hospital and the school 
which made the approach easy. A discussion 
‘between Miss M., the Headmaster and J.L. 
followed. It was decided that twenty of their 
sénior schoolgirls might be involved in a 


‘voluntary project as part of the school curricu- 


Ium. These were 14/15 year olds, in their final 
year at school and not preparing for ‘©’ levels, 
who could participate in the hospital programme 
on two half-days a week. 

The school staff and Voluntary Services 
Organizer spent a considerable time consider- 
ing the implications of these schemes and felt it 
was important that all volunteers should be 
‘genuine volunteers, parents must be contacted 


` to ensure that they were in favour, and staff 


and girls would need to visit the particular wards 
concerned. Soon afterwards a request came from 
the school to use the help of some of the boys as 
well as the girls, because they were anxious not 
to be left out, and this was agreed. There were 
exchange visits from a nursing officer at the 
hospital talking with school personnel and a 
member of the school staff meeting with hospital 
personnel. There was full discussion with nursing 
staff regarding possible jobs for the young people. 
This was followed by a visit from the boys and 
girls concerned, involving twenty-five young 
people, when there was a short welcoming talk, 
followed by a tour of the hospital, with parti- 
cular reference to the wards and departments 
where they would be helping. 

J.L. writes: ‘On the morning of Thursday, 
26th February, a group of rather anxious-looking 
boys and girls presented themselves in my office. 
I talked with them for a short while, making 
them welcome. They were each given a white 
coat and a badge with their name on it, which 
pleased them immensely. I then placed the 
young volunteers on their various wards and 
departments. On each occasion they were 
introduced personally to Sister and other 
nursing staff and made to feel welcome within 
the ward. I toured continually during the morn- 
ing to see how they were getting on and found 
them all busy and happy. Before they left they 
trooped into my office full of enthusiasm about 
their first morning with us.’ 

In setting up this project a great deal of time 
was spent in preparation, with nursing staff, 
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doctors, teachers and schoolchildren. In orga- 
nizing the help where possible a system of 
self-selection was adopted; young people who 
were friends went together into a situation. 
Once they were placed on a particular ward or 
department they stayed there, if happy, as it was 
felt that relationships would develop more easily 
in such a situation with patients and staff. The 
invitation for schoolchildren and school staff 
to talk with J.L. was kept open, and the setting 
for these talks tended to be more in her office 
than in the wards or occupational departments 
as time went on. A nursing officer helped them 
with some idea of their responsibilities and usual 
ward etiquette (e.g. a reminder that when they 
arrived or left a ward they should let the Sister 
or nurse in charge know). 

After a period of six months the project was 
enlarged by the inclusion of a girls’ school, and 
this meant that twelve additional volunteers 
started coming along to help one morning each 
week. A request from the girls to extend the 
time spent in the hospital was taken up by the 
Voluntary Services Organizer with nurses and 
then with teachers to find out their reactions. 
Both nurses and teachers were enthusiastic 
about this, and so the amount of time was 
increased. Subsequently, three more schools 
became involved in the same way until eighty 
young people from five schools were visiting 
and helping regularly in wards and departments 
of the St. Crispin Hospital Group. 

Rarely has a young Volunteer asked to be 
taken out of the scheme; rather, according to 
the teachers, there has been a waiting list of 
young people wanting to be included. Very soon 
many of the young helpers came back in their 
own time as well, particularly at holidays and 
weekends. 


CONSULTATION 

A Voluntary Services Organizer’s job is rather 
isolated within the hospital community, although 
a good working relationship was established 
with the Group Medical Director, the Group 
Secretary and the Principal Nursing Officer, 
who were supporting at all times. The relation- 
ship with the Consultant Psychiatrist (T.L.) 
can be described as follows. The V.S.O. 
approached him when something arose in her 
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work which she wished to discuss, and dis- 
cussion for about half an hour for one, two or 
three sessions about a particular experience 
followed, and then it was left for the V.S.O. 
to approach again about another matter as 
and when necessary. Thus the discipline in 
this working relationship was different from 
a supervising relationship. The V.S.O. felt 
able to look at her work not so much in the 
details of organization, but with the impressions 
about the reactions of those she was working 
with to the introduction of young volunteers 
to the hospital organization. She recognized 
the possibility that many people in the organiza- 
tion had a stake in what she was doing, and that 
their feelings must be carefully considered. The 
discussions concerned the preparation of school 
staff, voluntary helpers and hospital staff, and 
consideration of the techniques for helping 
people to deal with their feelings in introducing 
young people to the hospital community, more 
particularly in helping them to match their 
fantasy experience with the living experience. 
Also, how, for example, the V.S.O. could help 
with anticipatory guidance and the sort of 
individual or group opportunities for this. 
During the consultation the Consultant was 
asking himself—how far is the V.S.O. identify- 
ing the key staff members in schools and 
hospitals; is her involvement and investment 
appropriate in a given situation; how is she 
handling the youth volunteers and developing 
as a Voluntary Services Organizer? What are 
the difficulties and hold-ups which we can 
discuss in the context of her work with young 
volunteers, patients, teachers or nurses, or in 
terms of how the hospital system works? He 
was aware of the personal resistances of the 
V.S.O. at times, but these were never discussed, 
although he suspected in the exploration of her 
experience with some of the people mentioned 
she began to understand something of her own 
feelings. The Consultant was not the only one 
available or who was used by the V.S.O., 
but the V.S.O. did not go from one to another 
until she heard what she wished to hear. 
Another opportunity for the V.S.O. was with 
a series of consultations with psychiatric ward 
professionals, including the ward doctor, psychi- 
atric nurses and social workers, where she shared 
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some impressions of their ward experience in a 
rather intimate setting and participated ~in, 
detailed discussions about relationships, some. 
of these involving voluntary helpers. Following 
this her participation was more occasional, with. 
situations arising in a particular ward, then ` 
clarifying with the other professionals by means 
of mutual consultation how the volunteers were 
handled in the ward and the complications 
which could arise. ; 

Lastly, theré were psychiatric team meetings 
where clinical administration got dealt with.. 
There she could broadcast the outline of 
voluntary help projects which could be allocated". 
to different wards. The psychiatrist in this: 
meeting worked towards clarification of the 
issues raised in discussion, which may have 
helped towards decision making concerning the 
involvement of voluntary helpers. The hopes 
and fears about such projects could be publicly 
acknowledged in this setting. 


RESULTS 

T.L. and J.L. were interested to observe 
meaningful themes in the experience of young 
people from schools meeting with mental 
hospital personnel. For this purpose it was 
decided to meet with representatives of teaching 
staff from the schools, school young people, 
nurses and doctors, and patients, to hear about 
their impressions and to see what sense could 
be made of them. With each of these groups 
the balance seemed towards some sort of positive 
experience, as evidenced by a good deal of 
enthusiasm from each. The assumption in 
reviewing these discussions was that each group 
was getting something from the transactions (8). 


SCHOOLCHILDREN 

The first meeting was with some of the school 
young people. Many felt accepted by nurses, 
who they said were less formal than teachers, and 
instead of being told what to do they could find 
out what to do and find their own pace in the 
work. Spontaneous imaginations about the 
mental hospital before their arrival were com- 
pared with their actual experience in wards, 
and this was often recounted with humour. ‘They 
became acquainted gradually with the world and 
people of the mental hospital, and it was often 
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children and old people there who interested 
. them. They were more readily able to relate to 
«+ them than were older volunteers and other 
' visitors. They learned how to talk and do 
~; domestic tasks with them. Then more complex 
6 ‘experiences were reported. Two girls were 
involved with a ward mourning experience 


* when a child died. Many were involved with 


the body experiences of people in the ward, 
zand another young person dealt with an 
t experience of violence using resourcefulness and 
-y understanding. She said: 
X One patient hit a young nurse round the face. One hit 
` me with her first in the stomach. But I knew she had been 
a bit nasty to everyone and I thought—Well, it must be 
awful to be stuck in here. I went and helped someone else.’ 

As well as these less pleasant experiences 
they had a lot of fun with people in wards, and 
all in all there was an impression that these 
young people were taking out family experience 
from within, matching it with this hospital 
experience, and then putting it back again. 

Later they learned to deal with the reactions 
of parents and friends, and often their strong 
feelings of disgust, protection and rejection. 
There were some interesting comments on this, 
including an amusing exchange with a young 
girl with long hair and short skirt, who said: 
‘Mum didn’t mind my wanting to be a nurse, but my 
Dad didn’t want to let me.’ 

‘Why?’, J.L. said. 

‘Oh, he probably thinks it's catching! He says the hours 
arc too long, and if you get married you only get a day 
off. Dad thinks it's too hard a life. He doesn't known I'm 
here. Dad works nights and he's in bed now.’ 

Another girl who attended a Youth Club said 

that when she told her friends there she came to 
St. Crispin they laughed at her. She said: 
‘I told them—you might be one of them, and one day you 
might be old and be like that. But they laughed at me and 
said '"Ugh''! But I think if they came here they would like 
it, you know.’ 

They were very protective towards the patients 
whom they felt to be in their care, both the old 
and the young. One young helper said: 

“It’s like coming from home to home. When you have been 
with them for a while you think of them as your family.’ 

In hospital they would talk with adult people, 
like nurses and parents of children, as equals, 
and returning to the school there was some 
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tendency to talk with their teachers in like 
manner, at least about their hospital experience. 

The nurses felt that the experience was more 
complex than this, because at the same time as 
youth volunteers were treated as grown ups 
they received a lot of support from nurses and 
patients. They tended to meet and respond to 
the expectations of the staff. The support of 
nurses consisted in supervision with household 
tasks, but more importantly listening to their 
fears and showing trust in what they could do 
with patients. Moreover, it was possible for the 
nurses to draw attention to the possibility of 
being clever with people, which was different 
from being clever with lessons. One Sister said: 
"One of my young helpers said to me “Sister, I am no good 
at school—I’m a dunce!” But I have found out she is a 
lot brighter than I gave her credit for. She said she was 
hopeless at maths. We tried to tell her that that wasn’t 
everything. She is going to join us and I think she will 
make a very good nurse. She has a wonderful personality.’ 


SCHOOL TEACHERS 


The next meeting was with some of the 
teachers and heads of all the schools involved in 
the project. 

- These teachers were more articulate than the 
other groups, and their investment in this 
project seemed greater as well, and overall 
theirs was a communication of relief. They had 
seen young people who were bored, who were 
not doing examinations and whose need to 
contribute something was frustrated. These 
people did not respect teachers much and 
resented their discipline. Often a young person 
seemed silent and pessimistic in the class and 
beyond the interventions of experienced teachers. 
The teachers saw this as an opportunity for 
structuring time of those who were not doing 
examinations, secure in the knowledge that they 
would be having outside experience with 
support, though some put up with worries about 
them making the journey on their own from 
school to hospital. 

There was recognition from the teachers 
that young people need to feel important, and 
that talking down to them and repeated re- 
assurance in the classroom influenced them the 
other way. There was appreciation that authori- 
tativeness was less in hospital than in school, but 
even if discipline with nurses was different still it 
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was there, so the teachers were finding a way of 
sharing a burden of unpopularity in this respect. 
It was interesting that what followed was a 
change in attitudes of young people in the 
classroom towards cheerful optimism. They 
shared the hospital experience with teachers, 
often with a reversal of roles—the teacher 
having something to learn from the pupils, 
but there seemed little doubt that the pupil/ 
teacher relationship was enriched. It was 
mentioned how young people matched fantasies 
with actual experience, and in their recounting 
to teachers it seemed from their own reports that 
teachers had a similar vicarious experience. 
Sometimes the open communication in hospital 
may have stimulated less inhibited communica- 
tion in the class. The teachers felt that increased 
literacy in the classroom among some of the 
schoolchildren resulted from their experience in 
the project. One example of this was Janet. Her 
teacher said that at school she refused to speak 
and was extremely introverted in the classroom. 
She was a whole year in school and would not 
speak to anyone, but would hide in a corner 
with an Enid Blyton book. When she came to 
the hospital she was terribly withdrawn and 
shy. But she derived confidence from the experi- 
ence, in being needed by the elderly patients. 
She found she Aad to talk to them, and this made 
her communicate more at school. Her school- 
mistress went on to say that it was during this 
experience of helping in the hospital, in her 
third year with them, that Janet went to see 
her and opened up for the first time with her, 
and thanked her for giving her the opportunity 
to come to the hospital, and told her she wanted 
to be a nurse. 

Teachers saw this opportunity sometimes as a 
way of dealing with difficult young people who 
seemed subnormal or on the periphery of the 
class for some reason. The results often surprised 
the teachers because these young people found 
a new respect from their fellows with their new 
experience. In short, young people who went to 
hospital felt as important as those doing 
examinations. This made teachers realize that 
the school environment has limits for certain 
children, and they were influenced in seeing 
fresh potentialities with their pupils different 
from their abilities with school subjects. Some 
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teachers came to regard this aspect of learning 
to live in the community as a proper educational 
endeavour. : 

In one school the teachers were quite per- 
ceptive about the different sensitivities of girls. 
with spastic young people and frail old people, 
and it came through that patients were pre- 
pared to spend time and trouble talking with 
girls. What teachers were so busy with, on the 
other hand, that they could not do the same: 
was not clarified, beyond their involvement:: 
with a school organization which was ever: . 
increasing in size. It was fascinating that one `. 
headmistress had worked out that it would `. 
take her two years to spend half an hour indi- 
vidually talking with all her girls. This same 
headmistress also went on to say: 


*When we talk about such things as a girl not being good 
at anything, what we are really saying is that this girl is 
good at something, but in four years we haven’t been able 
to find out what, and this might be a reflection on us. 
That an Institution like yours can find them useful is a 
tribute to you. It has been borne in upon this type of pupil 
from schools and homes that they are useless, and by the 
fourth year they really do feel useless in themselves.’ She 
said—'We say things on the spur of the moment, and it 
goes in and stays in. They come into a fresh situation here 
at your hospitals and people accept them for what they are.’ 


With this sort of hospital experience contact 
between teacher and parents was increased. The 
prejudices of parents in turn were dealt with, 
where necessary, either directly by teacher 
discussing with the parents, or teacher enabling 
the young person to deal with a parent's fear. 
The teachers were hopeful that at least the next 
generation would be influenced differently 
when parents have doubts, but with this sort of 
parent in the project, the teacher feels supported 
by colleagues and the Voluntary Services 
Organizer in influencing a young person to 
participate. 

Sometimes the teachers felt that young people 
were helped with career choice, particularly 
with regards to nursing. 

More generally, the effects on the school 
community were interesting because the venture 
provided excitement for teachers and a certain 
sense of isolation of school from the general 
community was decreased. 

There was a sharpened awareness, too, of staff 
differences between younger and older groups of 
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teachers in their differing attitudes to this 
7 opportunity. Those teachers who saw this as a 
à means of testing a young person's responsibility 
* not possible in the classroom had their notion 
` that they would respond confirmed. 
It was clear, too, that the sample of teachers 
x; was biased in favour of the project. 


M NURSES 
‘,  In:the discussion with nurses some time was 
> spent in clarifying the support which young 
people needed and how this was offered by 
nurses. The nurses felt gratified in supporting 
them and interpreting their experience like 
wiser and older sisters. More than this, however, 
from their reports it became clear that nurses 
have a sense of adventure and exploration with 
voluntary helpers which they described as a 
new, almost creative, experience. They were 
enabled to see fresh possibilities with patients 
who very often became stuck in a situation of 
getting care from nurses. Their own resources 
for care were stimulated in patients by young 
helpers which nurses noted sometimes with 
surprise. About a long stay ward a nurse said: 
‘Something is missing in a situation like this. Patients 
coming into hospital lose their identification with their 
children and grandchildren. The women in this ward, for 
example. They don’t have an opportunity again to relate 
to younger people. They lose their mothering instinct. 
When these youngsters come in it revives this for them.’ 
Another finding, already mentioned, was 
some impetus to nurse recruitment by self 
selection of youth volunteers after ongoing 
experience in the psychiatric ward. The recruit- 
ment of nurses is an important factor in this 
involvement of youth volunteers. Emma, for 
instance, eventually joined the nursing staff as 
soon as she left school. She felt at the time she 
did not really belong as a volunteer, but as a 
member of the nursing staff she was fully 
accepted. However, some time afterwards, when 
saying how much she enjoyed nursing and 
talking about the transition from being a 
volunteer to a member of the nursing staff she 
commented that the whole atmosphere had 
changed, in that the many young people going 
to wards now had fair treatment and fun, unlike 
the time when it was all so new and the staff 
had not got used to the newcomers. 


WHO IS EDUCATING WHOM ? 


PATIENTS 


The patients of two wards involved were less 
articulate, but gave a glimpse of their im- 
pressions. First, there was a good deal of 
pleasure in anticipating the visits of young 
volunteers, which were awaited with the dignity 
of people regarded as adults rather than infants 
by these young people. 

The care received from volunteers was in 
terms of company and body care. Company 
consisted in talking, playing games and records, 
going out walking, shopping and choosing 
clothes together. Body care was beautifying, 
feeding, toileting and taking medicines. 

Often patients recalled childhood and their 
own mothering experience with relish. They 
received news and impressions of the outside 
world and voiced their approval or disapproval 
of what they could see, like the young women 
coming in miniskirts. Sometimes more complex 
experience seemed to be lived out through that 
of thc young helpers. A fragment of conversation 
between two patients in one of the meetings 
went like this: 

Mrs. P: ‘One of the girls told us that the 18-ycar-old boy 
who was found dead in the gravel pits before was 
a friend of her brother. It was her own brother's 
friend. She was upset.’ 

Miss T: ‘They got him out didn’t they?’ 

Mrs. P: ‘Yes, but he was dead.’ 

There were opportunities for patients to give 
understanding, support and sweets to young 
volunteers, whereas with older volunteers it was 
they who brought gifts to patients. One patient 
said of another: 

‘Our Mrs. G., she talks to them a lot and cuddles them. She 

really loves them you know.’ 

Mrs, J: ‘Don’t the youngsters get anything for coming ?' 

J-L.: “No, nothing.’ 

Mrs. J: ‘We bought some chocolate for them the other 
day. They talk to us a lot—I like to hear them.’ 


In the other ward meeting (6) there was quite 
an exchange between Sister and Florence, who 
was one of the patients being asked what they 
felt regarding the young helpers. Florence was 
a plain, middle-aged woman, sitting bolt up- 
right in her chair and with a very straight face, 
who did not appear to give an inch. 


Sister: *What do you think of them, Florence?' 
Florence: "They're silly.’ 
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Why are they silly?’ 
: ‘Because they are: they don’t do anything when 
they do come.’ 
‘They do—they always ask you to go for a walk 
or a cup of tea.’ 
: "They don’t ask me.’ 
‘You went with them last Friday, Florence, You 
went with the girls and had a cup of tea.’ 
: No answer. 
Which of the girls talks to you and you won’t 
answer her—is that Linda?’ 
: ‘I do answer.’ 
‘She always makes a point of talking to you, but 
you don’t answer her.’ 
: ‘Yes I do.’ 
Sister then went round the circle asking the 
different ladies what they thought of the young 
volunteers. All the patients waxed enthusiastic 
—how good they were, how they enjoyed a 
conversation, how they played cards together. 
Mrs. C, a lady who sat there throughout in a 
big hat thought they were ‘extremely nice girls’ 
and had got ‘nice ways’ with them. 
Sister finally turned to Florence and said: 
‘Do you agree with all this Florence? You said 
they were silly. Do you still think so?’ 
No answer. 
‘Go on then, say something,’ said the lady in the 
hat. 
‘Every time Linda comes through that door the 
first person she comes and speaks to is Florence, 
but she always gives her a snotty answer.’ 
With a terrific effort . . . ‘I do talk to her.’ 
‘That surprises me, Why does Linda like you 
Florence?’ 
Florence: ‘I don’t know. She talks to me while I am in 
bed.’ 
‘But I notice you don’t go to bed now when you 
know Linda’s coming, do you Florence?’ 
No answer. 


In this dialogue with Florence, Sister over- 
comes the initial denial with her persistent 
questioning, and she indicates to Florence that 
she does not overlook the usual respect for people 
because she is a mental hospital patient. The 
young person visiting stimulated this sort of work. 


Sister: 


Florence: 
Sister: 


Sister: 


Discussion 

There seems to be enough evidence to show 
that a learning experience with youth volunteers, 
teachers, parents, nurses and patients occurs. 
The learning may not be in much detail, but 
very many people are learning in the situation. 
Perhaps the spread is thin, but the width is 
considerable. If teachers, nurses and parents 
learn with this experience, then what the school- 
children and patients learn can stay with them. 
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Otherwise the learning may be unlearnt when. - 
school young people return to classrooms and - 
families. The reversal of new attitudes of youth 
workers returning to their communities from 
work camps, due to the influence of key com- 
munity people, was well described by A. Gillette = 
in his book, 1,000,000 Volunteers (3). By including .- 
teachers and nurses in the dialogue in this ` 
project, it seems that teachers are less likely to 
damage the younger, not so bright, children in 
school, and nurses are able to take another look 
at their patients so that over-fostering is 
diminished. 

Discussion with parents about this project 
was left with teachers, but a better procedure 
may be to meet with them at some stage in the 
preparation, possibly by the Voluntary Services 
Organizer talking at a parent/teacher association 
mecting. 

Risks, such as sexual incidents, can only be 
dealt with satisfactorily if senior officers of the 
various organizations involved have enough 
mutual trust to meet promptly and discuss 
sensibly, so that an episode can be understood 
and the procedure modified if necessary. It 
seems likely that the white coats which were 
provided not enly made young volunteers feel 
important, but had protective significance as 
well. A dialogue with the local press may result 
in articles about this work, which could help in 
this respect, because alarm in a familiar social 
setting is less dismaying than when the situation 
seems unusual. 

Another sort of risk is that the timetable 
differences of school people doing examinations 
and those who are not may lead to the former 
having less opportunity for this kind of educa- 
tion. This could be divisive in these circum- 
stances and, furthermore, may perpetuate a 
system wherein academic skills are highly 
valued and interpersonal skills undervalued. 

For those schoolchildren who participate the 
emphasis does appear to be with education and 
not with service. 

Nurses found having youth volunteers extra 
effort, but welcomed this because their ward 
experience became more interesting. In this 
sense they were also doing voluntary work. 

It seems that, in spite of cultural differences, a 
youth volunteer programme in America, such 
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as described by R. Glassmann (4), can work in 
this country, but this report enquires more ex- 
tensively into the complexity of various 
influences. 

It seems important to question what the 
mental hospital represents in terms of a com- 
munity experience, and this would include the 
location, as it were, of irrational, delinquent, as 
well as intimate and deformed body experiences. 
Insofar as some re-evaluation of mental hospital 
experience is possible towards respect, it follows 
that some possibility of increased awareness and 
appreciation of similar inner personal experience 
develops in those people involved with this 
project. This must be a proper endeavour of 
primary and tertiary prevention in the field of 
mental health. 


SUMMARY 


The procedure for introducing youth volun- 
teers from five schools to work in a mental 
hospital is described. The working relationship 
of a hospital-based voluntary services organizer 
and a consultant psychiatrist is portrayed in 
the work. 

The experiences of school young people, 
teachers, psychiatric nurses and patients was 
sampled by discussion with representatives from 
each of these groups. Themes of interaction were 
clarified which provide evidence that this was a 
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project involving primary and tertiary pre- 
vention in the field of mental health. 
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Incest 
I: Paternal Incest* 


By NARCYZ LUKIANOWICZ 


I. INTRODUCTION 

I. History and geography of incest 

Paternal incest has been known and recorded 
in all periods of history and in all types of 
civilization. It seems to be a universal pheno- 
menon which does not recognize any historical, 
geographical, racial or social boundaries: it 
- was practised by royal families in classical 
Egypt, Greece, Peru and Japan; it occurred 
among some ruling families in mediaeval 
Europe; nowadays it has been reported in most 
industrial countries of Europe and America, as 
well as in the remote islands of Polynesia. 
Incest seems to exist everywhere, in spite of 
the fact that it is regarded as taboo in many 
primitive societies (Cooper, 1932; Freud, 1919; 
Walker, 1940), and is condemned in all Western 
societies, both by the Church, which regards it 
as a serious ‘sin’ and by the Law, which makes 
it an indictable offence. 


2. Literature 

Compared with the anthropological literature 
onincest (Bullock, 1931 ; Cooper, 1932; Devereux, 
1939; Frazer, 1910; Gordon, 1949; Malinowski, 
1927; Mead, 19632, 1963b; Nieuwenhuis, 1929; 
Rank, 1912) the psychiatric literature on this 
subject does not seem to be as large as might be 
expected. Yet, in spite of its relative scarcity, it 
includes papers from all continents with the 
apparent exception of Africa. This, of course, 
does not mean that incest is not known or 
practised there too. 

Most psychiatric publications on incest came 
from the U.S.A. (e.g. Howard, 1959; Kaufman 
et al., 1954; Lustig et al., 1966; Raphling et al., 
1967; Rhinehart, 1961) and from Europe (Colin 

* An abbreviated version of this paper was read at the 
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etal., 1966; Ebner, 1937; Gerchow, 1965; Maisch, 
1965; Phillip, 1966; Pirozynski and Scripcaru, 
1963; Rennert, 1954; Scripcaru et al., 1966); 
only very few papers appeared in other parts of 
the world, e.g. in Australia (Medlicott, 1968), 
in Canada (Cormier et al., 1962) and in Japan 
(Kubo, 1959). 


II. THe PRESENT PAPER 


1. Paternal incest in County Antrim (Northern Ireland) 

The present study is concerned with the 
problem of father-daughter incest in Co. Antrim 
only. We have come across cases of this type of 
incest mostly accidentally. A few girls were 
referred to us by the Juvenile Court, but the 
great majority of subjects were women referred 
to our out-patient clinics by their family doctors 
with various ‘nervous’ complaints. Some of 
them, quite casually, reported incestuous ex- 
periences with their fathers in their childhood. 
Such statements were made rather unexpectedly 
and quite spontaneously, without any question- 
ing or prompting on our part. 

We are aware of the fact that by adopting such 
a restrained attitude we have probably missed a 
great number of possible cases of incest. Yet even 
with this guarded and passive approach we 
have collected 26 cases of paternal incest. We 
know of g further such cases (all of them were 
the sisters of our patients), but as they officially 
were not our patients we have not included 
them in the present survey. 


2. The material 

This has been obtained from: (1) our child 
guidance and family psychiatry clinic in 
Whiteabbey Hospital, (2) a Remand Home and 
Training School for Girls, (3) and (4) our 
psychiatric out-patient clinics in two general 
hospitals, and (5) Holywell Hospital, a psychi- 
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atric hospital in Antrim, serving the population 
of County Antrim of an estimated 330,000. 


3. The distribution of paternal incest 

The distribution of paternal incest among the 
patients from these five sources was as follows: 
(1) among the 100 unselected girls referred to 
our child guidance clinic we have met with 3 
cases of paternal incest; (2) among the 100 girls 
in the Remand Home there were 10 cases of 
paternal incest; (3) and (4) among the 150 un- 
selected out-patients in each of the two clinics 
in the general hospitals there were 4 cases of 
reported father-daughter incest in each group; 
(5) among the 150 unselected consecutive 
female admissions to Holywell Hospital there 
were 5 cases of alleged paternal incest. Alto- 
gether we have encountered 26 cases of paternal 
incest in 650 unselected patients, which would 
suggest that about 4 per cent of female psychi- 
atric patients from the South-Eastern and the 
Central parts of Co. Antrim have had incestuous 
experiences at some time in their childhood. 
Unfortunately this fact does not give any 
indication of the prevalence of paternal incest 
among the general population of the county. 


4. Classification 

Incest can be easily classified into three 
categories: (1) Sexual relations between a 
parent and his/her child; (2) Sexual activities 
among the siblings, and (3) Sexual relations 
among the other blood relatives. The first group 
can be further subdivided into: (a) incestuous 
relations between fathers and daughters, and 
(b) incestuous relations between mothers and 
sons. 

From our experience it would appear that 
sexual relations between fathers and daughters 
is the type of incest most often found in County 
Antrim: we have encountered 26 (in fact 35) 
such cases, as against only 3 proved cases of 
incest between mothers and sons. 

A similar pattern of sexual behaviour also 
seems to prevail in culturally quite different 
societies. Thus, Malinowski (1927) reported that 
among the Trobrianders *. . . the father-daughter 
incest seems to be incomparably more frequent 
... than that between mother and son’. Kubo 
(1959) made a similar discovery in his study on 
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incest in Japan: among his 36 cases of incest 
among blood relatives there were 31 cases of 
father-daughter incest, against only 2 cases of 
mother-son incest. 

In the present paper we will concern our- 
selves exclusively with the father-daughter type 
of incest. All other types of incestuous relations 
will be dealt with in another paper. 


III. CLINICAL ILLUSTRATIONS 


We propose to classify our material into four 
groups, according to the effect which the 
paternal incest seems to have had upon the 
development of the girls’ personality and their 
later behaviour: (1) Girls who later became 
promiscuous, (2) Girls who became frigid, 
(3) Girls with some neurotic reactions, and 
(4) Girls who showed no ill effects. 


Group I: Girls who later became promiscuous 

Case 26, Miss ‘Z’, 14, a schoolgirl. Her father, now 94, 
was illegitimate. At 17 he took up lodgings with a single 
woman of 33, who had an illegitimate daughter of 16. 
Soon the man became this woman’s lover, but at the same 
time he engaged in sexual relations with her daugher who 
later gave birth to ‘Z’. The child’s mother and grand- 
mother continued sharing her father. When ‘Z’ herself 
was about 11 her father initiated sexual relations with her 
too, with the tacit approval of his wife and her mother. 
Soon ‘Z’ became promiscuous with boys at school and in 
the neighbourhood. For the past year the father had 
occasionally had sexual intercourse also with his younger 
daughter ‘Y’, now almost 11. Her comment: ‘Oh, I enjoy 
it, and he always gives me sweets afterwards.’ ‘Z’ sometimes 
becomes jealous and then threatens her father: “You leave 
her alone, or I'll report you to the Police.’ But she never 
has, and she continues her relations with her father, 
sharing him with her younger sister, her mother and her 
grandmother. Everybody seems to be quite happy in this 
rather unusual household. 


Group II: Girls who became frigid 

Case 11, Mrs. ‘K’, aged 19, had a most unhappy child- 
hood: her father, an unemployed labourer, has had sexual 
relations with her since she was 6 years old. Two years 
later he started ‘hiring’ her out for sexual intercourse to 
their middle-aged bachelor lodger. The patient met her 
future husband at work when she was 17, and married him 
within a few weeks. However it turned out that she was 
‘frigid’, or rather horrified of any sexual relations. After the 
wedding the couple went to England to live with the 
husband’s parents. Unfortunately Mrs. K’s father-in-law 
soon began making sexual advances to her. Finally she 
complained to her husband. There was a family row, and 
the young couple were turned out of the house. Then the 
husband decided to go back to Ireland and to stay with his 
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wife's parents until they could get some accommodation 
on their own. Mrs. ‘K’ was most unwilling to go to her 
parents! house, but she was afraid to tell her husband why. 
As soon as they moved in, her father forced her to resume 
incestuous relations with him, threatening to expose her to 
her husband if she refused. She had to yield, but became 
depressed and made a suicidal attempt. When seen in the 
emergency ward, she stated: 'Í have never loved my 
husband. I married him to get away from my father. And 
now he has forced me to come back to my father and to 
go through it all again. I hate sexual intercourse. I get stiff 
with fear when anybody approaches me with sex. I can't 
stand it any more...’ 


Group III: Girls who developed neurotic reactions 

Case 20, Miss ‘T’, 18, a typist, began sexual relations 
with her father when she was 7. The mother pretended not 
to know anything about it. At 14 ‘T’ became pregnant. 
She reacted with depression and a suicidal attempt by 
taking drugs and slashing her wrists. Her pregnancy was 
terminated and the father was sent to prison for three 
years, However, after serving his sentence he at once 
resumed the incestuous relations, This girl eventually 
married a man twice her age (father image), after repeated 
spells of chaotic promiscuity, alternating with depressive 
episodes, suicidal attempts and several readmissions to 
hospital. 


Group IV: Girls with no ill effects 

Case 22, Mrs. *V’, 33, with 4 children, was 8 when her 
mother left the house and went to live with another man 
(in the same street) whose wife had left him with four 
children. Since then V's father, who was then $2, started 
sexual relations with her. After four years he obtained a 
divorce and married another woman, but continued the 
incestuous relations with his daughter, until his new wife 
caught both of them in bed and expelled the girl, who was 
then 15. ‘V’ went to live with her grandmother until she 
married at 19. Her marriage is quite happy, her husband 
knows about her past, and is quite philosophical about 
that: ‘Don’t worry. Many fathers have intercourse with 
their daughters. You just have to accept it) Mrs. “V? is 
sexually well adjusted, and has no bad feelings towards her 
father: ‘Oh, I don't mind it. I think it was quite natural 
for him to do so after his wife had left him. Besides, I 
know that he loved me. 


IV. Discussion 
(a) General factors 
1, Social class and environment 
Although in ancient Egypt, Peru and Japan 
incest seems to have been the ‘privilege’ of the 
royal families, whilst it remained forbidden to 
other members of society, nowadays incest is 
not confined to any special social class. 
One might perhaps expect more cases of 
incest in families living in social isolation, for 
instance in some remote rural areas, where 
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social contacts with eligible members of the 
opposite sex outside the family would be limited 
and infrequent. Indeed, Weinberg (1955) found 
a rather high incidence of incest in both rural 
and urban subcultures in the U.S.A. isolated 
from the ‘cultural mainstream’. Also, most of 
Kubo's (1959) incestuous subjects lived in-small 
settlements or family groups in remote moun- 
tainous parts of Japan. 

According to our experience in Co. Antrim, 
incest seems to occur mostly among. working 
class families living in cramped quarters in 
industrial towns. Thus, 19 fathers out of 26 
belonged to Social Class V (cf. the class defini- 
tions of the Registrar General, 1968), 4 belonged to 
Class IV, and 3 belonged to Social Class III. 
We have met also with cases of incest among 
working class families in Bristol (England), and 
Alexander Leitch (1956) told us of cases of 
incest among the working class population in 
Glasgow (Scotland). Lustig (1966) expresses a 
similar view on the prevalence of incest in lower 
social class families in the U.S.A. Most authors 
(e.g. Flugel, 1926; Riemer, 1940; Sonden, 
1936) emphasize the importance of the low 
living standards and of cultural isolation in the 
aetiology of incest. 


2. Housing conditions 

Of the 26 families under survey 5 lived as 
tenants in private dwellings, as a rule very old, 
neglected, crumbling and delapidated, without 
the most essential amenities (4 of them with 
water supply and toilets outside the house). 
Eighteen families lived in houses belonging to 
the Local Authority, or to the ‘Northern 
Ireland Housing Trust’. These houses were 
soundly built and had all amenities (i.e. bath- 
rooms and toilets); each house had a small 
garden, some had a garage. All these houses 
were standard 3- or 4-bedroom houses, but 
many were still over-crowded because of the 
large number of children in most families: an 
average family had 6 or 7 children, but some 
had up to 12. The remaining 3 families lived in 
their own houses, rather small, but fairly com- 
fortable and usually well furnished. Two of 
these families belonged to Social Class III, one 
to Class IV. 

Many investigators, e.g. Flugel (1926), Hirn- 
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ing (1947), Sonden (1936), regard overcrowding 
as at least a contributory factor in the occurrence 
of incest, and Weinberg (1955) drew attention to 
the rise of incest at times of housing shortage. 
On the other hand Cavallin (1966) thinks that 
‘there is little evidence that deprivation, low 
inteligence, overcrowding, and isolation are 
significant contributing factors’ in incest. 


(b) Personal factors 
I. Age 

The age of our patients at the time of their 
referral ranged from 11 to 33 years, at the start 
of their incestuous relations it was between 5 
and 14 years, the mean age being 8$ years. The 
fathers age at the onset of their incestuous 
behaviour ranged from 29 to 41, the mean age 
being 324 years. 

Here are some comparisons: Merland ¢ al. 
(1962) found a similar age range in their 34 
fathers: most of them were in the 30 to 40 age 
group; over 70 per cent of their daughters were 
between 10 and 20 years old. In Cavallin's 
(1966) 12 cases the average age of fathers at 
the time of detection was 39 years, of daughters 
13 (the youngest was 3 and the oldest 18 years 
old). He noted that 'the incestuous relationship 
took place with more than one daughter in 
about 40 per cent of cases. Other writers, e.g. 
Evensen (1933), Kaufman et al. (1954), Wein- 
berg (1955), found the daughters! ages to be 6 
to 15. ‘The fathers typically began incestuous 
activity around the age of 40, selecting the 
oldest daughter . . . as the first partner but 
subsequently trying to initiate incest with 
other accessible daughters’ (Weiner, 1962). 
Cowie, Cowie and Slater (1968) believe that the 
fathers chose their daughters at such an early 
age because of their infertility at this age. 


2. The duration and the frequency of incestuous relations 

The duration of the incestuous activity in our 
group varied from 4 months to 12 years, the 
average being 8 years. The frequency of inter- 
course was much more difficult to establish 
with any accuracy, but it seems that in most 
cases it took place between once a week, 
usually at the weekends, and almost every night. 

Our impression was that the girls in whom 
the frequency of intercourse was high belong to 


two groups: to those who later became 
promiscuous, and to those who did not show 
any ill effects from their clandestine relations. 
If this observation was correct, one might assume 
that the participation in the incestuous activities 
on the part of these girls was not entirely 
passive, and that perhaps some of them even 
enjoyed their role of the ‘little mother’ (e.g. 
Mrs. ‘V’, our Case No. 22, was happily married 
and sexually well adjusted, and had no bad 
feelings toward her father: *Oh, I don't mind it. 
I think it was quite natural for him to do so 
after his wife had left him. Besides, I have 
enjoyed it' Also her husband, who was told 
all about it before the marriage, was quite 
philosophical in this matter: ‘Never mind. Many 
fathers have intercourse with their daughters. 
You just have to accept it.' T'hose were the girls 
who later used to ‘pick up’ adult males as their 
sexual partners—a ‘father image’. Weiner 
(1962) expressed a similar view: ‘As described 
in the literature the length and frequency of 
these incestuous contacts and the absence of 
any complaints on the part of the daughters 
indicate that these girls were not merely helpless 
victims of their fathers’ needs but were gratified 
by the relationship... . 


3. The size of the family 

This ranged from 4 children in five families 
to 12 children in one family. Altogether our 26 
families had 183 children, which means an 
average of 7 children. This is well above the 
average for County Antrim with an estimated 
mean of 44 children per family. 


(c) Personality profiles 

1. The fathers 

The fact that most of our fathers (about 70 
per cent) were habitually unemployed at a 
time of full employment (1967-1968) and lived 
with their families in subsidised ‘council houses’, 
on unemployment benefit, family allowances, 
supplementary benefits, etc., would suggest in 
itself that these men must have had an inade- 
quate, and often an antisocial personality. 
Clinically none of them was psychotic or 
frankly neurotic, none suffered from an organic 
illness or any form of disability. Only one of 
them twice developed a ‘reactive depression’ 
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and got himself admitted to a psychiatric 
hospital—on both occasions when his incestuous 
activities became exposed and his arrest and 
prosecution were imminent. Yet his ‘depression’ 
did not prevent him from establishing incestuous 
relations with the third of his four daughters, 
as soon as the danger of prosecution was over. 
Similarly none of Weiner’s (1962) five fathers 
was psychotic. 

The profile of a ‘typical’ incestuous father 
emerging from large numbers of men seen by 
different writers (e.g. Riemer (1940) had seen 
100 fathers in Swedish Courts; Weinberg (1955) 
reviewed the files of 159 fathers convicted for 
incest in Illinois) is as follows: he comes from 
a ‘broken home’; his parents were seldom 
employed; he had little schooling and left 
home before the age of 15, but worked only 
sporadically at various labouring jobs (Weiner, 
1962). 

The personality of fathers in our group, as 
assessed on the basis of the histories obtained 
from their daughters and wives, and the 
reports of our psychiatric social workers, was as 
follows: 14 fathers appeared to have been 
inadequate psychopaths; 5 seemed to have been 
aggressive psychopaths with several convictions and 
gaol sentences, mainly for disorderly behaviour, 
assault and violence, and 2 of them also for 
incestuous relations with their daughters; 4 men 
were alcoholics, and two of them had been in 
gaol for breaking in and stealing. Altogether 7 
fathers served gaol sentences for various offences. 
All these men seemed to have been of average 
intelligence. 

Five fathers had sexual relations not only 
with their daughters who were our patients, but 
also with their other daughters: one father with 4 
daughters; two with 3 daughters, and two 
fathers had incestuous relations with 2 of their 
daughters. As almost all these men had inter- 
course with their wives as well (and two also 
with their mistresses who lived with tbe family 
—with the wife's blessing), one may conclude 
that these men apparently had an unusually 
strong sexual drive, and either very weak or no 
inhibitions. Weinberg's (1955) fathers also were 
sexually demanding: they had intercourse 
frequently and their wives complained about 
lack of any affection in their husbands. 
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2. The mothers 

None of our mothers was psychotic, and most 
of them appeared to be ‘normal’, hard working 
and much suffering women, usually with large 
families, and either a habitually unemployed, 
inefficient, ‘good for nothing’ husband (in 14 
cases), or an aggressive and demanding husband. 
(in 12 cases). 

In spite of this only two mothers charged their 
husbands with incest. In both cases the husbands 
went to gaol and the marriage ended in divorce, 
In both these instances, as in Malmquist’s (1966) 
two cases ‘the mother played the role of a 
martyred victim who had been abused by her 
husband’, although for years she must have 
been not only aware of incest between her 
husband and her daugher (our Case 3), but 
might even have tacitly encouraged it (one of 
Lustig’s (1966) mothers). Also, according to 
Weiner (1962), the mothers ‘often encourage 
such activity by frustrating their husbands 
sexually, deserting them in some fashion, and 
leaving the daughter to assume the maternal 
role’ (cf. also a similar case of Lustig (1966)). 
This view is supported by findings of other 
writers, e.g. Ebner (1937), Kaufman et al. 
(1954), Riemer (1940) and Weinberg (1955). 
In Ebner’s group of 100 mothers 44, for various 
reasons, were not available as sexual partners. 

Heims and Kaufman (1963) thus characterize 
these mothers: they ‘were infantile persons 
pushing the daughters prematurely into the 
mother role, including the incestuous relation- 
ships with the fathers’. A few of them showed 
what Lustig (1966) defined as ‘ego fusion 
between mother and daughter’, and a complete 
role reversal with their daughters. 

From the study of Kaufman et al. (1954) it 
appears that most of their mothers also were 
dependent and ‘infantile’, very attached to their 
own mothers (Lukianowicz, 1971), and afraid 
of responsibilities, which they were quite happy 
to leave to their teenage daughters. Like their 
husbands, most of them left home and school 
early—either to go to work or to marry. 

There was evidence that at least 10 of our 
mothers were fully aware of what was going 
on between their husbands and their daughters, 
but they chose to keep quiet, some of them 
probably because they were afraid of losing their 
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husbands. These women were extremely de- 
pendent on their husbands and would have 
allowed them to do anything they wanted for the 
price of remaining with them. Similarly some of 
Cushing's (1950) mothers claimed that they 
were much 'too fond of their husbands to 
bring charges against them'. 

However there were other reasons too: e.g. 
two of our mothers were themselves promiscuous 
and had eloped with their lovers even before 
their husbands started incestuous activities with 
their daughters; 6 further mothers were frankly 
promiscuous and would even bring men home 
when their husbands were out. So they were 
apparently quite happy to tolerate their 
husbands’ ‘unfaithfulness’ with their own daugh- 
ters, as long as their husbands did not object to 
their own promiscuous behaviour. Two mothers 
were frigid and agreed not only to being re- 
placed by their daughters, but also to their 
husbands’ keeping a mistress at home (in one 
case the wife and the mistress became so fond of 
each other that they still live together, three 
years after the husband’s death). 

As far as the mother’s personality is concerned, 
12 of them did not show any gross deviations; 
8 were probably psychopaths (the promiscuous 
mothers); 2 frigid women showed symptoms of 
hysterical personality; 3 were excessively 
anxious; the personality of one mother could 
not be assessed because she died 8 years before 
her daughter was referred to us. 


3. The daughters 

At the time of their referral one girl was 
almost psychotic (Case 20), a few girls showed 
some neurotic symptoms, and almost half of 
them presented various forms and degrees of 
character disorder. It is difficult to say how 
much these disturbances were due to their 
early incestuous experiences, as it is impossible 
to talk about these girls’ personality before the 
incestuous relations took place, when most of 
them were only about 8 years old. 

However, one may try to speculate on the 
kind of impact the incestuous relations seemed 
to have made upon the girls’ developing 
personalities. In this respect our subjects may 
be divided into the four following groups: 
promiscuous, frigid, neurotic, and the group 
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with no ill effects. Here they are in some 
detail: 

(a) Eleven girls seem to have developed 
character disorders: they became promiscuous, and 
four of them later became prostitutes. Apart 
from their disturbed psychosexual development 
and behaviour, these girls also showed other 
symptoms of a disorganized and anti-social 
personality: they indulged in taking alcohol and 
drugs, and in petty thieving, and they all were 
on many occasions arrested for drunkenness, 
disorderly behaviour, soliciting and stealing 
(two of them ‘specialized’ in shoplifting in 
supermarkets). All these girls were on probation 
at some time, and some served brief prison 
sentences. One should mention, however, that 
all girls from this group came from very dis- 
turbed homes with alcoholic and psychopathic 
fathers and with frankly promiscuous mothers. 
Thus there was perhaps also a great deal of 
subconscious imitation of parental behaviour. 
Sloan and Karpinski (1942) noted that many 
girls after giving up incest seck a substitute of it 
in promiscuous relations with other men. Flugel 
(1926) quoted a report of the Chicago Vice Com- 
mission in which 51 out of 103 women examined 
claimed to have had their first sexual experience 
with their own fathers. Also Heims and Kaufman 
(1963) found in their incestuous girls that *they 
developed character disorders rather than 
neuroses or psychoses’, 

(b) Five girls, after they married, developed 
Jrigidity and aversion to sexual relations with 
their husbands. Three of them showed symptoms 
of hysterical personality, with attention-seeking 
behaviour. 

(c) Four girls showed some frank psychiatric 
symptoms: one developed an acute anxiety 
neurosis precipitated by her father’s continuous 
threats that he would kill her if she dared to 
tell anybody about their clandestine relations; 
three other girls, each almost 14 at the onset of 
their incestuous relations, developed depressive 
teactions with repeated suicidal attempts. 

(d) In six girls there were no apparent ill effects 
of their incestuous relations. One of them 
expressed it thus: ‘Oh, I don't mind it. I know 
he really loved me. Besides, I enjoyed our 
relations too.’ A few girls became jealous when 
their fathers discontinued relations with them 
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and turned to their younger sisters. One of 
them became quite indignant because her 
father paid her 2s. for intercourse, and later 
paid her younger sister 2s. 6d. She even com- 
plained to her mother, but the latter chose to 
turn a blind eye on the whole affair, involving 
two of her daughters, and ‘tactfully’ suggested: 
‘Never mind. Try to forget it) This group of 
girls would rather confirm Bender’s and Blau’s 
1937) observations that most children who have 
had sexual relations with adults do not come to 
any real harm. 


(d) Aetiology 

‘There seem to be two main schools of thought, 
the analytical and the organic, each attempting 
to explain the origin and the meaning of incest 
in its own way: 

(a) The analytical school is mostly represented 
by the American writers, e.g. Gordon (1955), 
Howard (1959), Lustig (1966), Rhinehart 
(1961), Tompkins (1940), although also some 
French-Canadian and Japanese authors sub- 
scribe to this school, for instance Cormier et al. 
(1962) and Kubo (1959). It interprets the 
father-daughter incest as an attempt on the 
part of the father to see in his daughter the 
young wife of his own youth, in whom he 
subconsciously saw a substitute of his first love 
object, ie. his mother. In this way, through 
incest, the father is trying to return to his first 
‘true’ love, i.e. to his mother. On the other 
hand Lustig (1966) saw in incest also ‘a tension 
reducing defence within a dysfunctional family, 
serving to maintain the integrity of the family 
unit’. He found ‘generalized role reversal and 
ego fusion between mother and daughter, fear 
of abandonment through family disintegration 
. . . the sexual expression of pregenital anger 
and/or dependency wishes, and the need of 
both parents to maintain a public façade of 
role competence’. 

(b) The physio-pathological school, represented 
mostly by French-speaking authors, interprets 
incest rather in terms of toxic psychoses, 
mental deficiency, and alcoholic encephalo- 
pathy. Here are some examples: Merland et al. 
(1962), in their 34 cases of father-daugher 
incest, found alcoholism in 16 fathers, and 
some serious psychiatric disturbances in 22. 
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Phillip (1966) found that more than 50 per cent 
of his 182 incestuous fathers were alcoholics, 
and ‘a great number were “imbeciles” '. 
Pirozynski et al. (1963) reported similar condi- 
tions in their subjects, and Scripcaru et al. 
(1966) discovered in their two cases of paternal 
incest that both fathers had suffered from 
*alcoholic encephalopathy with atrophy of the 
frontal lobes’. 

(c) Our own interpretation of the father-daughter 
incest in our 26 families is based rather on social 
and cultural factors: none of our fathers was 
psychotic; only one was ‘neurotic’; the remain- 
ing fathers showed various degrees and forms 
of personality disorder with anti-social be- 
haviour, ranging from breaking in and stealing 
to assaults. Thus their common and basic 
characteristic was aggressive behaviour, and 
one may argue that their incest was only one of 
its expressions. They all appeared to have been 
aggressive ‘oversexed’ males with poor inhibi- 
tions and overtolerant wives. One might 
hypothesize that their incestuous activity was 
rather the expression of a type of sexual be- 
haviour accepted by the particular sub-culture 
of their social group, and was not the result of 
any real sexual deviation (i.e. of paedophilia). 

Such interpretation seems to be supported by 
the fact that most of the girls accepted their 
fathers’ sexual behaviour as ‘normal’, and in 
almost all cases of a later promiscuity the girls 
concerned actively chose adult males as their 
sexual partners, in preference to adolescents. 
This behaviour might further suggest that at 
least some of the girls might have played an 
active part in the initiation of the incestuous 
relations and that not all of them were only 
‘innocent victims’. (N.B. Schultz (1952) drew 
attention to the involved victim-offender rela- 
tionship, pointing out that, particularly in sex 
offences, in many instances the victims played 
an active part, collaborating, or even initiating 
the delinquent activity in a seductive way.) 

A further confirmation of our hypothesis, 
regarding incestuous paternal behaviour as a 
cultural type of behaviour rather than an 
‘abnormal’ behaviour, might be found in the 
unusual condoning attitude on the part of the 
mothers: only two of them reported their 
husbands to the police,. although it would be 
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inconceivable to assume that all the other 
mothers were unaware of the clandestine 
relations between their husbands’ and their 
daughters taking place in the same house over 
a long period of time. Thus one may assume that 
the mothers also regarded this relationship as 
an ‘accepted’ (although perhaps not very 
common and not desirable) type of behaviour 
in their social group. 

A final support to our hypothesis comes from 
the attitude and the views expressed by the 
husband of our Case No. 22: ‘Never mind. 
Many fathers have intercourse with their 
daughters. You just have to accept it.’ 


VI. SUMMARY 
Twenty-six cases of paternal incest met with 
in 650 unselected psychiatric female patients in 
a part of County Antrim (Northern Ireland) 
were presented. The mean age of the fathers at 
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the beginning of the incestuous activity was 
324 years, the mean age of their daughters was 
84 years. The social class afd environmental 
factors were discussed, and the family dynamics, 
the personality of the fathers, the mothers and 
the daughters were sketched. The results of the 
incestuous relations on the personality develop- 
ment, the behaviour and the future fate of the 
daughters were reviewed. The conclusion was 
arrived at that incest in girls’ early life may 
cause in some cases personality disorders, very 
rarely a neurosis, never a psychosis. Two 
aetiological theories were discussed, and a 
hypothesis was put forward to the effect that 
incestuous behaviour on the part of some 
fathers should not necessarily be regarded as an 
expression of a real sexual deviation (paedo- 
philia), but rather as an expression of a morally 
and socially accepted type of behaviour in some 
‘oversexed’ and under-inhibited males in the 
subculture of certain social groups. 
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II: Other Types of Incest 


MATERIAL 


The material for this paper was obtained 
from the same sources as the material for 
paternal incest. An essential difference between 
the two materials is that in the first paper the 
girls referred to us by Courts and detained for 
assessment in the Remand Home were included. 
These girls came from all six counties of Northern 
Ireland and accounted for 38 per cent of our 
cases of father-daughter incest. The material in 
the present paper is based only on patients from 
our personal catchment area in Co. Antrim, 
which includes the North-Eastern outskirts’ of 
Belfast and the Central part of the County, 
with an estimated population of about 100,000. 

The present inquiry is based on 100 male and 
100 female patients in each of the two out- 
patient clinics (i.e. 400 subjects), on 50 boys and 
50 girls from our child guidance clinic, and on 
100 male and 100 female admissions to Holywell 


Hospital—altogether 700 unselected subjects. 
By ‘unselected’ we mean that the cases were 
consecutive referrals to the out-patient clinics or 
consecutive admissions to Holywell. 

Among these 700 male and female patients, 
2g (ie. 4 per cent) had had some experience of 
different types of incest. This figure is almost 
identical with the number of father-daughter 
incest cases discussed in our other study, where 
there were 26 cases of this type of incest among 
the 650 unselected subjects, i.e. also about 4 per 
cent. 


RESULTS 
1. Relationships 
Among the 29 subjects there were: (a) 15 
cases of brother-sister incest, (b) 5 cases of 
grandfather-granddaughter incest, (c) 4 cases 
of uncle-niece incest, (d) 3 cases of mother-son 
incest and (e) 2 cases of aunt-nephew incest. 
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2. Age of participants 

Here is the age range of the incest perpetrators 
in each of our five groups: (a) the brothers’ age 
ranged from 12 to 19, mean 15$; the sisters’ age 
ranged from 8 to 18, mean 13; (b) the age of the 
grandfather was 55, the age of his five grand- 
daughters ranged from 8 to 14, mean 11; (c) the 
uncles’ age was between 29 and 41 years, mean 
341, the nieces’ age ranged from 10 to 14, 
mean 114; (d) the mothers’ age ranged from 35 
to 42, mean 38; the age of the sons ranged from 
11 to 18, mean 154; (e) one aunt was 34, the 
other 35; the nephews were 14 and 18 respect- 
ively. All these are the ages of the participants 
at the onset of the incestuous relations. 

In four groups the initiating partner was an 
adult; in one (brother-sister) it was an adolescent 
boy, occasionally a pre-adolescent sister. In two 
groups (mother-son and aunt-nephew) the 
initiating partner was a woman; in three groups 
(brother-sister, uncle-niece, grandfather-grand- 
daughters) the active and initiating partner was 
a man. 

There were no real cases of rape in our group, 
although one may perhaps question the case of 
the 11-year-old ESN boy (and his schizophrenic 
mother), as well as the case of the 12-year-old 
girl and her aggressive alcoholic uncle; all other 
children, male and female, were far from being 
innocent victims; on the contrary, they were 
willing partners and often provocative seduc- 
tresses. 


3. Frequency and duration of incestuous activity 

(a) Frequency: in most cases sexual relations 
took place almost every day, in many cases 
several times per week; only in one case 
(mother-son incest, case 3), were the incestuous 
acts confined to sporadic incidents. 

(b) Duration: in the brother-sister group the 
range of duration of incestuous relations was 
from 2 to 14 years, average about 4 years; it 
ended when each participant found a sexual 
partner outside the family circle. The incestuous 
grandfather maintained relations from a few 
weeks with the oldest girl to over two years of 
almost a daily intercourse with the second 
youngest granddaughter ; in the uncle-niece group 
the average duration of incest was two years 
(range } to 5 years) ; in the mother-son group the 
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incestuous relations lasted from a few isolated 
incidents to 17 years; in the aunt-nephew group 
they lasted from about 2 to 5 years (all figures 
at the time of referral). ` 


4. Personality of perpetrators 

(a) Brother-sister incest: two brothers and one 
sister were aggressive psychopaths; 13 brothers 
and 14 sisters were free from gross personality 
disorders, neurosis or psychosis. 

(b) Grandfather-granddaugher incest: the only 
man involved here seemed to be mentally 
entirely normal (in particular there was no, 
question of any early senile or organic deteriora- 
tion), and physically be was in excellent health; 
all five granddaughters had a normal personality. 
Although three of them later became promis- 
cuous, this was a normal and an accepted 
behaviour in their subculture. It turned out 
that their grandfather had had incestuous 
relations with two of his three daughters before 
they were married, and it seems that at least 
one of his granddaughters was in fact also his 
own daughter. 

(c) Uncle-niece incest: one uncle was alcoholic 
and a psychopath; one was mildly immature; 
the remaining two uncles and all four nieces 
seemed to be normal. 

(d) Mother-son incest: one mother was normal 
(later she developed involutional depression), 
her son was schizophrenic; the other mother 
was suffering from schizophrenia, her son was 
educationally subnormal; the third mother was 
a neurotic individual, her son was normal (after 
two years of incestuous relations with his mother 
he left home, found himself a girl friend and 
married her.) 

(e) Aunt-nephew incest: one aunt (a spinster) 
was hypomanic; her nephew was rather shy, 
withdrawn and passive, but otherwise normal. 
The other aunt (married) seems to have been 
quite normal (although perhaps slightly elated), 
but she was very promiscuous and had affairs 
with many men; her nephew had a normal 
personality. 


5. Intelligence 
The majority of our subjects were examined 
personally. In some cases, however, the estima- 


310 


tion of their intelligence is based mainly on the 
history of their school achievement, their 
occupation and their behaviour; in some it was 
also based on the impressions of psychiatric 
social workers (in the case of men who would 
not come to the clinic). The following is the 
picture which thus emerged: one boy of 11 and 
his schizophrenic mothers, involved in mother- 
son incest, were both mentally subnormal: his 
I.Q. was 64, hers was 72; two women and one 
man seemed to be of dull normal intelligence 
(LQ. 80-90); the remaining subjects all 
appeared to have been of at least average 
intelligence (I.O . 90-110). 


6. Social class 

All subjects in our group came from the three 
lower socio-economic classes: Class III—1: sub- 
ject (4 per cent), Class IV—6 subjects (21 per 
cent), Class V—22 subjects (75 per cent). It is 
interesting to note that the majority of them 
(in fact 17, ie. 56 per cent) came from the 
country: 6 were small farmers, 11 farm labourers. 
The remaining 12 subjects lived in towns and 
had the following occupations: 7 were labourers 
(6 of them chronically unemployed), 1 was a 
shopkeeper, 3 were factory workers, and 1 was a 
university student. 


: Discussion 

1. Psychopathology 

Among the perpetrators of incest in our 
group there were two schizophrenics (one 
mother, and the son of the farmer’s widow), 
1 case of hypomania; 4 cases (14 per cent) of 
personality disorder (psychopathy), i.e. 2 bro- 
thers, 1 sister and 1 uncle; 2 mentally subnormal 
(1 son and his schizophrenic mother). Alto- 
gether there were 9 cases (16 per cent) of various 
mental abnormalities among our 54 subjects. 
The remaining rg males (not 24, because one 
man had incestuous relations with his separated 
sister and at the same time with her daughter, 
ie. his niece, and the only grandfather was 
engaged in incest with his five granddaughters) 
and 25 females involved in various types of 
incest did not show any gross psychopathology. 

Psychiatric illness as such might have been 
of aetiological significance in three cases: (1) in 
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the schizophrenic mother who wás also of dull 
intelligence (I.Q. 72); (2) in the schizophrenic 
son; (3) in the manic aunt who seduced her 
nephew for the first time during one of her 
hypomanic phases. 

However, in many of our cases there was 
another very important aetiological factor— 
social isolation. For instance, all our six farmers 
and 11 farm-labourers lived a lonely life in 
remote farms, without any social contacts or 
amenities. A typical example of social isolation 
among country people was our grandfather 
who was a farmer living miles away from any 
neighbours. The factor of social isolation has 
been stressed by other writers too (e.g. Lustig, 
1966; Kubo, 1959). f 

Most French-speaking authors (e.g. Colin 
et al., 1966; Merland «i al., 1962; Phillip, 1966; 
Pirozynski and Scripcaru, 1963; Scripcaru et al., 
1966) have reported a combination of two 
factors in their materjal: (a) alcoholism and 
mental illness, or (b) alcoholism and personality 
disorders. Quite often they also met with (c) some 
organic sequelae of alcoholism, e.g. alcoholic 
encephalopathy with frontal lobe atrophy 
(Pirozynski and Scripcaru; Scripcaru et al.). 


2. Psychodynamics 

In one case of mother-son incest the mother 
was a widow, and in a second case the mother’s 
married life was very unhappy, and it seems 
that both these women became very dependent 
on their eldest sons, sought moral support and 
protection in them, and also saw in them the 
idealized young lovers of their own youth. Such 
interpretation is similar to the psychoanalytical 
explanation of the father-daughter incest 
(Cormier et al., 1962; Gordon, 1955; Howard, 
1959; Raphling, 1967). The third mother (un- 
married) was a chronic schizophrenic of low 
intelligence, and her incestuous attempts on her 
illegitimate son seemed to have been impulsive, 
unpremeditated and rather infantile. 

Of the 15 cases of brother-sister incest only 
one was permanent (lasting 14 years), and in 
some stages it was continued by the aggressive 
and violent psychopathic brother against the 
sister's wishes. All remaining cases followed the 
pattern of sexual exploration, play, and later 
real heterosexual intercourse as found among 
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siblings in different remote societies (Mali- 
nowski, 1927; Mead, 1963a, 1963b; Nieuwen- 
huis, 1929; Cooper, 1932; Devereux, 1939) and 
also in overcrowded households of working 
class families in our own Western society. 
The parents usually turn a blind eye to such 
behaviour in their children (as long as the girls 
have not begun to menstruate); hence there is 
no scolding, no threats, no punishment, and so 
these children do not later develop feelings of 
guilt and later find it easy to substitute for their 
siblings new sexual partners from outside the 
family. As a result of this permissive attitude of 
their parents, and of their subculture, these 
youngsters usually do not come to any psycho- 
logical harm (Bender and Blau, 1937). It seems 
to be almost a ‘normal’ usually a short-lasting 
phase in the sexual development of children 
from some social groups. 


Three out of the four incestuous uncles were 
quite normal, though they may have been ‘over- 
sexed’ males who obviously did not regard their 
sexual behaviour with their nieces as a ‘sin’ or a 
‘crime’. They were apparently backed by the 
permissive attitude of their social class and their 
subculture. The fourth man, an alcoholic and 
a psychopathic farmer, used to force (often by 
beating) both his separated sister and her 
12-year-old daughter (i.e. his niece) to have sexual 
intercourse with him. There was no question of 
any emotional involvement on his part. 


The grandfather misusing over the years 
each of his five granddaughters in turn, pro- 
bably fits into the category of the ‘oversexed 
males’ discussed in our previous paper on 
father-daughter incest, particularly as he also 
used to have sex relations with two of his three 
daughters, one of whom was the mother of the 
five granddaughters involved in his present 
incestuous activities. 


One of the two aunts was sporadically hypo- 
manic, and she first initiated the sexual relations 
with her nephew during one of her more acute 
manic phases; the other aunt, a married woman 
with five children, was generally promiscuous 
and her nephew was only one of her many 'love 
affairs’. No emotional involvement or any 
particular psychodynamic problems seemed to 
have existed in these two cases. 
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SEQUELAE AND CONGLUSIONS 

One mother developed feelings of guilt in the 
course of her (unrelated to incest) late involu- 
tional depression. The other mother was neurotic 
all her life, but she never developed any feelings 
of guilt related to her incestuous relations with 
her son; instead she blamed her husband and 
his jealousy for her own behaviour—she said: 
‘My husband pushed me to sleep with my 
boy through his lack of feeling and his jealousy.’ 
Only one of the 15 sisters developed a reactive 
depression (at the age of 28), and this was 
precipitated not by the incest itself, but by her 
brother’s rough treatment of her, and by her 
jealousy, frustration, and humiliation when he 
began bringing other women to their house and 
having intercourse with them under her very 
eyes. 

No other participants in incest have shown 
any morbid consequences or ill effects of their 
incestuous behaviour. So one may accept 
Malinowski’s (1927) view that aversion to 
incest is not a ‘natural’ phenomenon, but one 
created by culture, what he calls ‘a complex 
scheme of cultural reactions’. Ellis (1939) 
expresses a similar view: “There is no anti- 
incestuous instinct, no natural aversion.’ Freud 
(1919) of course, held that there is a strong 
‘natural’ instinct to incest from early infancy. 

In our present group of subjects we could not 
confirm the findings of Adams and Neel (1967) 
on the high mortality and morbidity rate in the 
offspring of the father-daughter incest. Yet one 
has to remember that in our present group were 
children born of this incestuous relations in only 
four cases: (1) one of the five granddaughters 
involved in incestuous relations with her 
grandfather was also his daughter; she was 
perfectly normal, both mentally and physically, 
although promiscuous; (2) the 8-year-old boy 
born from the incestuous relations of the depres- 
sed farm girl and her psychopathic brother was 
physically and mentally normal, although he was 
only of dull normal intelligence (I.O. 85); (3) 
the 11-year-old son of the schizophrenic mother 
was fathered by her brother, who later married, 
and having had no children from this marriage 
adopted the child. Here, again, apart from his 
low intelligence (I.Q. 64), the boy did not show 
any apparent mental or physical abnormality; 
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regarding his low intelligence one has to remem- 
ber that his mother also had poor intelligence 
(1.Q. 72);.(4) Mrs. ‘H’, Case 8 in our paper on 
Paternal Incest, claimed that she conceived her 
7-year-old son from her father. The child was 
bright and in every respect perfectly normal. 

Thus it would appear that there were no 
pathological effects of incest either on our 
subjects themselves or on their offspring. Their 
psychiatric disorders (2 cases of schizophrenia, 
2 cases of depression, 1 case of mania, 3 cases of 
psychopathy) were quite incidental (with the 
exception of the reactive depression in one 
case; but even here the depression was not 
precipitated by the incest but by the brother’s 
cruel behaviour). 

Furthermore, it may seem that in most cases 
the incestuous relations were a cultural (or, 
more correctly, a sub-cultural) phenomenon, 
and in many cases they were precipitated either 
by overcrowding, or on the contrary, by social 
isolation and lack of normal heterosexual 
contacts outside the family circle. In children 
the incestuous activities seem to have been only 
a transitory, culturally permissible, phase in the 
process of their normal psychosexual develop- 
ment, and as such did not result in any bad 
effects. 


SUMMARY 


Twenty-nine cases of various forms of incest 
(with the exception of father-daughter incest, 
which has been already described in the previous 
paper) are reported and analysed. Most 
numerous (15 cases) was the group of brother- 
sister incest. The personality, intelligence and 
social class of the participants show no marked 
deviations from what might have been expected 
of a random population sample. There were no 
grave psychiatric sequelae. With the exception 
of two cases of schizophrenia and one case of 
involutional depression (aetiologically not re- 
lated to the incest itself) no other cases required 
admission to hospital or any special treatment. 
The children born of various combinations of 
incestuous relations did not seem to show any 
abnormalities (two cases of poor intelligence 
were apparently genetically determined). 


INCEST. II. OTHER TYPES OF INCEST 
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Undiagnosed Psychiatric Patients 
Part 1: Record Study* 


By AMOS WELNER, JAY L. LISS, ELI ROBINS and MARSHA RICHARDSON 


Among patients admitted to psychiatric 
hospitals are some who are discharged un- 
diagnosed. It can be expected that psychiatric 
patients, as patients in other medical specialties, 
who do not meet the criteria for any of the 
established diagnostic groups, will be considered 
as undiagnosed until the course of their illness 
and clinical picture makes the diagnosis evident. 
The undiagnosed patients are a diagnostic and 
therapeutic challenge. Because in a space of 
five years, 256 patients left undiagnosed, it was 
felt that this group merited investigation. 

The study had several aims: 

(1) Since it has been shown (Feighner, 
Robins, Guze, Woodruff, Winokur and Munoz, 
1971) that psychiatric patients can be classified 
by means of clinical diagnostic criteria into 
fourteen diagnostic groups, we wished to find 
out what proportion of the undiagnosed patients 
could be classified into these respective groups 
if their records were reviewed, and eventually by 
follow-up study. 

(2) Since it proved possible to classify a 
proportion of the undiagnosed patients at 
review, were there any consistent factors which 
accounted for the decision to discharge the 
patient undiagnosed ? 

(3) The term undiagnosed patient has hitherto 
been used if (a) there is insufficient information 
about the patient because the examination is 
incomplete; (b) the patient’s clinical picture 
does not fit an established syndrome; (c) the 
clinical picture resembles one of the established 
syndromes but includes too few of the required 
criteria; (d) more than one of the diagnostic 
criteria are met, but the onset of symptoms for 
each dates from the same time (Hudgens, 
1970). For the purposes of this paper, the term 
also covered the following circumstances: (i) the 
clinical picture resembles more than one of the 
established syndromes, but includes too few of 

* This study was supported in part by NIMH Grant 
nos. MH-13002, MH-05804 and MEH-09247. 
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the required criteria; (ii) more than one of the 
diagnostic criteria are met but the concurrence of 
the illnesses seems to us incompatible (e.g. 
schizoaffective illness and hysteria). 

(4) There were patients initially undiagnosed 
who at a subsequent admission received a final 
diagnosis. These patients, therefore, had a 
review diagnosis (the result of classifying the 
initial undiagnosed admission using the diag- 
nostic criteria) and a final diagnosis. How did 
the review and final diagnosis compare? 

(5) To present general information about the 
undiagnosed population. 


MATERIAL AND METHOD 


Approximately 7,000 patients were admitted 
to Renard Hospital, a private psychiatric unit 
of Washington University (St. Louis) and 
Barnes Hospital, in the years 1965 to 1969, 
out of whom 263 (3°8 per cent) were discharged 
as undiagnosed. (Not included were patients 
discharged as psychophysiological reactions or 
personality disorders.) The information in these 
patients’ records was checked against a list 
containing 370 items. This list of items was 
based on previous studies, interviews, and 
information in the hospital charts reviewed for 
this study, and consisted of: (i) 223 psychiatric 
symptoms and signs arranged alphabetically; 
(ii) 137 variables containing personal informa- 
tion, family history of psychiatric illness, patients’ 
non-psychiatric medical history, details about the 
patients’ marital life and career, age of onset of 
psychiatric illness, length of illness, age of first 
psychiatric and Renard admission, and diagnosis 
suggested or given in the course of the illness, 

For patients who had more than one Renard 
admission, information was collected from all of 
these regardless of the diagnosis given if at the 
time of the last discharge the patient was un- 
diagnosed. If, however, in a series of Renard 
admissions a final psychiatric diagnosis was 
given, the information from that admission was 
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not included in the regular listing but was 
studied separately, since the patient was no 
longer undiagnosed at the time of his last stay in 
hospital. However, admissions prior to the last 
final diagnosis were included. 

For the list of symptoms and signs, the 
symptoms were collected from every available 
history source in the chart (patient, relative, 
nurse, referring doctor, records), but signs were 
considered mental status findings recorded by a 
Renard physician only, and only while the 
patient was on the ward. 

Seven undiagnosed patients whose charts 
contained no symptoms and signs (ie. their 
charts contained only administrative informa- 
tion) were excluded from the study. The reason 
that the charts contained no information was 
that the patients had checked out immediately 
after admission. 

The extracted information available to us on 
each patient was compared with the diagnostic 
criteria designed for research (Feighner, Robins, 
Guze, Woodruff, Winokur and Munoz, 1971) 
for the following disorders: depression; mania; 
schizophrenia; hysteria; alcoholism; antisocial 
personality; anxiety, phobic and obsessive- 
compulsive neuroses; drug dependency; mental 
retardation; organic brain syndrome; homo- 
sexuality. In the above study, criteria for schizo- 
affective illness were not specified. We defined 
schizoaffective illness as having the criteria for 
either mania, definite depression or probable 
depression and in addition both thought content 
disorder and formal thought disorder. 


RESULTS 

(1) Undiagnosed patients who fulfilled diagnostic 
criteria for a psychiatric illness. In reviewing the 
charts using the set of diagnostic criteria 173 
(68 per cent) patients out of 256 met the criteria 
for one of the diagnostic groups (Table I). 

(2) Undiagnosed patients who remained undiagnosed 
after review by research psychiatric criteria. As men- 
tioned under Method, seven undiagnosed 
patients of the original 263 were excluded from 
the study because their chart contained no 
symptoms or signs; only these seven patients 
had to remain classified as ‘undiagnosed 
because the examination was incomplete? 
(Hudgens, 1970). Out of the 256 patients in the 
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TABLE I 
Final review diagnoses of 256 undiagnosed patients 
Per cent 
Percent of total 
oftotal  diag- 
Diagnosis Number patients nosed 
N= N= 
256 173 
Depression® = .. 60 23 35 
Schizophrenia? .. .. 29 II 17 
Schizoaffective .. 19 7 II 
Antisocial personalityc . . 18 7 IO 
Drug dependency — .. rI 4 6 
Hysteriac "m 8 3 5 
Anxiety neurosisf 8 3 5 
Mania ss 6 2 3 
Alcoholism NA 4 2 2 
Organic brain syndrome 3 I 2 
Phobic neurosis 2 «I I 
Obsessive compulsive 
neurosis ju 2 <I I 
Mental retardation ae 2 «I 
Homosexuality .. ie I <I <I 
Undiagnosed .. .. 83 32 
Total 256 


The lom are the diagnostic groups in which a 
definite or probable P ace was made: 


a—Definite depression ; - 30 
Probable depression " - i 30 
b—Schizophrenia only 29 
With probable ntis ciu personality 6 


c—Definite antisocial personality .. re 
Probable antisocial personality .. s I 
d— Definite drug dependence : 
Probable drug QUEE: 
e—Definite hysteria . 
Probable hysteria .. J 
f—Definite anxiety neurosis .. 
Probable anxiety neurosis 
g—Definite alcoholism 
Probable alcoholism 


NNN Mes On Ph 


study, 83 (32 per cent) could not be diagnosed 
using the research criteria as described; of these, 
74 (89 per cent) did not have enough symptoms 
to meet the criteria for a definite or probable 
diagnosis; 9 (11 per cent) fulfilled the criteria for 
at least two diagnoses whose co-existence 
appeared improbable, e.g.: (i) schizoaffective 
and hysteria; (ii) antisocial personality, 
obsessive-compulsive neurosis, organic brain 
syndrome and depression; (iii) phobic neurosis, 
obsessive-compulsive neurosis and schizophrenia. 

(3) Final diagnosis at subsequent admission. 
Twenty-six (10 per cent) of the 256 patients 
received a final diagnosis at a subsequent 
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Renard admission. When these 26 patients' 
previous 'undiagnosed' admissions were re- 
viewed using the strict diagnostic criteria, 19 
(73 per cent) were shown to have a psychiatric 
diagnosis which was in agreement with the final 
diagnosis at the subsequent admission. Of the 
other 7 patients, 3 were considered undiagnosed 
because of too few symptoms, 2 because of 
multiple diagnoses, and 2 could not be con- 
sidered to have agreement of review diagnosis 
and final diagnosis. More important was the 
fact that none of the patients received a review 
diagnosis different from their final diagnosis 
(Table II). 

(4) General information. 

Age and length of illness. When the undiagnosed 
population was compared to the total Renard 
population, a striking difference in age of 
admission was apparent. Twenty-five per cent 
of the undiagnosed patients were under 20, as 


compared to 9 per cent of the total psychiatric 
hospital population discharged during the same 
period; and whereas 8 per cent of the undiag- 
nosed patients were over 40 at first admission, 
51 per cent of the total psychiatric population 
were over 40. 

The mean age of onset of illness for all 
diagnostic groups is presented in Table III. The 
estimated mean length of illness was calculated 
from the onset of first psychiatric symptoms 
regardless of the presence or absence of free 
intervals. (For example a patient with two 
episodes of illness lasting several months during 
a 20-year period would have a length of illness 
of 20 years.) The estimated mean length of 
illness for the 256 patients was 6:5 years. The 
estimated mean length of illness of the un- 
diagnosed group with few symptoms is low 
compared to the other sizeable diagnostic 
groups (Table III). 


"'TAnrz II 
Final diagnosis and review diagnosis of 26 patients who received a final diagnosis 


No. Pat. Indent. No. 
I4 Definite depression 


Review diagnosis* 


Final diagnosis** 
Manic depressive—depressed 


1 
2 2I Schizophrenia A Schizophrenia 
3 46 Definite hysteria/Schizoaffecti Manic depressive—depressed 
4 53 Schizoaffective Schizoaffective 
5 54 Probable antisocial/Schizophrenia Antisocial personality 
6 58 Probable depression/Definite alcoholism Manic depressive—depressed 
7 6r Mania Mania 
8 77 Schizoaffective/Probable drug dependency Schizoaffective 
9 81 Undiagnosed i Schizophrenia 
10 82 Probable drug dependency Poisoning due to drugs 
II 85 Definite hysteria/Probable drug dependency Hysteria 
12 I2I Probable depression Manic depressive—depressed 
13 125 Organic brain syndrome Organic brain syndrome 
14 130 Definite mental retardation/Probable drug Mental retardation 
dependency 
I5 153 Probable alcoholism/Homosexuality Alcoholism 
16 170 Schizophrenia Schizophrenia 
17 177 Undiagnosed Manic depressive—depressed 
18 178 Schizophrenia Schizophrenia 
I9 186 Probable alcoholism Alcoholism 
20 190 Schizoaffective Hysterical psychosis 
21 193 Definite depression/Probable drug dependency Depression 
22 194. Obsessive-compulsive neurosis Obsessive-compulsive neurosis 
23 239 Probable depression Manic depressive—depressed 
24 241 Schizophrenia/Probable antisocial personality/ Schizophrenia 
Definite mental retardation 
25 242 Undiagnosed Manic depressive—depressed 
26 243 Definite antisocial/Definite anxiety neurosis/ Personality disorder 
Probable drug dependency 


* Diagnosis made on previous undiagnosed admissions using diagnostic criteria. 
ž* Final diagnosis at rehospitalization. 
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. Tas III 
Mean. age of onset and estimated mean length of illness 
of 256 patients with review diagnosis 
Number 

of Esti- 

patients Mean mated 

with ageof mean 

Diagnostic group known onset length of 

age of (years) illness 

onset (years) 

Depression n .. 56 23:8 6-0 
izophrenia .. .. 29 19:7 6-0 
Antisocial personality .. 17 19°9 6*5 
Schizoaffective .. .. I9 25*I 7-0 
Drug dependency .. IO 21:6 70 
Neurotics ay .. 18 21:6 I0*0 
Mania .. is $e 6 27:0 8:5 
Alcoholism a ES 4 32:8 I2*5 
Organic brain syndrome 3 52:3 2:5 
Mental retardation 2 18:5 13°0 
Homosexual .. vis I 21:0 2*5 

Undiagnosed. (too few 
symptoms) .. .. 68 26-0 4:0 
Undiagnosed (multiple 

diagnoses) .. S 9 18:9 6:5 
Total 242 22-9 6-5 


Symptoms and signs. A primary delusion or 
hallucination and depressed affect (feeling 
depressed, sad, blue, down in the dumps, 
despondent) were the only symptoms and 
signs which occurred in over 50 per cent of the 
patients—53 per cent and 65 per cent respect- 
ively. Because of this observation, the frequency 
of a delusion or hallucination in patients with 
a review diagnosis of depression was looked for, 
and was found to be 43 per cent. 


Discussion 


In order to form a basis for further advance 
in psychiatric research, attempts are made to 
classify diseases so that homogeneous groups can 
be examined and followed. However, there is a 
group of patients who seem to fall outside the 
usual characteristics and remain undiagnosed. 
The question arises: what reasons decided that 
a psychiatric patient should be discharged as 
undiagnosed ? In designing this study the reasons 
for discharging a patient as undiagnosed were 
assumed to be: insufficient information, in- 
sufficient symptomatology, a euphemistic diag- 
nosis given by the treating physician, too many 
symptoms which resulted in more than one 
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diagnosis, or a diagnostic group not considered 
in the diagnostic criteria of Diagnostic and 
Statistics Manual II (American Psychiatric 
Association, 1968). It was shown, however, that 
in two-thirds of these cases an established 
diagnosis could be made even when using 
rigorous research criteria. 

In looking for possible explanations why this 
group of diagnosable patients were classified as 
undiagnosed the following observations were 
made: 

The mean age of onset for the largest group, 
depression, was considered low (Cassidy, Flana- 
gan, Spellman and Cohen, 1957; Perris, 1968; 
Winokur, Clayton and Reich, 1969)—23°8 
years; this can explain in part the hesitancy to 
diagnose this group. The relatively high fre- 
quency of thought content disorder (delusion 
or hallucination 43 per cent, delusions 32 per 
cent, hallucinations 27 per cent, both 15 per 
cent) could also be a contributing factor. A similar 
or higher frequency of delusions and hallucina- 
tions in depression has been reported (Cassidy, 
Flanagan, Spellman and Cohen, 1957; Bow- 
man and Raymond, 1931; Bowman and 
Raymond, 1931). 

Six patients with a review diagnosis of 
schizophrenia also met the criteria for antisocial 
personality. This association might explain why 
these patients were considered undiagnosed. 

The review diagnosis of schizoaffective can 
explain why these patients were undiagnosed, 
because according to DSM 11 this group con- 
tains a mixture of symptoms of schizophrenia 
and affective disorder, the proportion of the 
symptoms contributed not being specified. 

Of the 18 patients who received a review 
diagnosis of antisocial personality 10 had 
additional findings with enough symptoms to 
meet the criteria for depression, drug depen- 
dency, organic brain syndrome or alcoholism 
which were antedated by antisocial symptoms. 
Seven others met the criteria for only probable 
antisocial personality. Thus only one patient 
had a clear uncomplicated diagnosis of anti- 
social personality. This possibly accounts for 
the fact that these antisocial patients were 
undiagnosed. 

Of the 11 patients with ‘drug dependency’, 
g were known to have only abused the drug but 
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not to have experienced withdrawal symptoms 
or psychosis. 

Because there were less than 10 patients in 
each of the remaining diagnostic groups, no 
attempt was made to explain why they had been 
classified as undiagnosed. 

A modest but fortuitous validation of the 
reliability of the method by which standardized 
criteria are used occurred through the fact that 
26 patients were given a final diagnosis on 
subsequent admission. In three-quarters of 
these the final diagnosis was the same as the 
review diagnosis (see Table IT), and in the rest 
the patients were undiagnosed or the concord- 
ance was not clear. In no case, however, was 
there a clear discordance between review and 

From these results, and in accordance with 
the impressions of others (Meikle and Gerritse, 
1970), it appears possible that a clinical picture 
described by structured interview is as useful 
as a conventional narrative history. 


SUMMARY 


The information about 256 undiagnosed 
psychiatric patients was reviewed using diag- 
nostic criteria for psychiatric research. The 
results were: 

(1) Eighty-three (32 per cent) of the patients 
remained undiagnosed ; 74 (29 per cent) because 
of too few symptoms and 9 (4 per cent) 
because of multiple apparently incompatible 
diagnoses. 

(2) It was possible to diagnose 173 of the 
patients (68 per cent), using these criteria. 
The diagnoses attained, with percentages, were: 
Depression—35, Schizophrenia—17, Schizo- 
affective—1i1, Antisocial Personality—1o, Drug 
Dependency—6, Hysteria and Anxiety Neurosis 
—5, Mania—3, Alcoholism and Organic Brain 
Syndrome—2, Mental Retardation—1, Phobic 


319 


Neurosis and Obsessive-Compulsive Neurosis— 
1, Homosexuality—<1. 

(3) The review diagnosis was in most cases in 
agreement with, and never discordant from, 
a final chart diagnosis given to 26 patients in 
subsequent admissions. 

(4) The features considered to account for a 
patient having been classified as undiagnosed 
were: young age; delusions and hallucinations 
associated with depression; association of anti- 
social personality in schizophrenia; association 
of depression, drug abuse and alcoholism in 
antisocial personality; the uncertainty of with- 
drawal symptoms in drug abuse; mixture of 
symptoms in schizo-affective illness; and others. 
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The Psychiatric Differentiation of Senility and Arteriosclerosis 


By D. P. BIRKETT 


This study compares the mental symptoms 
of two groups of aged mental hospital patients. 
One group had senile brain disease but no 
brain infarcts. The other group had brain 
infarcts but no positive evidence of senile 
brain disease. 

To obtain these data a large number of 
patients was studied and the two groups were 
selected from those who came to necropsy. The 
purpose was to find whether valid psychiatric 
criteria could be established for distinguishing 
between senile and arteriosclerotic brain disease. 


Selection of cases 

The cases comprised to begin with all the 
patients in Fairfield Hills State Hospital who 
fulfilled the following criteria: 


I. Over 70 years old. 

2. No known psychiatric treatment, suicide attempt 
or mental hospital admission before the age of 50. 

3. No children ever in a mental hospital with a 
diagnosis of schizophrenia or affective psychosis. 

4. No evidence at the time of examination of fever, 
uncompensated heart failure or any other definite 
organic disease (other than arteriosclerosis) likely 
to affect the brain. 

5. No positive blood test for syphilis at any time. 

6. No divorce or jail sentence before the age of 50. 

7. Not moribund or comatose at the time of 
examination. 


These criteria were designed to select people 
of whom it could be said that their mental 
symptoms probably (although by no means 
certainly) started after the age of 50. They were 
all over 7o at the time of examination but 
could have been mental hospital patients for 
up to 20 years before they attained the age of 70. 
All the patients in the hospital who fulfilled 
these criteria were examined. The fact of their 
being in a mental hospital was a major factor 
in their selection. Three hundred and forty- 
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three such patients were examined while 
alive. If any of them died after examination 
during the two years following the beginning 
of the experiment, a necropsy was asked for. 
All the brains obtained at necropsy were 
examined for evidence of senile brain disease 
and of infarcts. 

On the basis of the neuropathological exam- 
ination, the brains were divided into those 
with infarcts but without positive evidence 
of senile brain disease, and those with senile 
brain disease without positive evidence of 
infarcts. Those without evidence of either of 
these conditions or with extensive overlap 
of these conditions were rejected from the study. 

Of the 343 patients selected on clinical 
grounds: 

Ninety died in the hospital during the period 
of the study. Necropsy was performed on 31 
of these. 

'The refusal of consent in so many cases 
introduced an unknown factor into the selection. 

Of these 31, 14 had infarcts without positive 
evidence of senile brain disease and ro had 
senile brain disease without positive evidence of 
infarcts. This report is concerned with these 
24 subjects. 


NEUROPATHOLOGICAL ASPECTS 

First, the 31 brains were grouped into 
‘infarct? and ‘senile’ groups for statistical 
treatment. Secondly, descriptive summaries 
of the brain findings were recorded and these 
were set against the brief psychiatric case 
histories in the results. All the brains were 
hardened in formalin, cut into thin slices and 
examined. Any areas macroscopically suggestive 
of infarction were sectioned and examined 
microscopically to confirm the presence of 
infarction. In each brain frontal or temporal 
cortical sections were stained by Von Braun- 
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'mühl's method, and a hippocampal section 
was stained with haemotoxylin and eosin. 
On the basis of these examinations the brains 

. were divided into three groups: 

' I. Brains in which both senile plagues and 
neurofibrillary changes, along with Simchowicz's 
granulovacuolar changes were found, but in 
which no infarcts at all were found. 

. 2. Brains in which definite infarcts were 

-found, but in which no senile plagues, neuro- 

' fibrillary changes or granulovacuolar changes 

were found. 

3. Brains which did not fall into the previous 
two categories. All these brains were rejected 
from the study. 


ov Psychiatric features 


These were studied, first by obtaining the 
answers to a standardized questionnaire, and 
secondly by the case histories. Brief case histories 
for comparative purposes were compiled retro- 
spectively from the patients! ordinary case 
records. The case histories together with the 
neuropathological findings can be obtained 
from the author on request. 

The questionnaire provided prospective and 
objecüve data. It was not possible to exclude 
the possibility that brain damage occurred 
after the administration of the questionnaire 
and before death. 'Table I shows for both groups 
of patients sex, age at the time the question- 
naire data were obtained, duration of illness 
up to that time, and subsequent duration up to 
the time of death. 


'Ihe questionnaire, copies of which wil be made 
available to correspondents on request, required the 
clinician to answer 75 questions. These were drawn up 
after consulting the article by Ferraro in the American 
Handbook of Psychiatry, the relevant chapter in Clinical 
Psychiatry by Mayer-Gross, Slater and Roth, and the 
work by Rothschild, hereafter coded as F, M and R 
respectively in the list below. This shows the clinical 
features held by them to be distinctive of cerebral arterio- 
sclerosis or of senile dementia, and the number of items 
in the questionnaire bearing on the presence or absence 
of that feature. 

Distinction of cerebral arteriosclerosis: fatiguability for all 
mental work (F, 6); transient ideas of persecution (F, 4); 
headache (R, 1); acute onset with sudden confusion (F, 2); 
more acute onset and fluctuating course (M, 9); fiuctua- 
tion in the memory disturbance (F, 2); realization of 
mistakes and errors (F, 1); insight into change (M, 2); 
better preservation of personality (F, M, 8); emotional 


THE PSYCHIATRIC DIFFERENTIATION OF SENILITY AND ARTERIOSCLEROSIS 


lability (F, M, 2); depression (R, 5); suicidal tendencies 
(R, 1); perseveration (F, 1); responding to the emotional 
attitude of the examiner rather than his actual words 
(F, 1); epileptiform seizures (M, 1); sexual irregularities 
(R, 1). 

Distinction of senile dementia; later age of onset (M, R, 1); 
female preponderance (M, 1); precipitation by stress 
(R, 1); reduction in ambition and increase in the time 
and effort necessary for the performance of familiar 
duties (F, 11); difficulty in adapting to new circumstances 
(F, 5); ethical perversion (F, 4); delusions in general 
(F, 4); elaborate paranoia (R, 1); proposing impossible 
marriages (F, 2); use of circumlocutions instead of names 
(Œ, 9); wandering at night (F, M, 2); irritability (M, 5); 
perverted sexual behaviour (M, 1); severe intellectual 
impairment (R, 9). 





TABLE I 
Case Sex Age Duration Death 
(years) (months) 

Infarct Group 

PL F 75 ; 17 3 
FH M 82 17 4 
TA F 71 3 IO 
CM M 82 24 10 
HW M 74 I$ 8 
MG F 82 3 13 
GG F 88 1$ I 
SA OM 80 4 24, 
AL M 84 8 12 
MD F 77 2 13 
AO M 70 3 6 
JAr M 77 4 4 
MA F 83 3 3 
JAi F 83 8 8 
Senile Group 

ED F 73 8 II 
AP F 83 14 2 
LF M 76 5 4 
AK M 77 2 6 
EM F 76 2 4 
IM F 76 7 8 
AU M 78 IS 5 
MK F 75 I$ 26 
SH F 84 15 
CK M 75 2i 10 


Table shows, from left to right, initials of patient, 
sex, age at time of questionnaire, duration from onset 
till then, and duration afterwards till death. 


Discussion 


The statistical results from the questionnaire 
were disappointing. Fisher’s exact probability 
test was applied. Results are available on 
application. 
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They are perhaps consistent with a more 
acute onset, better preservation of personality 
and insight, and greater mood lability in the 
infarct group; but it cannot be said that any 


of the hypotheses stated by the writers quoted . 


were proved or disproved. A few low probability 
levels (two passing the 0-05 level) must always 
be found among a large group of tests such 
as this and cannot necessarily be accorded the 
dignity of statistical significance. 

The necropsied cases represent a selected 
and not a random sample, simply by virtue of 
the fact that they were necropsied. Death 
within the follow-up period is a selecting factor, 
and many variables affected the obtaining 
of necropsy consent. 

It proved difficult to formulate questions 
which appeared to test the classical statements 
and were not ambiguous or vague. Adherence 
to testing these statements led to restricting 
the areas covered by the questions. 

The presence of intellectual deterioration, 
confusion, and clouding of consciousness caused 
difficulty in evaluating the significance of 
replies to certain questions, especially when 
the replies were negative. Very deteriorated 
patients may tend to be nearer to death, 
which further complicates statistical treatment. 

The possibility that brain damage occurred 
after the psychiatric interviews was also present. 
Only continued clinical observation and neuro- 
pathological necropsy examination could help 
in determining this. 

It therefore became necessary to turn to the 
case histories for further information, although 
the original intent had been to use a strictly 
statistical experimental design. 

Inspection of these suggests that the senile 
group were more deteriorated at the time of 
examination. Their natural history seemed to 
be from an onset with a variety of psychotic 
symptoms to progressive confusion and demen- 
tia with eventual death from pneumonia. Cases 
C-K, A—P, A-K, and E-D exemplify this course. 

Prognosis is not well studied in case material 
such as this. There were no outstanding 
differences between the two groups in length 
of time of survival after the completion of the 
questionnaire. The time between onset of 
symptoms and death averaged 10 years in the 
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senile group and 6 years in the infarct group. 
The longest survivors were cases F-H, A-L, 
A-U and S-H (average 12 years). What stood 
out about these cases was that their earliest 
symptoms were not of an organic type. When 
the early symptoms included confusion and 
memory defect the survival time was shorter. 

Suddenness of onset distinguished the infarct 
group, both by statistical analysis of the question- 
naire and by examination of the case histories. 
In cases A-L, M-D, G-G, and H-W, this 
sudden onset was accompanied by other features 
suggesting a stroke. 

Fluctuation also tended to distinguish the 
infarct group, but the two cases with the most 
striking degree of fluctuation were A-U and 
M-K, both in the senile group and both with 
cyclic mood disorders. 

The admitting diagnoses were taken from 
the reports of the staff conference on each 
patient, but these varied in detail and it was 
often hard to tell what considerations had 
influenced the original diagnosis. The diagnoses 
at that time were given in the nomenclature of 
DSM-I (1) which differed more from inter- 
national usage than does DSM-II (2). In the 
infarct group 5 cases (M-A, C-M, J-Ai, 
M-D, and G-G) were given diagnoses of 
chronic brain syndrome associated with senile 
brain disease (senile dementia) and the remain- 
der were diagnosed as having chronic brain 
syndrome associated with cerebral arterio- 
sclerosis. In the senile brain disease group, 
case A-U was diagnosed as manic-depressive. 
Case S-H was diagnosed as involutional psy- 
chosis of paranoid type (late paraphrenia). 
Cases A-P and E-D were diagnosed as chronic 
brain syndrome associated with cerebral arterio- 
sclerosis, and the remaining 6 were diagnosed 
as having chronic brain syndrome associated 
with senile brain disease. 

This surprising degree of accuracy in psy- 
chiatric diagnosis ‘is perhaps accounted for 
by the fact that 7 cases in the infarct group had 
non-psychiatric features in their history sug- 
gestive of stroke (H-W, T-A, A-L, P-L, G-G, 
M_D, and C-M). 

Neurological symptoms indeed predicted 
brain infarcts more accurately than any 
psychiatric findings did. Six of the 14 infarct 


cases, and none of the senile group, had evi- 
dence of hemiplegia at some stage in their 
iliness, while a further 2 (G-G and M-D) had 
episodes suggesting a minor stroke, and case 


-. F-H had asymmetrical parkinsonism. 


Where focal neurological findings were 
present, the location of the infarcts was con- 
sistent with them (cases F-H, H-W, T-A, 
A-L, and P-L). 

There was no obvious relationship between 
the location of the infarcts and the nature of 
psychiatric symptoms. 

In two cases (M-G and M-A) the infarcts 
were so recent (by neuropathological criteria) 


‘that they must have occurred after the onset 
. of the mental symptoms. Five cases (M-D, 


S-A, A-O, T-A and H-W) contained both 
old (ie. cystic) and recent (ie. soft) lesions. 
In the remainder of the infarct cases the lesions 
were old (ie. completely cystic), although 
this does not establish that they could not have 
occurred after the onset of mental symptoms. 

To what extent the infarct group were a 
cerebral arteriosclerosis group cannot be 
answered from the present data. Other writers 
(3) have used the presence of cerebral infarcts 
as evidence of significant cerebral arterio- 
sclerosis. Within this present group there was 
considerable ‘zusammenhang’ between the pres- 
ence of infarcts and the presence of other neuro- 
pathological features of arteriosclerosis. Statistics 
could not meaningfully be applied to this 
area because histological assessment of the 
extent of arteriosclerosis is best made from 
examination of several large sections, and such 
sections often contain evidence of infarction 
which must bias any observer and nullify 
calculation of correlation coefficients. In 7 of 
the senile cases the macroscopic evidence of 
atherosclerosis at the base of the brain. was 
minimal or absent. In several of these the 
pathologist commented on the remarkable 
degree of freedom from atherosclerosis. (Such 
comments were made in knowledge of the 
patients’ age and symptoms.) 


SUMMARY 
The mental symptoms of two groups of aged 
mental hospital patients were compared. One 
group had senile brain disease but no infarcts. 
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The other group had brain infarcts but no 
positive evidence of senile brain disease. To 
obtain these data a large number of patients 
were studied and the two groups selected from 
those who came to necropsy. 

The purpose was to find whether valid s 
psychiatric criteria could be established for 
distinguishing between senile and arterio- 
schlerotic brain disease. 

The cases comprised all the patients in a 
large mental hospital who were over 70 years 
old at the time of examination, had had no 
obvious mental illness before the age of 50, 
and who came to necropsy during the period 
of the study. 

Three hundred and. forty-three such patients 
were examined while alive. Conventional case 
histories were recorded. A questionnaire was 
administered covering the criteria given by 
several authorities for distinguishing between 
the psychiatric features of senile dementia 
and arteriosclerotic psychosis. 

Ninety of the patients died in the hospital 
during the period of the study and of these, 
31 had necropsies. Of these 14 had infarcts 
without positive evidence of senile brain disease 
and 10 had senile brain disease without positive 
evidence of infarcts. 

The report is finally concerned with these 
subjects. A summary of statements about the 
respective psychiatric manifestations of senile 
dementia and cerebral arteriosclerosis in the 
American Handbook of Psychiatry, in Clinical 
Psychiatry by Mayer, Gross, Slater and Roth, 
and in Rothschild’s 1942 study is presented. 

Brief case histories of the 24 subjects and 
descriptions of the neuropathological findings 
are available from the author on request. 

The results are also treated statistically 
and the results of the questionnaire in the 14 
infarct cases and the ten senile brain disease 


-cases are compared, using Fisher’s Exact test. 


The statistical findings are consistent with 
a more acute onset, better preservation of 
personality and insight and a greater mood’ 
lability in the infarct group. 

The senile group were generally more deter- 
iorated mentally at the time of examination. 
This may have tended to obscure differences 
between the two groups statistically. 
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Inspection of the case histories suggested 
that in the senile brain disease group the natural 
history was from an onset with a variety of 
psychotic symptoms to progressive confusion 
and dementia with eventual death from pneu- 
monia. 'T'he case histories also suggested that in 
the infarct group mental symptoms had less 
tendency to progress to confusion and dementia, 
and death was from causes other than pneu- 
monia. 

Neurological features predicted brain infarcts 
more accurately than did any mental features. 
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The Effects of Clomiphene in Impotence 
A Clinical and Endocrine Study 


By ALAN J. COOPER, A. A. A. ISMAIL, T. HARDING and D. N. LOVE 


INTRODUCTION 


Hormone treatment for impotence and 
impotentia ejaculandi (delayed or absent 
ejaculation in the presence of normal erections 
and desire) (Johnson, 1965) is based on two 
assumptions: namely—that (1) potency in the 
male is androgen dependent and (2) impotency 
is due to relative androgen deficiency (Miller, 
1968; Margolis et al., 1967; Sobotka, 1969). 
The synthetic preparations most frequently used 
are methyl testosterone, various esters, including 
the propionate, deconate, enanthate, etc. 
(Tuthill, 1955; Kupperman, 1967) and more 
recently a number of testosterone-‘aphrodisiac’ 
combinations (Margolis et al., 1967; Cooper 
et al, 1971, etc.). Despite some claims of 
therapeutic success for the various regimes, the 
administration of exogenous hormones has 
several pharmacologic disadvantages. For in- 
stance methyl testosterone, which has to be 
taken sublingually or bucally, may be associated 
with severe toxic effects such as cholestatic 
jaundice, etc. (Goodman and Gilman, 1965). 
Parenterally administered testosterone esters, 
although less toxic and more certainly absorbed 
than methyl testosterone, have all the drawbacks 
of the intramuscular route; also their rate(s) of 
tissue release may not be optimal for metabolism. 
Additionally, all these synthetic compounds may 
inhibit endogenous testosterone formation and 
spermatogenesis by suppressing pituitary gona- 
dotrophins. Long term administration may 
result in Leydig cell inactivity and even disuse 
atrophy. Recently Harkness et al. (1964, 1968) 
have observed that clomiphene (Fig. 1), a 
non-steroid triethylene derivative which in 
females stimulates the anovulatory ovary to 
secrete oestrogens (Bishop, 1970), significantly 
raised the levels of urinary steroid metabolites, 
including testosterone, in a proportion of 
‘normal’ and corticosteroid deficient males. This 
unexpected testosterone elevating effect sug- 
gested its possible ‘experimental’ use as an 


327 


alternative drug treatment in impotence. 
Accordingly a limited pilot study on five 
‘primary’ (non-organic) impotent males was 
conducted: its main aims were (a) to assess the 
potential clinical utility of the drug and (b) to 
study its effects on the ‘pituitary-testes-axis’ as 
reflected by plasma testosterone levels. 


eie 
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Clomiphene (MRL-41) 
Fia. 1.—Ghemical structure of clomiphene. 


MATERIALS AND METHODS 
Clinical—Case History Summaries: 

Case r, aged 22, was suffering from ‘early onset’ (never 
competent) impotentia cjaculandi. He had reached 
puberty late, at about 16 years of age, since when he had 
masturbated irregularly and infrequently about once 
every 2-3 weeks. Although erections had generally been 
possible these had usually been of poor quality and of 
limited duration; he had never been able to reach orgasm 
and ejaculation despite often prolonged (up to 20 mins) 
manual manipulation. Latterly masturbation had become 
a mechanical exercise performed with little or no relish 
solely in an attempt to reach ejaculation. The patient 
experienced nocturnal seminal emissions about once a 
month, usually in association with sexual dreams. He 
viewed masturbation and ‘wet dreams’ alike with distaste, 
considering both unnatural. Psychologically he was 
grossly inhibited, sexually ignorant and immature, and 
apprehensive of women. Thus he had avoided any close 
female relationships, fearing that sexual demands which 
he could not meet might be made upon him. His reason 
for secking advice was that he wanted to be able to 
ejaculate in order that he might be in a position to con- 
template, at some future date, the ‘convention’ of marriage. 

Case 2, aged 48, was suffering intermittent ‘late onset” 
(previously competent) impotence since his second 
marriage four years ago. Although the patient was aware 
of a progressive diminution in his sexual drive—as 
evidenced by a reduction in (a) early morning erection on 
awakening, (b) sexual fantasies, (c) frequency of sexual 
outlets, etc. (Cooper et al, 1970) he was still able to 
masturbate himself successfully to orgasm and ejaculation 
with adequate erections, whenever he so desired (about 
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once every three weeks). Psychologically, the most 
impressive features were passivity and high levels of coital 
anxiety, i.c. anxiety related specially to the act of coitus, but 
not generally to other situations or events (Cooper, 1969). 

Case 3, aged 44, presented with a twenty-year history of 
impotence which had only become a ‘medical problem* 
since his late, never-consummated marriage four years ago. 
At the time of referral the patient evinced no evidence of 
being sexually interested or active; thus self-masturbation 
had been in abeyance for a number of years, and sexual 
fantasies, desires and coital attempts, which he avoided 
whenever possible, were extremely rare. 

Psychologically he impressed as being an excessively 
neurotic, immature and dependent man; indeed he had 
married only at 41 following the death of his father. It was 
clear that he was seeking essentially a non-sexual parental- 
i dependancy-relationship with his wife. Significantly she 
had initiated the referral. 

Case 4, aged 47, previously ‘highly sexed’ and perfectly 
competent, presented with gradual deterioration of coital 
performance of three years duration. In the two months 
before referral his impotence had become total, although 
he still experienced ‘strong sexual urges’. Psychologically 
he showed anxiety and hypochondriasis, and he was 
considered to be suffering from a chronic depressive illness 
of moderate severity. It was not possible to determine 
whether and to what extent the impotence was the cause 
of the depression or a symptom. He had a prior history of 
peptic ulceration. 

Case 5, aged 42, was suffering from ‘early onset’ coital 
impotence, present constantly throughout his marriage, 
which remained unconsummated. The patient had found 
the idea of sexual intercourse with a woman repugnant 
and had made token only efforts to rectify his aversion. 
He had continued to masturbate regularly but with 
declining frequency since puberty, although latterly he 
was finding it more difficult to sustain erections. 

Psychologically he was excessively passive and sub- 
missive; he had little emotional interest in the opposite 
sex and had been ‘talked into marriage’ by his spouse; the 
latter had sought an appointment on his behalf. 

Cases 1, 2, 3 and 5 had previously undergone 

$ à : 

a number of treatments, including methyl 
testosterone, testosterone propionate and various 
psychological procedures, etc., but without 
significant lasting benefit. None of the patients 
had received drugs for their condition in the 
six months prior to the present study; all were 
physically fit and ambulant, and apart from Case 
4 who showed clinical evidence of depression, 
overt psychiatric symptoms were not elicated. 


Testosterone assays 

Plasma testosterone levels were measured by a 
competitive protein binding method (Ismail 
etal., 1971). To minimize errors of interpretation 
arising out of the hormones’ circadian rhythm 
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concentrations tending to be higher a.m. than 
p-m. (Ismail et al., 1971), the blood sampling 
procedure was standardized, specimens being 
drawn weekly, on the same day and at the same 
time (11 a.m.-1r.15 a.m.) for each subject. 
In addition, since many other factors, including 
sexual activity, etc., can apparently influence 
testosterone production (and body fluid levels) 
(Ismail and Harkness, 1967; Ismail et al., 1970; 
1971) all subjects were asked to refrain from sex- 
ual outlets and/or any unusual physical exercise, 
etc., in the 24 hours preceding the blood samp- 
ling. They were also advised against taking any 
other drugs throughout the investigation period. 


Drug regime and clinical assessment 


Subjects 1, 2, 3 and 5 received clomiphene 
orally 50 mg. b.i.d. for three weeks. In subject 45 
who had a previous history of peptic ulceration, 
the drug was prematurely discontinued after 
two weeks because of a suspicion of melaena, 
which, however, was not substantiated. 

Using a specially constructed questionnaire 
(Cooper, 1967— Appendix 1) each patient asses- 
sed his own sexual function weekly, before (for 1 
week) ; during (for 3 weeks) and following (for 2 
weeks) clomiphene treatment. A weekly investi- 
gator interview and rating complemented and, 
where necessary, amplified the self assessment. 


RESULTS AND Discussion 


Fig. 2 sets out the individual and mean weekly 
plasma testosterone levels for the five patients. 
Except for Case 3, the basal (pre-drug levels) 
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are within the range encountered in normal 
subjects (Ismail et al., 1971). The extremely low 
value in Patient 3 might have been due to the 
degree of sexual apathy in his case, which had 
been absolute for at least one year before 
referral. In this respect he differed from the 
others, all of whom were showing some degree of 
emotional and/or physical responsiveness during 
coitus and/or masturbation. Cooper et al. (1970) 
have shown elsewhere that urinary testosterone 
levels are lowest in impotents who have been 
sexually inactive for more than three months. 

After one week's clomiphene, plasma testo- 
sterone levels had increased sharply in four out 
of five subjects to levels in excess of normal 
(Ismail e£ al., 1971). Afer three weeks on the 
drug the mean level had progressively increased 
by over 100 per cent from a pre-drug mean of 
407ng./100ml. to843 ng./ roo ml. ; ahighlysignifi- 
cant difference (p < 0-01). One week after stop- 
ping the drug plasma testosterone levels had 
declined in all five subjects (mean 660 ng./100 
ml.-p < 0:05 compared with mean of previous 
week). 

Clinically, only Case 4 showed improvement, 
successfully completing coitus on two occasions 
during the investigation. None of the others 
had found it possible to reach orgasm and 
ejaculation, nor had they noticed any increase in 
‘sexual desire’ and/or fantasies, etc., during 
clomiphene administration. 

Clinically, no side and/or toxic effects were 
apparent, although, as previously indicated, 
Case 4 was prematurely withdrawn from the 
trial because of fears of melaena; these subse- 
quently proved groundless. 

The endocrine findings, which presumably 
reflect increased synthesis and release, are in 
line with those of Harkness ei al. (1968), who 
showed that clomiphene markedly elevated 
urinary testosterone levels in males suffering 
from Addison's disease, but not in castrates. It 
may perhaps be inferred from the present study 
that at least four out of the five impotents had 
physiologically functioning gonads, although 
it is not possible to say from the present data, 
whether the increases in endogenous hormone 
levels were primarily testicular in origin or 
mediated indirectly via increased secretion of 
pituitary gonadotrophins. Of greater theoretical 
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interest was the lack of any- concomitant 
improvement in sexual function despite con-: 
siderable elevation of plasma testosterone levels. 
This was dramatically illustrated by Case 1— 
the non-ejaculator, whose levels doubled up to , 
1,234 ng./100 ml., but without clinical change. d 
In fact only Case 4, who had the smallest rise in 
plasma testosterone, showed any improvement. 
Digressionally and heuristically it is perhaps 
worth commenting briefly on the apparent lack 
of a ‘clomiphene-testosterone’ response in the 
depressive Case 4. Previous investigators have 
noted that states of depression have been 
associated with dysfunction of the pituitary- 
adrenal axis, reversible on clinical remission of 
the illness. Thus, Butler and Besser (1968) and 
Carroll et al. (1968) have both shown a significant 
increase of plasma and urinary corticosteroids 
and a failure of dexamethosone suppression in a 
proportion of depressed patients. Both groups of 
workers were, however, unable to offer any 
explanations for these observations. 
. In the present study it is possible that the 
lack of a ‘clomiphene response’ in the depressive 
was due to a concomitant change in the 
‘pituitary-gonadal axis. However, at present 
this is pure speculation. Clinically, it is of interest 
that three weeks after discontinuing clomiphene 
in Case 4 both depressive symptoms and 
impotence were in partial remission. At the time 
of writing the patient has stabilized at this level 
of sexual functioning: unfortunately no addi- 
tional endocrine studies were carried out on him. 
In conclusion, although the numbers studied 
are small, it would appear that elevation of 
plasma testosterone (presumably by increased: 
synthesis and release) is likely to be without 
clinical benefit in ‘non organic’ impotence. 
The present observations provide additional 
tentative evidence in support of the authors’ 
previously stated view (Cooper et al., 1970, 1971) 
that provided a ‘threshold’ minimum is available 
the testosterone level per se is not as important 
for potency as has been hitherto believed. It» 
might also account for the generally un- 
impressive therapeutic results in impotence 
using methyl testosterone and ester replace- 
ments. However, it is still possible that, at a 
cellular level, the ‘defect’ underlying impotence 
might (1) be one of ‘utilization at receptor sites’ 


330 
rather than one of ‘supply’ (i.e. ‘synthesis and 


release") and/or (2) involve other neurotrans- 

mitters. Recent work in animals points to the 

possible co-functional importance of various 
, catechol and indole amines (Tagliamonte et al., 
= 1969; Gessa et al., 1970). It seems likely that to 
understand the pathogenesis of impotence the 
cellular neurochemistry of potency will first have 
to be elucidated. 
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APPENDIX 1 
DALY SEL¥-RATING SCHEDULE 9 p.m.-9 a.m. 
DATE 


(1) Occurrence of spontaneous erection 
No. of times .... Duration of erection .... mins. 
With/without sexual fantasies .... 

Quality of erection: Strong Average Poor 


I 2 3 
Presence of sexual desire: Strong Avsrage Poor 
I 2 3 
(2) Occurrence of coital attempt YES/NO 
No. of times .... Time of occurrence .... a.m./p.m. 
Duration of coitus .... mins. 
With/without ejaculation .... 


Degree of satisfaction: Satisfied Unsatisfied 


I 2 
Presence of sexual desire: Strong Average Poor 
I 2 3 
(3) Masturbation by female partner 
No. of times .... 
Quality of erection: 


YES/NO 


Strong Avsrage Poor 
I 2 3 
Duration of masturbation .... mins 


Degree of satisfaction: Satisfied Unsatisfied 
I 


2 
Presence of sexual desire: Strong Average Poor 
I 2 8 
(4) Self masturbation 
No. of times .... 


Quality of erection: 


2 
Presence of sexual desire: Strong Average Poor 
I 2 3 
(5) Morning erections, on awakening 
Quality of erection: Strong Average Poor 
I 2 3 
Presence of sexual desire: Strong Average Poor 
(6) Nocturnal emission (wet dreams) 
Sexual dreams 


Strong Average Poor 
1 
YES/NO 


YES/NO 

YES/NO 

(7) Anecdotes—brief description of relevant happenings 
not covered in the above items: 
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Hand and Eye Dominance in Schizophrenia ' 


By H. C. ODDY and T. J. LOBSTEIN 


INTRODUCTION 


Venables (1969) has suggested that a dis- 
turbance of lateral balance might be found in 
Schizophrenia. Since this balance may be 
reflected in the hand dominance shown by the 
individual an investigation into the handedness 
of schizophrenics was carried out. 

The ocular dominance of the sample was 
also investigated; and a record of their ages 
kept. 


METHOD 
(1) Sample 
Seventy men and 7o women, all of whom 
were currently diagnozed as schizophrenic 
and with no known cerebral insult. Ages 
ranged from 18 to 65 years old. 


(2) Procedure 

All subjects were tested for both hand and 
eye dominance, using the following tests 
(adapted from Annett, 1970): 


Handedness: 
1. Hand used to write legibly. 
2. Preferred hand for picking up object, combing 
hair, cleaning teeth. 
3. Hand used to hold match when striking, needle 
when sewing. 
4. Hand at top of broom when sweeping, holding 
hammer when hammering. 
5. Preferred hand for throwing, holding tennis 
racket, batting in cricket. 
Eye Dominance: Eye used to 
1. Sight through imitation telescope. 
2. Sight through imitation microscope. 
3. Look through a hole in a large piece of card 
(requiring the use of both hands). 


The hand used in all tests was considered 
the dominant one, otherwise subjects were 
classed as mixed-handed. The eye used in the 
majority of tests was considered the dominant 
one (in only four cases was this not all tests). 
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RESULTS AND ÁNALYSIS 
TABLE I 
Distribution of hand and eye dominance in "m and 
normal populations 

Schizo- Schizo- | Normal 

Hand/eye phrenic phrenic popula- 
male female tion 
Right/right 41 40 281 
Right/left 20 25 115 
Mixed/right o 3 53 
Mixed/left 8 2 31 
Left/right I o 6 
Left/left o o II 
"Total sample - 70 70 497 





In order to compare our sample with a normal 
population, Merrel's (1957) data were adapted 
to give column 3. 

Tests on the data revealed the following: 
the combined schizophrenic population was 
distributed significantly differently from the 
normal population (X, = 16:06, df = 5, 
p <o-o1). The male and female patients did 


not differ, and only the male patient group : 


differed from the normal population (y; = 
12°36, d.f. = 5, p < 0-05). Neither handedness 
nor eye dominance considered separately 
revealed any differences, and handedness was 
shown to be distributed binomially in accord 
with a genetic hypothesis (Annett, 1967). 

A comparison of the handedness of schizo- 
phrenics with their ages (irrespective of sex) 
showed that the mixed-handed group came 
from a significantly younger population than 
the pure right-handed left-handed (two tailed 
Mann-Whitney, corrected for ties U = 393°5, 
Z = 3:103, p < 0:002). 


Discussion 
Two positive findings seem to emerge from 
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this study. Firstly, when hand and eye 
dominances are considered as separate factors 
the patient group appears similar to the normal 
population, but when the factors are combined 
„and the phenomenon of cross-dominance 
~ revealed (e.g. right hand but left eye dominance) 
we find the schizophrenic group differing 
highly from the normal group. 

Secondly, the group of mixed-handed schizo- 
phrenics included a disproportionate number 
of younger patients. This suggests the possibility 
` that the reduced cerebral dominance which 
mixed-handedness represents may be an accom- 
panying feature of early breakdown. 


SUMMARY 


Hand and eye dominance were tested in 140 
schizophrenics. Interaction between the two 
traits accounted for the major differences 
between the schizophrenic and a normal 
population. Additionally, the group of mixed- 
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handed schizophrenics were 
younger than the others. 


significantly 
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distress. 


The facade of vague symptoms presented by the 
depressed, anxious patient makes diagnosis and 
choice of therapy a particular challenge. For first 
line treatment, three factors are invaluable: 

@ Effectiveness against both anxiety and depression 
@ Minimal side effects and no dietary restrictions. 
@ Patient acceptance. 


Prothiaden has been shown! to be a real advance 
in combining all these features, in one substance, 
one strength capsule. 
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The Recruitment of Psychiatrists 


By GERALD RUSSELL 


THE RECRUITMENT OF PSYCHIATRISTS 


Every teacher of psychiatry bears a dual 
responsibility. Not only must he inculcate the 
essential principles of his subject into medical 
students, irrespective of their eventual choice 
of career within medicine, but he must also help 
recruit into psychiatry a sufficient number of 
doctors to develop the psychiatric services of 
tomorrow. Moreover, the quality and personal 
attributes of these recruits must be such as to do 
credit to the profession. ` 

The psychiatrist who adopts the role of the 
proselytizer must try to determine the demand 
for training psychiatrists. In his daily clinical 
experience he will encounter numerous patients 
whose disability is prolonged, possibly to the 
extent of remaining in hospital for years, 
because he simply cannot find the time to give 
them the care demanded by the nature of their 
illness. Or he may be asked to see a child whose 
educational backwardness or acts of delin- 
quency demand several hours for their accurate 
assessment and their effective treatment. Seldom 
can he do justice to these legitimate demands on 
his time. Shortages of psychiatric manpower 
have been claimed in every sub-specialty of the 
subject (child psychiatry, mental subnormality, 
forensic psychiatry and psychotherapy), and are 
also acutely felt in academic departments 
(R.M.P.A.-A.S.M.E. Conference, 1970). More- 
over, the focal point of the psychiatrist’s work 
has been deflected from the traditional psychi- 
atric hospital to out-patient departments, day 
and general hospitals. There might have been a 
fleeting hope some years ago that the pro- 
gressive closure of psychiatric beds signified that 
the work load was being shifted from hospitals 
to the community, from the medical man to the 
social worker. In reality, the policy of dis- 
charging patients into the community shows 
every indication of leading to an increase in 
medical manpower needs. In spite of an ex- 
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pansion of the psychiatric services in recent 
years, there remains a wide gap between the 
numbers of psychiatrists required to tackle 
these tasks and the number who are available. 
The problem must be viewed against the 
background of a general shortage of doctors in 
Britain and some gloomy prognostications by the 
Royal Commission on Medical Education 
(1966-1968) : it was predicted that there would 
accrue a cumulative shortage of 10,000 doctors , 
over the ten-year period 1966-1976. To some 
extent, this deficiency arose from recommenda- 
tions of an earlier enquiry (Willink Committee, 
1957) which led to a drastic reduction in medical 
graduates from about 2,100 per annum in 1957 
to only 1,500 per annum in 1964. Among 
additional reasons given by the Royal Com- 
mission for the deficiency were the increasing 
size of the population of Great Britain, the rising 
standards of medical practice expected by the 
public and the greater expectation by doctors 
to have time for study and relaxation. Contrary 
to usual belief there has not been, on balance, 
any net loss of doctors from the country through 
migration, losses having been more than offset 
by increasing numbers of overseas doctors 
coming to Britain. This shortage of doctors will 
be felt for a number of years in all specialties 
and particularly in general practice. Thus it is 
easier to understand the reasons underlying the 
policy of the Department of Health and Social 
Security to apply a brake to the expansion of 
much-needed psychiatric posts, as this might lead 
to the depletion of other kinds of health services. 
When faced with such a competition between 
psychiatric and other health services, it is 
reasonable to ask for the results of operational 
studies into areas of shortage regarding the 
mental health services. Thus, Last (1970) re- 
quested that statistics should be collected on 
psychiatric morbidity, the frequency of contact 
between patients and psychiatrists, the length of 
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waiting lists for psychiatric treatment, etc. In 
some of these areas, such as the large numbers of 
relatively untreated psychiatric problems in 
general practice, there is a large amount of 
information (Shepherd et al., 1966). In others, 
only impressions exist. In the long run the 
problem: of correcting deficiencies in the health 
services. will remain a financial one related to 
the proportion of the national income which is 
spent ori such services. Given time, more doctors 
and psychiatrists can be educated and trained 
provided that the country demands improved 
medical care. 

‘As the prosperity of a population increases, 
there is pressure for a greater proportion of its 
income to be spent on less immediate medical 


`> needs. The weight of attention moves from death 


to illness, from the treatment of disease to the 
- promotion of health . . . Psychiatric services are 
..extended. (Para. 335, Roy. Comm. Med. 
Educ., 1968.) Thus the future demand for 
psychiatrists in this country will be dictated by 
economic and social progress and by public 
opinion. Sometimes an isolated scandal revealing 
the pitiable plight of psychiatric patients 
(Farleigh Inquiry, 1971) serves to awaken the 
dormant public conscience. 

At the R.M.P.A.-A.S.M.E. Conference held 
at the Institute of Psychiatry in 1969, Kilgour 
(1970) expressed the view of the Department of 
Health and Social Security that too many 
psychiatrists were being trained for general 
psychiatry. The scene in 1971 may have become 
illumined by a faint ray of light which was 
invisible two years ago; it now appears that the 
Department concedes that there is a need to 
attract more British trainees into psychiatry. 


CAREER OPPORTUNITIES IN PSYCHIATRY IN 
GREAT BRITAIN 

'The preceding account has dwelt on factors, 
such as the availability of doctors and the size 
of the patient population, which influence the 
need for psychiatrists. Another factor which 
should be taken into account is that of career 
prospects for the student or doctor who 
chooses to specialize in psychiatry. 

The observations that follow are based on 
data made available by the Department of 
Health and Social Security (the Department 
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henceforth) and by Dr. J. L. Kilgour. Since 1966 
the Department have published each year, in 
the British Medical Journal and the Lancet, tables 
giving details of medical staffing within the 
National Health Service in England and Wales. 
Scotland has been included only since 1967. In 
this paper, only questions pertaining to England 
and Wales will be discussed. 

These ‘league tables’ are an attempt to guide 
the junior doctor to those sections of medical 
practice which are undermanned and which 
therefore carry a greater surety of eventual 
promotion. Such career prospects are indicated 
by the number of stars awarded for each 
specialty. Since 1966 adult psychiatry has never 
earned any stars, though its sub-specialties of 
mental subnormality and child psychiatry have 
regularly been awarded several. 

The Department estimates the career pros- 
pects in a given specialty from a compound of 
three factors: 

(i) the number of consultant vacancies arising 
from death and retirement; . 

(ii) the number of junior medical staff in posts 
and competing with each other for promotion; 

(ii) the number of new consultant posts 
created. 

Fig. 1 shows the number of British and Irish- 
born psychiatric trainees and the number of 
consultant vacancies for 1967. It is taken from 
the proceedings of the 1969 Conference on 
Postgraduate Psychiatric Education (Kilgour, 
1970). It shows that in 1967 there were 126 
British or Irish-born registrars competing for 
about 55 senior registrar vacancies; the 55 senior 
registrars in turn vied with each other for 50 
consultant vacancies, a rather more satisfactory 
matching. Dr. Kilgour’s thesis, hardly chal- 
lenged at the Conference, was that a gross 
excess of trainees was being recruited into 
psychiatry and that they would get stuck in the 
bottleneck of the scarce senior registrar posts. 
He added that efforts should be made to deflect 
the excess registrars into child psychiatry and 
mental subnormality posts, where unfilled 
vacancies exist both at senior registrar and 
consultant level. Furthermore, he attributed 
part of the medical brain-drain to the failure of 
young doctors to achieve promotion. Shore 
concurs with this view in Health Trends (1970), a 
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Number of trainees in Psychiatry and consultant vacancies 

available for them (1967). The histograms show that 

whereas there is a shortage of trainees to fill vacancies in 

Child Psychiatry and Mental Subnormality, there is a 
large surplus of trainees in Adult Psychiatry. 
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publication issued by the Department. There is 
evidence in support of the view that medical 
emigration is indeed fostered by failure to 
advance, at least in the case of surgical registrars 
(Riddell and Elliott, 1970). Evidence of this 
kind is not available for psychiatric registrars, 
but it should be sought; the survey of Maudsley 
Hospital registrars (Davies and Stein, 1963) 
suggested that in this admittedly highly selected 
group emigration of doctors was considerably 
less. The Department has virtually stopped 
expanding registrar and senior registrar posts 
in adult psychiatry. Their reasons for doing this 
should be examined further. 

Fig. 2 shows that since 1965 there has been a 
steady increase in the number of consultant 
psychiatrists, including those in child psychiatry : 
and subnormality. In contrast, the recruitment 
of British and Irish-born trainee psychiatrists, 
particularly registrars, has declined. . 

Table I shows the changes over the past four 
years in psychiatric staffing at consultant and 
junior levels. The mean annual increase in 
consultant posts has been 3:9 per cent. There 
has also been an overall increase in the number 


TABLE I 
Growth of consultant and junior psychiatric 
(S.R.s + Registrars + S.H.O.s) 
Total British 
Con- junior junior 
sultants staff staff 
969 801 509 
1,120 941 435 
t3'9 44 — —96 


of junior psychiatric posts of 4:4 per cent per 
annum, but this is entirely due to an influx of 
doctors from overseas at the rate of 18-3 per 
cent per annum. In contrast the number of 
British or Irish-born junior psychiatrists has 
declined by 3:6 per cent per annum, the 
sharpest decline being at registrar level, and 
amounting to 9-I per cent per annum over the 
last three years. If one examines only the 
number of registrar posts in adult psychiatry, a 
precipitate fall of 10:1 per cent per annum is 
revealed (Fig. 3). 

Table II provides further information about 
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‘Growth’ of consultant and junior psychiatric staff 
(British and Irish) from 1965 to 1970. 
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Fro. 3. 
No. of registrars in adult psychiatry 1967-1970. 
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the impact on staffing of overseas doctors. There 
has been a significant increase of overseas-born 
doctors among psychiatric trainees from 1966 to 
1970, especially at registrar level, from 41 per 
cent in 1966 to 64 per cent in 1970. 


THE REGRUITMENT OF PSYCHIATRISTS 


"TABLE II 
% Psychiatric trainees from overseas 





S.R.s Registrars S.H.O.s 
1966 .. = 15 41 54. 
1970 .. vs 24 64 60 


Table III examines the success of the Depart- 
ment’s policy of attempting to lure psychiatric 
trainees into child psychiatry and subnormality. 
There has been no significant increase of 
registrar staffing in child psychiatry or mental 
subnormality, but senior registrar staffing has 
increased, especially in child psychiatry, at the 
expense of posts in adult psychiatry. 





Taste IIT 
Comparison of numbers of psychiairic trainees 

S.R.s Registrars S.H.O.s 

1967 1970 1967 1970 1967 1970 

Adult 153 130 237 165 74 8o 
Chid .. 2I 3I 9 II ' Oo o 
S.N. zá 4 8 6 7 2 3 
Total 178 170 252 183 76 83 


(Only British and Irish trainees are shown) 


The Department’s policy on recruitment into 
psychiatry can now be re-examined. Fig." 4 
brings Dr. Kilgour’s histogram on medical 
staffing up to date and allows a comparison to 
be made between 1967, 1969 and 1970. In only 
three years the number of British and Irish- 
born psychiatric registrars finishing their train- 
ing in the registrar grade has dropped sharply 
from 126 to 82 per annum. This may please 
those who fear that the bottleneck at the senior 
registrar level is responsible for professional 
frustration and emigration. However, it is not 
so much the absolute level of these somewhat 
uncertain numbers that matters but their trend. 
Such a fall in the recruitment of British doctors 
into adult psychiatry must be a cause for great 
concern lest it continues unchecked. 


CONCLUSIONS REGARDING RECRUITMENT 
INTO PSYCHIATRY 
The Departments concern in 1967 for the 
imbalance between registrar output and senior 
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registrar and consultant vacancies, may then 
have been justified. On the other hand, by 
Blocking the expansion of training posts in adult 
psychiatry, the Department may be responsible 
for the falling recruitment of British and Irish- 
born doctors into the specialty, and this is a 
heavy responsibility to bear. 

The proportion of all young doctors who were 
training in psychiatry was also considered by 
Kilgour (1970). He stated that 4:2 per cent of 
,, doctors at present working in National Health 


',. Service career grades are choosing psychiatry. 


Fi The Department say they may allow an in- 


/1'*crease to nearer 5 per cent by 1979. Last (1970) 


‘showed, however, that when asked only 4:2 per 
cent of young doctors said that they would 
take up psychiatry as their chosen career. This 
percentage is so close to the Department's 
estimate that it allows no margin for wastage. 
There are, moreover, other imponderables 
which make it difficult to predict the future 
from these data; for example, the loss of doctors 
to the universities, the ‘wastage’ due to matri- 
mony, and so on. 

It is now clear that the bottleneck in pro- 
motion for psychiatric registrars is fast disappear- 
ing and there is falling recruitment of British 
doctors into adult psychiatry, and this probably 
means a reduction in their quality. 

The Godber Report on the Responsibilities of 
the Consultant Grade (1969) gave rise to 
anxiety lest consultants were to lose some of the 
assistance they received from junior staff. 
However, the reassurance was given by repre- 
sentatives of the Department to the Joint Con- 
sultants Committee (B.M.A., 1969) that the 
ratio of 1-3 training posts to each permanent 
consultant post would be maintained at least 
until 1978. It is to be hoped that the ratio of 
training to consultant posts in psychiatry should 
be of at least the same order of magnitude. More- 
over, in the same report it was foreseen that the 
annual growth rate of junior staff in the hospital 
services would only be reduced from 3 per cent 
to 2*5 per cent. If the total junior psychiatric 
staff is considered, the growth rate is at least this 
figure (4:4 per cent per annum from 1966 to 
1970). This has been achieved however, only by 
recruiting overseas doctors into the junior grades 
of registrar and senior house officer. 


THE RECRUITMENT OF PSYCHIATRISTS 


In short, it seems clear that the Department's 
policy of discouraging adult psychiatry as a 
career choice for the British graduate has been 
dangerously effective and should now be 
reversed. Psychiatry has been severely hit and 
has been left perilously undermanned by British 
doctors at the junior level. Because doctors from 
overseas are now filing the breach, their de- 
parture, which is now encouraged by some, is 
likely to have serious consequences. The De- 
partment's policy over recent years not to 
create any new senior registrar posts can only 
worsen the situation and act as further dis- 
couragement for potential recruits into psychi- 
atry. This will have serious consequences at a 
time when further demands are being made on 
the mental health services, especially with 
regard to the development of extra-mural 
services. 


IMPACT ON UNDERGRADUATE EDUCATION 
AND RECRUITMENT 

The Royal Commission on Medical Educa- 
tion recommended that medical schools in 
Britain should double their annual output of 
graduates in twenty years to reach a target 
figure of 4,500 per annum in 1990-94. Brief 
reference has already been made to the view 
that a reasonable level of recruitment into 
psychiatry would be represented by 4*2 to 5 per 
cent of medical graduates each year. This 
figure stands in contrast with the recruiting 
aims of at least some American medical schools 
which aim at a 10 per cent entry into the 
specialty (Kolb, 1970). It would seem therefore 
that three questions need to be asked: 

I. What is the optimum level of recruitment 
of medical graduates into psychiatry? 

2. How can this optimum recruitment be 
achieved through the use of educational 
methods? 

3. At what stage of the medical student's or 
doctors training should specialization be 
encouraged? 

The answer to the first question is uncertain 
and further research is urgently needed, but it is 
clear that the present downward trend in the 
recruitment of psychiatrists from British Univer- 
sities must be reversed. In order to improve 
recruitment the Department of Health and 
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Social Security will need to adopt more positive 
policies towards the career structure of psychi- 
atrists and the number of training posts avail- 
able. These have been limited for far too long. 
As important, however, will be the educational 
programmes developed in our medical schools 
which should now aim more directly at in- 
ducing medical students to choose psychiatry as 
a career. 

The last question is under scrutiny in a 
number of medical schools in the U.S.A., 
including Yale (Lidz and Edelson, 1970), where 
students are encouraged to select a special 
programme during the second half of their 
medical education. The emphasis is on ‘elective 
tracks prepared by various departments or 
inter-departmental committees. Even though 
few British observers of the American scene 
would necessarily accept a move towards 'semi- 
autonomous schools of psychiatry', as forecast 
by Professor Lidz, there is much to be said for 
assisting students in selecting their future careers 
at an earlier stage than obtains at present, and 
providing potential recruits to psychiatry with 
opportunities for additional psychiatric training 
within the limits of the medical curriculum and 
the availability of elective periods. 
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‘Senile Dementia’: A Changing Perspective. 
By D. A. ALEXANDER. 

Until relatively recently, senile dementia has been 
a much ignored problem in psychiatry, but largely 
due to considerable social, medical and demographic 
influences much needed interest and energy have been 
injected into geriatric psychiatry. Although the 
historical development of this diagnostic concept has 
been shrouded by the use of ambiguous and often 
emotive language, certain major threads in its 
history can be teased out. 

Originally it was used descriptively in a vague and 
over-inclusive way to accommodate a wide miscellany 
of senile deviations, but the concept has now acquired 
more rigorous boundaries reflecting both aetiological 
and symptomatological considerations. Important 
contributions to its present status are discussed with 
particular emphasis on the current multi-disciplinary 
nature of the interest demonstrated in this field. 

D. A. Alexander, M.A., Ph.D., 
Lecturer, Department of Mental Health, 
University of Aberdeen, 

University Medical Buildings, 
Foresterhill, Aberdeen. 


Schizophrenia in Association with Erythro- 
poietic Protoporphyria—Report of a Case. 
By G. N. Gmney, Ivor H. Jones and Jonn H. 
MEEK. 

The form of porphyria most frequently associated 
with psychiatric illness is acute intermittent porphyria. 
No case of psychosis has previously been reported in 
association with erythropoietic protoporphyria. The 
case described here shows such an association to- 
gether with a rise and fall of RBC protoporphyrin and 
plasma protoporphyrin levels concurrent with exacer- 
bations and remissions of the psychotic state on six 
separate occasions. The relevance of this association is 
briefly discussed. 

Ivor H. Jones, M.D., M.R.C.P.E., M.R.C.Psych., 
D.P.M., M.A.N.Z.C.P., 
Department of Psychiatry, University of Melbourne, 
Victoria, 3052, Australia. 


SuicideinScotland in Comparison with England 
and Wales. By NoRMAN KREITMAN. 
This paper draws attention to differences in the 
frequency and age distribution of suicide in Scotland 
in comparison with England and Wales, as reflected 
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in the Registrar Generals! reports. Official statistics 
have always shown Scotland to have lower suicide 
rates than England and Wales. Over the past twenty 
years, however, the rates have been converging. The 
England and Wales rates for men have fallen slightly 
while in Scotland they have risen. Among women 
both regions show an increasing rate but this is more 
marked in Scotland. In 1966-8 the age-specific rates 
were very similar in the two regions up to age 55 in 
men and 45 in women. Scotland has lower rates only 
in the older age-groups. 

Differences in the methods of investigating suspi- 
cious deaths are briefly discussed, and are considered 
unlikely to explain the discrepancies. Different criteria 
for suicide may be operative, but if so must be reflected 
only in certain age-sex groups. Demographic differ- 
ences are considered unlikely to be important. 

It can also be hypothesized, but not concluded, that 
the pattern of suicide is actually different in Scotland, 
and the effect of alcoholism in this context is men- 
tioned. 

Norman Kreitman, M.D., M.R.C.Psych., D.P.M., 
M.R.C. Unit for Epidemiological Studies in Psychiatry, 
University Department of Psychiatry, 

Royal Edinburgh Hospital, 

Morningside Park, 

Edinburgh EH10 5HF. 


Some Differences in the Personal Constructs of 
Neurotic and Normal Subjects. By ANTHONY 
Ry ze and DANA BREEN. 

A systematic study of certain features of repertory 
grid tests in relation to patient status and to scores on 
the M.H.Q. confirmed that there were a number of 
such features characteristic of neurotic as opposed to 
normal grids. It is suggested that these findings should 
add to the confidence with which repertory grid 
techniques are used in the clinical setting. Attention is 
drawn to the value of the personal construct model of 
neurosis. 

Anthony Ryle, D.M., 

Director, University of Sussex Health Service, 

Falmer, Brighton, Sussex. 


The Pattern of Psychiatric Referrals in a 
General Hospital. By B. H. Ansrzz. 

There have been a number of reports of psychiatric 

referrals in general hospitals. This analysis from Guy’s 
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Hospital over a recent period of one year is compared 
with a similar report over a five-year period from 
1955—60. : 

There has been a steady state of psychiatric 
facilities at Guy's for many years and it was found that 
the differential incidence of referrals from physicians, 
surgeons and gynaecologists remained unchanged. 
However the referral rate had doubled from 0-7 per 
cent to 1:4 per cent. There was a vast increase in 
suicidal attempts; otherwise there had been very little 
change in the pattern of referrals. 

B. H. Ansiee, M.A., M.B., B.Chir., D.Obst.R.C.0.G., 
D.P.M., 

Senior Registrar, Guy's Hospital, 

London, S.E.r. 


Psychiatry in the Casualty Department. By 
B. H. ANSTEE. 

Few papers have been published on psychiatric 
disorders presenting in casualty departments. The 
present report deals with all the psychiatric cases who 
attended Guy's Hospital casualty department during 
a recent period of twelve months. Comparison is 
made whenever possible with a similar study at Guy's 
Hospital in 1960. 

It was found that 2-2 per cent of the casualty 
attenders had psychiatric disorders, There was a 
high incidence of schizophrenia and suicidal attempts. 
Approximately half of the patients were admitted to 
& hospital bed, and a further 30 per cent were 
referred to psychiatric out-patients. 

Aspects included in the discussion are the role 
played by the casualty officer and the need for 
psychiatric advice. It is concluded that a psychiatric 
opinion should be easily obtainable, and this could 
be achieved by special allocation to this function of 
an experienced member of the hospital psychiatric 
staff. 

B. H. Anstee, M.A., M.B., B.Chir., D.Obst.R.C.0.G., 
D.P.M., i 

Senior Registrar, Guy's Hospital, 

London, S.E.r. 


Fertility in Obsessional Neurosis. By E. H. Harz, 
J. S. Priog and E. T. O. SLATER. 


Fertility and other demographic indices have been 
studied in two series of patients with obsessional 
neurosis: a national series of 831 patients and a 
series of 464 patients from the Bethlem-Maudsley 
Hospital. For both sexes, fertility in marriage was 
low compared with other diagnostic groups, being 
even lower than in schizophrenia. Celibacy rate was 
high for males, but not as high as in schizophrenia. 
The peak age-incidence fell between that of neurosis 
as a whole and of schizophrenia. The sex ratio in the 
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hospital series (which included out-patients) was 
unity. 

On these demographic indices, obsessional neurosis 
is much more closely related to schizophrenia than to 
affective psychosis. 

E. H. Hare, M.A., M.D., M.R.C.P., F.R.C.Psych., 
D.P.M., 

Bethlem Royal and the Maudsley Hospitals, 

Denmark Hill, 

London, S.E.5. 


The Relationship of the Syndromes Called 
Endogenous and Neurotic Depression. By 
L. G. Kon, GAVIN ANDREWS, MEGAN NEILSON 
and G. N. BrancHr. 


Data from 145 patients suffering from depressive 
illness admitted to a general hospital psychiatric unit 
were used to replicate the study of Kiloh and Garside 
(1963). Principal components analyses of the original 
and the new data gave factors which, when compared 
by the method of Ahmavaara, were considered not to 
differ substantially. The original study appears to 
have been replicated satisfactorily. 

The appearance of items at either end of a bipolar 
factor, and regarded as characteristics of endogenous 
and neurotic depression respectively, may suggest 
that the conditions are mutually exclusive, especially 
as rotation failed to produce separation of the clusters. 
An explanation for this could be that no general 
factor was obtained because of restriction of range of 
the shared characteristic. When the correlation 
matrix was formed around zero as the origin and the 
data re-analysed, the first factor was a general factor 
and the second factor was bipolar. Rotation produced 
two separate factors descriptive of endogenous and 
neurotic depression. 

When patients’ scores on these two factors were 
plotted, some separation of diagnostic groups occur- 
red. It was concluded from this distribution that at 
least one of the conditions must be a dimensional 
illness whilst the other could be categorical in nature. 

Separate factor analyses of the data from the endo- 
genous depressive and from the neurotic depressive 
groups were carried out. The findings suggest that 
endogenous depression is more likely to be a cate- 
gorical illness with a restricted range of clinical 
manifestations, while neurotic depression may well be 
dimensional, encompassing a number of ways in 
which patients can mobilize their defence mecha- 
nisms to cope with environmental and intrapsychic 
threats. 

L. G. Kiloh, M.D., F.R.C.P., F.A.N.Z.G.P., D.P.M., 
School of Psychiatry, 

University of New South Wales, 

Australia, 2036. 
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The Therapeutic Effect of Lithium Carbonate on 
a Patient with a Forty-Eight Hour Periodic 
Psychosis. By S. M. Hanna, F. A. JENNER, 
J. B. Pearson, GWYNETH A. Sampson and 
ELIZABETH A. THOMPSON. 


The forty-eight-hour periodic psychotic patient 
previously described by this group has been very 
successfully treated with lithium carbonate 500 mg. 
twice daily. Despite an eighteen-year history of very 
severe incapacity he has remained normal and at 
work for four years, but he has had relapses appa- 
rently explained by altering the dietary sodium, the 
dose of lithium or by being given a placebo. After 
three years of treatment he developed clinical 
hypothyroidism confirmed by laboratory investiga- 
tions. This was also reversed by giving a placebo in 
place of lithium, but in order to treat both the affective 
psychosis and the thyroid etate he required lithium 
carbonate and thyroxine. 

F. A. jener, M.B., ChB. Ph.D., M.R.C.P., 
F.R.G.Psych., D.P.M., 

Medical Research Council Unit for Metabolic Studies in 
Psychiatry, 

University Department of Psychiatry, 

Middlewood Hospital, 

Sheffield 156 TP. 


The Impact of the Abortion Act: A Psychiatrist's 
Observations. By R. G. PREST. 


Although social factors may be taken into account, 
the legal grounds for termination of pregnancy still 
-hinge upon their effect on health, and the majority of 
terminations are in fact being carried out on grounds 
of a threat to the mental health of the pregnant 
woman. 

There is evidence that many women secking abor- 
tion are demonstrably suffering from psychiatric 
illness, and although the long-term effects of termina- 
tion are conjectural the short-term effect is one of 
dramatic improvement. Án exception is where the 
candidate for termination is herself ambivalent about 
having the operation. 

The number of terminations is steadily rising. The 
present rate of increase is strikingly linear, and if it 
continues in this fashion there will be over 100,000 
legal abortions carried out in England and Wales in 
1971, over half of which will be in National Health 
Service hospitals. The number of abortions for each 
quarter can be calculated as 6,100 + 1,724 x (where 
x is the number of quarters elapsing since the second 
quarter of 1968, when the Act came into force). 

The role of the psychiatrist is discussed. It is sug- 
gested that among women referred for psychiatric 
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opinion may be those whose feelings about termination 
are ambivalent. 

R. G. Priest, M.D., M.R.G.P.E., D.P.M., 

Senior Lecturer in Psychiatry, 

St. George’s Hospital Medical School, 

St. George’s Hospital, 

London, S.W.17. 
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Comparison of Provided and Elicited Grid 
Content in the Grid Test of Schizophrenic 
Thought Disorder. By M. McFapyen and 
G. A. Fourps. 


The standard Bannister-Fransella Grid Test and a 
similar grid ‘test? employing elements (names of 
known people) and constructs elicited from the 
subject were administered to two groups of patients, 
thought-disordered schizopbrenics and non-thought- 
disordered schizophrenics. Comparison of respective 
Intensity and Consistency scores provided evidence 
that scores from both forms of grid have comparable 
power to differentiate between these groups, despite 
significant differences between the respective scores 
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for the two grid forms (both scores higher on ‘elicited’ 
grid). 

M. McFadyen, M.A., D.C.P., 

Psychology Department, 

Royal Dundee Liff Hospital, 

Dundee DD2 5NF. 


À Clinical Method for Testing Abnormal ín 
vitro Hemolysis from Catecholamine Meta- 
bolites in Schizophrenia. By Marx D. 
ALTSCHULE. 

After initial studies had shown that aminochromes 
of catecholamines caused excessive hemolysis when 
incubated with schizophrenic patients’ blood, studies 
of the optimal conditions for carrying out this test 
were made. The report will describe these studies. 

Incubation of oxalated venous blood for 24 hours 
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at 38 °C in a shaker-waterbath was carried out with 
adrenochrome, adrenolutin-monohydrate, and dopa- . 
mine. This produced peaks circa 280 and 400 my in 
the supernatants of normal blood and abnormally 
large peaks in the supernatants of schizophrenic 
blood, as measured by differential ultraviolet and 
visible spectroscopy. There was one exception to this 
finding: dopamine derivatives caused only normal 
hemolysis in the blood of schizophrenic women. 

The greatest differences between normal and 
patients! blood in both men and women occurred 
with adrenolutin-monohydrate. 

Mark D. Altschule, M.D., 
Clinical Professor of Medicine, 
Harvard Medical School, 
Boston, Mass., o2115, 
U.S.A. 
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INTIMACY 
Intimate Behaviour. By DEsuoNp Monum. Jona- 
than Cape Ltd. 1971. Pp. 252. Price £1.95. 

The dullest detective novel is likely to have a 
photograph of a naked woman on the cover. Books 
are merchandise, and sex sells, The title of this 
work, Intimate Behaviour, has exactly the amount of 
salacious innuendo necessary to increase sales, but is 
not so blatant as to embarrass a sensitive or hesitant 
potential buyer. The title is commercially adept, but 
a poor description of the contents. The book is in fact 
a compendium of anecdotes about physical contact 
and social commuhication. Dr. Morris modestly 
describes his method: ‘I have limited myself to 
observing what people do .. . I shall endeavour to 
keep my opinions to myself and describe human 
behaviour, through the objective eyes of a zoologist.’ 
Nothing is too trivial or too complex for the objective 
zoological eye. Dr. Morris confidently expounds the 
intricacies of romantic love and provides a specifica- 
tion for an ‘ideal’ mechanical cradle. It appears that 
some men allow their penis to droop down the 
trouser leg while others tuck it into their Y fronts. 
The zoological eye observes and explains the 
difference. I have always been puzzled by the rather 
idiosyncratic handwave affected by The Queen on 
public occasions—I need be puzzled no more; it can 
all be very simply reduced to infantile behavioural 
patterns. 

Dr. Morris does not pause in his breathless narrative 
to document his many hypotheses. He does, however, 
provide the reader with a bibliography in which he 
refers to himself more frequently than to any other 
author, and from which it appears that authorities as 
diverse as Rabelais, Anna Freud and Dr. Spock 
support his contentions. 

This book is delightful as well as preposterous. 
Dr. Morris is an intelligent, amusing polymath and 
master of this particular genre of ‘fictitious science’. 
He should not be judged harshly for being speculative, 
dubious and interesting. Many psychiatrists, on the 
same subject matter, are speculative, dubious and dull. 

PETER NOBLE. 


ADVANCES 
Recent Advances in Clinical Psychiatry. By 
KENNETH  GRANVILLE-GROSSMAN. J. & A. 
Churchill. 1971. Pp. 340. Price £3.75- 
. Recent Advances’ has for many years linked 
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general medicine, particularly neurology, to psychi- 
atry. It is fortunate that in this volume a single author 
has been able to competently survey so much common 
territory. As in previous editions the book is made up 
of a selection of discrete subjects, each one of which 
is thoroughly reviewed. About a third of the book 
deals with drug dependency, alcoholism, and the 
psychiatric manifestations of drug toxicity and 
physical illness. Behaviour therapy of phobias, and 
the manifestations and psychiatric sequelae of grief, 
each have a chapter. Significantly, whilst the treat- 
ment of affective disorders is reviewed, for schizo- 
phrenia it is diagnosis rather than therapy that is given 
attention. 

Epidemiology has now developed sufficiently in 
psychiatry for its recent forays to be covered. The 
chapter on the psychiatric disorders of pregnancy and 
the puerperium mentions a generally disregarded 
psychiatric treatment, namely efficient contraception, 
but social attitudes, history, reliability and psychiatric 
sequelae are some of the other aspects discussed. 

Within the limits of the author's selection each topic 
is covered comprehensively. There is a subject index 
and references given at the end of each subsection 
total about 1,400 titles in all. 

The style is clear and explicit. The author's view- 
point is expressed in his selection of subjects but his 
exposition is impartial: a thoroughly useful 
compilation. 

Davin C. Warr. 


The World Biennial of Psychiatry and Psycho- 
therapy. Volume I. Edited by Sm.vano ARIETI. 
Basic Books Inc. New York-London. 1971. 
Pp. x + 622. Price £9.35. 

This volume inaugurates a new venture in psychi- 
atric literature aiming at the presentation in a 
biennial volume of a collection of psychiatric studies. 
The editor is Silvano Arieti under whose editorship 
the fine American Handbook of Psychiatry was published 
in 1959. He is supported by an international board of 
editorial consultants. 

The present, first, volume comprises 24 contribu- 
tions, arranged in four sections: 1. Psychiatric Theory 
and General Issues; 2. Clinical Contributions; 3. 
Studies of Childhood and Youth; 4. Biological Studies. 
All contributions are original, some being surveys 
dealing with their authors’ special interest whilst 
others are more working papers in that they build 
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on what the author had previously written. Fourteen 
contributors represent psychiatric work outside the 
United States. Names like Deniker (France; on 
psychopharmacology), Kringlen (Norway; on psychi- 
atric genetics); Lehmann (Canada; on psycho- 
physiology), Seguin (Peru; on psychiatric folklore), 
Snezhnevsky (U.S.S.R.; on psychiatric nosology) 
indicate the wide range and high standard. Britain 
is represented by only one contribution, on child 
psychotherapy from the pen of the late D. W. 
Winnicott. Arieti himself continues his theoretical 
work on psychodynamics of cognition, focusing on 
what he calls ‘the intrapsychic self’ and thus bestowing 
renewed attention on conscious psychic processes. 

While everybody will concede the difficulties of a 
satisfactory selection, readers with some knowledge of 
the psychiatric world literature are bound to ask 
themselves whether the way chosen in this book is 
really the best or most promising one for presenting 
every two years the main creative trends in world 
psychiatry. Nevertheless, the venture deserves a 
hearty welcome in the hope that it will eventually 
succeed in proving its worth. 

STEPHEN Krauss. 
TREATMENT 
Modern Psychiatric Treatment. By Tuomas P. 
Derre and Henry Jarecki. Oxford: Blackwell 
Scientific Publications, for J. B. Lippincott. 
1971. Pp. 733. Price £12.50. 

Whilst hardly justifying the publishers’ claim that 
it ‘clarifies and opens new horizons in psychiatry’, 
this book from the Yale Department of Psychiatry is 
a useful addition to the texts particularly directed to 
treatment. The authors take a practical and eclectic 
approach, and the large bibliography, no doubt 
because of the authors’ orientation, is rich in refer- 
ences to the British literature. Psychotherapy is 
approached empirically, and there is little attempt 
to describe the views of particular schools; even to 
Freud there is only one listed reference in the chapter 
on psychotherapy. A long section of coloured identi- 
fying data on drugs will be of value to American 
readers but is mostly lost on us over here for the 
American names are often different, and so usually 
are the actual tablets. Most current issues of treat- 
ment are tackled sensibly and the authors are not 
afraid to state their own position. It must be hard to 
write a book focused on ‘treatment’, for treatment 
can only with difficulty be dissected out of the body of 
medicine, and this book (in common with others 
like it) strays at times a goodish way from being a 
textbook of treatment to attempting the job of a 
textbook of psychiatry. It is worth buying for medical 
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libraries as an introduction to a type of American 
practice which is perhaps less familiar than that of 
the more analytical schools, and not only as a 
reference book, but as one easy to read through; but 
at this price it is not for many private buyers over 
here. 

Tom ARE. 


Drugs in Psychiatry. By R. W. Mepuicort, E. J. 
McInnes and N. McI. James. Ashburn Hall 
Education and Research Foundation, Dunedin, 
New Zealand. 1971. Pp. 46. Free on request. 


This short manual was written for the staff of 
Ashburn Hall, the private psychiatric hospital in 
Dunedin. Designed to be concise yet fairly compre- 
hensive, and at the same time to reflect the practice 
of a particular clinic, its general introductions to 
sections, and the annotated lists of drugs which 
comprise the bulk of the book necessarily do not find 
much space for uncertainty and controversy. It 
should be very useful for nurses and others who see 
the drugs being used. 

Tom ARE. 


Lithium and Psychiatry Journal Articles: A 
Collection of published articles related to the 
clinical application of Lithium Carbonate. 
Edited by Davrp J. Kuprer. Medical Examina- 
tion Publishing Co. Inc. 1971. Pp. 424. No price 
stated. 


This publication offers nothing new. It contains 
reprints of 51 articles, mostly from popular English 
journals, on various aspects of lithium, and some 
additional bibliography. As the articles—some being 
review articles—were published independently, 
there is too much repetition. 

As a source of reference, this compilation would be 
of interest to workers entering the field of lithium 
research in future. 

B. M. Saran. 


PSYCHOLOGY 


Reading in Extraversion-Introversion. Vol. II. 
Fields of Application. Pp. 355. Price £4.95. 
Vol. III. Bearings on Basic Psychological 
Processes, Edited by H. J. Eysencx. Staples Press. 
London. 1971. Pp. 640. Price £6.75. 


In a review of Volume I in the Journal for November 
1971 it was pointed out that two further volumes were 
to appear. The trilogy contains in all 140 articles 
dealing with various aspects of extraversion-introver- 
sion (25 of them written by the Eysenck team) ; in all 
there are some 1,400 pages of reading matter, at an 
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overall cost of £14.45. No doubt some readers may be 
repelled by the superficiality of the psychometric 
approach, with its heavy reliance on personality 
questionnaires, and will regret the lack of any con- 
tributions by Jung or other psychodynamic writers. 
One hopes, however, that the vast amount, and 
variety, of evidence may persuade them that 
extraversion-introversion measurements are of real 
significance for personality study, and psychology 
generally. Others will welcome the volumes as a 
mine of information on the origins and significance of 
differences in E.I. Given Professor Eysenck's parti- 
cular interests, the articles are generally well chosen, 
well organized and well edited. 

Volume II is devoted to fields of application of 
E.I. measures. Section I on educational applica- 
tions is actually one of the weakest; the results of 
different studies are too inconsistent to support the 
claim that Eysenck's or similar questionnaires could 
add much to the prediction of educational achieve- 
ment. Section II on occupational psychology is not 
much better, though occupational interests (measured 
by the Strong Blank) such as ‘Salesman’ are clearly 
more extraverted than, say, ‘Physicist’. A third 
Section on social psychology shows more methodo- 
logical ingenuity in studies relating E.I. to suggesti- 
bility, risk-taking, social isolation reactions, etc. 
Section 4 is labelled Psychiatric. Though diagnostic 
studies are played down because of the unreliability 
of psychiatric categorizations, one contribution 
shows that manic depressives and schizophrenics 
cannot be effectively discriminated by E.I. tests. An 
unusual article describes a mass hysteria episode at a 
girls’ school, showing that the sufferers tended to 
score highly on extraversion and neuroticism. 
Another makes the point that E.I. relates to hysterical 
personality rather than to conversion symptoms. The 
last Section contains a varied selection of crime 
studies, including, for example, motor accidents and 
cheating by students in examinations. 

The third and longest volume consists mainly of 
experimental studies designed to test neurological 
theories of E.I. based on reactive inhibition, or on 
Eysenck's more recent formulation in which the 
Reticular Activating System is regarded as the 
primary source of cortical arousal. It includes 
sections on differences between extraverts and intro- 
verts in physiological, sensory, perceptual, motor, and 
learning behaviour. For example, extraverts have 
low sedation thresholds, high sensory thresholds, 
greater tolerance for sensory deprivation, stronger 
visual constancy and figural after-effects, are superior 
in extrasensory perception, condition less readily 
(under certain circumstances), and show greater 
reminiscence effects. No one, not even the Editor, 
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would claim that the R.A.S. theory is proven; but it 
does seem to provide a promising integrative mecha- 
nism which links together a wide variety of 
phenomena. 

P. E. VERNON. 


Personality Assessment. By R. I. Lanyon and 
D. D. Goonsrzm. John Wiley & Sons Inc., 
Chichester and New York. 1971. Pp. 267. 
Price £4.00. 

This short and readable volume has been produced 
as a ‘basic introduction to the general field of per- 
sonality assessment’. As such it has succeeded 
admirably, and I do not know of a better basic text 
on the subject currently available. The experienced 
psychologist or personality theorist may find it is 
not for him, as it never takes the reader into great 
detail and by no means all aspects of personality 
assessment are covered (e.g. all physiological assess- 
ments are eschewed). Nevertheless, for the psychiatrist 
who may not yet have come to terms with the problem 
of personality and its measurement, this should be on 
his reading list if not his shelf. It begins with an 
historical account of personality assessment and then 
deals in moderate detail with important contem- 
porary tests—the Rorschach, Holtzman Inkblot 
Technique, TAT, picture drawing techniques, the 
Blackey Pictures Test, Bender Gestalt Visual Motor 
Test, MMPI, California Psychological Inventory, the 
Guildford Tests, the Thurstone Temperament 
Schedule, and the Cattell 16P.F. Theoretical and 
practical aspects of these tests are discussed and a , 
useful reference list is appended. 

As always, criticisms can be made; for example, the 
section of validity was difficult to follow and did not 
entirely clear up my own confusion concerning this 
difficult concept, and many might baulk at the 
author's definition of personality as ‘those enduring 
characteristics of the person which are significant for 
his interpersonal behaviour’. These, though, are of 
minor significance compared with the well-balanced 
text which will both inform the average clinician and 
set him thinking about his own efficiency. 

Jonn Gunn. 


An Introduction to Abnormal Psychology. By 
J. E. Orme. Methuen & Co. Ltd. 1971. Pp. 119. 
Hardback edition £1.40. Paperback 7op. 

Abnormal Psychology. By J. N. Burcuer. Prentice 
Hall International. 1971. Pp. 102. Paperback 
£1.00. 

Dr. Orme’s short book is specifically designed for 
undergraduates participating in an introductory 
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course in abnormal (clinical) psychology. He has 
produced a splendid if somewhat overbrief volume 
which should prove to be of value, not only to those 
for whom it is designed, but also to post-graduate 
clinical psychologists and psychiatrists in training. 
Dr. Orme has tried to ‘tell it as it is’. 

Unfortunately, Dr. Butcher of the University of 
Minnesota has fallen into the trap of equating the 
need for brevity with the need to make sweeping 
generalizations—and these range from the mis- 
leading to the absurd. For example, with regard to 
personality disorders he says, ‘As opposed to the 
internal conflict, anxiety and unhappiness of the 
neurotic, the individual with behavioural problems 
creates difficulties for others, while remaining rela- 
tively free of internal conflict and anxiety himself.’ 
Ninety per cent of the book is concerned with classifi- 
cation and with the presentation of illustrative case 
histories. However, the problems involved in classifi- 
cation and diagnosis are dismissed in one page. The 
book may prove a useful crammer for those wishing 
to rote learn psychiatric diagnostic categories 
(American version) but it does not, in my opinion, 
present an adequate introduction to the field of 
abnormal psychology and will prove to be of little 
use to those undergraduate psychologists who seek 
such an introduction. 

GRAHAM ROBERTSON. 


BEHAVIOUR 


Advances in the Study of Behavior, Vol. 3. 
f Edited by D. S. Lenrman, R. A. Hinve and 
E. Suaw. Academic Press. 1971. Pp. 263. 
Price $12.00. 


In their preface the editors state that the study of 
animal behaviour is becoming increasingly important 
to students of human behaviour in the psychiatric, 
psychological and allied professions. The aim of 
the series is to present reviews of research in animal 
behaviour. The present volume contains five such 
reviews. Students of human behaviour are not likely 
to be particularly interested in the first two reviews, 
by McFarland on the application of control theory 
to the study of motivational behaviour, and by Beer 
on individual recognition of voice in colonial birds. 
However they may find the remaining three of much 
more interest. Spencer-Booth reviews the available 
evidence on the behaviour of mammalian conspecifics 
other than the mother or peers towards the young of 
the species. Unfortunately the interest of the review is 
considerably lessened by the fact that Spencer-Booth 
merely presents an undigested assembly of observa- 
tions and makes little attempt at an interpretation. 
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On the other hand Harper’s paper on the functions 
of the parent-offspring relationship in mammals 
presents an original, though controversial, view of 
the adaptive advantage of this relationship. In 
particular he argues that its educative functions have 
been overestimated and the effects of the infant on 
its parents underestimated. The final paper is.by 
Lawick-Goodall, who contributes a useful and 
comprehensive account of tool using in primates and 
other vertebrates, taking evidence from both laboratory 
and field studies. The volume is clearly of value to 
specialists working on animal behaviour, and further 
succeeds in including some papers of considerable 
interest to students of human behaviour. 
R. E. PAssINGHAM. 


The Development of Behaviour. By W. Manv 
Woopwanp. Penguin Books. 1971. Pp. 208. 
Price 50p. 

It is to be regretted that few of those working with 
children have more than a nodding acquaintance with 
the work of Piaget; the reason for this lies with the 
unreadability (even in translation) of the source 
material. Dr. Woodward's monograph admirably 
fills the gap; with clarity and conciseness, she 
describes the development of infant behaviour from 
a Piagetian view-point. This book is a very welcome 
addition to the Penguin Science of Behaviour series. 

ANTONIA WHITEHEAD. 


CHILDREN 


Child Life and Health. Edited by Ross G. 
MircHELL. (5th edition. London: J. & A. 
Churchill. 1970. Pp. 586. Price £6.00. 

Young Children in Hospital. (2nd edition.) 
By James RonzRTsoN. London: ‘Tavistock 
Publications. 1970. Pp. 155. Price 8op. 


The Emotionally Disturbed Child. Edited by 
Larry A. Faas. Springfield: Charles C. Thomas. 
1970. Pp. 386. Price $14.50. 

Doctors in general and psychiatrists in particular 
are no longer quite the gurus they once were, a 
welcome if overdue change. But even if the profession 
is no longer expected to be omniscient, an increasing 
emphasis on our wider social responsibilities makes it 
essential to be informed on topics that may range well 
outside ordinary professional expertise. Child Life and 
Health, a reincarnation of Ellis’s Child Health and 
Development, is an attempt to cover these further 
topics of most immediate interest to paediatricians. 
Psychiatrists will read with interest the extensive 
descriptions of the social influences and community 
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services which may affect a child. The contributions 
are uneven, but there are no major deficiencies. 
Eileen Younghusband’s section on delinquency is 
outstanding as a concise, humane and informed 
account of contemporary opinion. 

The first section, covering normal growth and 
development is less satisfactory. Although the 
editorial policy is to include the discussion of abnor- 
malities 'so common as almost to constitute a varia- 
tion of normal’, some chapters ostensibly on normal 
aspects have an overwhelming emphasis on abnor- 
mality. Growing up is made to seem even more 
hazardous than it really is. For example, the inherit- 
ance of stature, body build and intelligence are 
dismissed in one brief paragraph in the chapter on 
genetical aspects of child health and development. 
Chromosomal aberrations, amongst the least im- 
portant numerically of genetically determined dis- 
orders, occupy ten pages. Despite this imbalance, the 
book can be recommended as warmly as previous 
editions. Perhaps one day we may even sce a textbook 
of child psychiatry with as adequate an account of 
related social fields. 

James Robertson's book is perhaps less familiar 
than the films he has made. It is now reprinted, 12 
years after its first publication, as a paperback. 
Although in the intervening years maternal separation 
has come to be seen as a much more complex problem 
than when this report was first written, any reserva- 
tions on the mechanisms, or the long term significance 
of its effects do not diminish the needless misery 
which many children suffer in hospital. Mr. Robert- 
son in an up-to-date postscript is modestly optimistic 
about the impact of his campaign to improve general 
understanding of the emotional needs of a child 
under stress. Unfortunately his ammunition is still 
needed to convince some medical men of the need 
for reforms in hospital practice. 

Professor Faas covers a narrower field than the title 
of his book might suggest The majority of the 
articles reprinted have been selected from American 
jeurnals not widely available in England. The main 
focus is on the teaching of emotionally disturbed 
children, and the methods that may be employed. 
It is a measure of the limitations of this reviewer's 
own training that he finds it difficult to appraise the 
value of the book for British teachers of maladjusted 
children. As a guide for psychiatrists who have 
professional contacts with teachers its usefulness in 
an English setting is limited; much of the content 
cannot be applied in schools with such different 
pupils, organizations and settings. As a source of 
ideas for those who wish to innovate it may prove 
useful. 

ANTHONY COSTELLO. 


The Therapeutic Play Group. By MORTMER 
Scurrer. London: George Allen & Unwin Ltd. 
1971. Pp. 214. Price £2.75. 

The author, a clinical psychologist, is consultant 
in special group processes to the Guidance Bureau of 
the Board of Education, City of New York. The book 
is a survey of play group therapy, in particular its use 
for six- to nine-year-olds in a school setting. Theory, 
playroom furnishings, interaction with parents, 
teachers and administrators are all covered, and 
there is a summary of the experiences: of one group 
of five boys who met 93 times over a period of three 
years. It is very much an individual view; there are 
seven references to S. R. Slavson under whom the 
author trained, four references to other work by the 
author, and only two other writers are mentioned. 
Counselling and group practice led by lay therapists 
has never had the vogue in this country that it has in 
the U.S.A. According to the preface, during the last 
20 years there have been over a hundred therapeutic 
play groups in elementary schools in New York. For 
anyone wishing to start such a group this book would 
be of great value, but outside the U.S.A. it has 
probably only a limited appeal. R, F. BARBOUR. 


Crises of Family Disorganization. Programs to 
Soften their Impact on Children. Edited by 
ELEANOR PAVENSTEDT and VioLA W. BERNARD. 
Behavioral Publications, New York. 1971. 
Pp. 103. Price $5.95. 

This short book publishes papers given at a 
Conference on ‘Crises of Family Disorganization? 
held in New York in 1967. It identifies two groups of 
crises: three chapters are devoted to the theme of 
parents with mental illness and a further three 
chapters are devoted to the subjects of parents with 
unmanageable strain. 

In the third section of the book two chapters cover 
programmes to assist parents. The authors are cither 
psychiatrists or social workers and each section has an 
introduction by the eminent American psychiatrist, 
Dr. Eleanor Pavenstedt. 

Highspots in this modest work are the chapter on 
child abuse by Elizabeth Elmer, and that on the 
effects of repeated pregnancies by Eleanor Pavenstedt, 
who has unrivalled knowledge of hard-pressed and 
hard-core families. The work as a whole expresses a 
child-orientated rather than a family-orientated 
approach. J. G. Howes, 

ADOLESCENCE 

Teaching and Learning Adolescent Psychiatry. 
Edited by Danie. OFFER and James F. MASTER- 
son. Springfield, Illinois, U.S.A.: Charles C. 
Thomas. Pp. 157. Price $9.50. 

This book is of particular interest at a time when 
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the Royal College of Psychiatrists is considering 
afresh the whole question of the training of psychi- 
atrists and the assessment of candidates. What subjects 
are essential? Is Adolescent Psychiatry a subject in its 
own right? Do psychiatrists working with university 
students need skills and approaches different from 
those employed by their colleagues in the Child or 
Adult fields? Does analytical experience make it 
harder for the therapist to make use of group and 
community techniques? 

'The American Society of Adolescent Psychiatry 
has been in existence for over 17 years and in 1969 
held a conference to find out where they stood and 
‘to probe the training needs of the future’. This book 
consists of nine papers given at the conference held in 
Chicago, and covers a wide range of topics, the term 
adolescent being used to include University students. 
Other titles include ‘Training with Inpatients’, 
‘Training in a Student Mental Health Clinic’, and 
finally there is a paper on training in a large city 
hospital (Bellevue). A non-medical sociologist, used to 
studying various occupations, sees Adolescent Psychi- 
atry as an ‘emerging segment’ of general psychiatry 
having two features which differentiate it from other 
forms of psychiatry. First the motivation and the 
conditions vis-d-vis parents and therapists under 
which adolescents enter treatment and secondly the 
need for much greater flexibility in treatment. 
Indeed the question is raised whether the medical 
model is the most appropriate for the student- 
counsellor relationship. 

The Conference looked not only at the needs of 
the adolescent but also at the problems of trainee 
psychiatrists and of their supervisors or tutors. 
Some are growth-orientated, emphasizing direction, 
support and environmental manipulation, others 
are individual-orientated emphasizing analysis and 
understanding. 

Much of the detail of the papers is barely relevant 
outside North America, and part of the stressing of 
the social, environmental approach is to counter- 
balance the narrow dyadic analytical method which 
has been so characteristic of American psychiatry 
since the war. Yet the underlying questions are of the 
utmost importance to psychiatrists all over the world. 

Roy Grinker gives a review of the Conference and 
would prefer to keep the college student quite 
separate from the adolescent. He valued the ecolo- 
gical field approach, put forward by some of the 
participants. Now that there is with one notable 
exception a department of Psychiatry in all major 
British universities, the Massachusetts Institute of 
Technology programme of social psychiatry is worthy 
of study. Grinker emphasizes that the account is not 
a ‘theoretical statement but an actual description of 
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operations’ but he ends by guardedly pointing out 
that we often spent too great a share of our time doing 
something without knowing what we are doing. 

A thought-provoking book, with many issues 
raised and essentially a book to be read by those who 
are trying to guide and plan the psychiatry of the 
future. 

R. F. BARBOUR. 


PSYCHODYNAMICS 


The New Ego, Pitfalls in Current Thinking 
about Patients in Psychoanalysis. By 
NATHAN Lerres. Science House, N.Y. 1971. 
Pp. gor. Price $15.00. 

The Analysis of the Self, a Systematic Approach 
to the Psychoanalytic Treatment of Narcis- 
sistic Personality Disorders. By Hemz 
Konur. Hogarth Press. 1971. Pp. 368. Price 
154-50. 

The jacket of "The New Ego’ states that the book 
should frighten psychoanalysts. This outcome is 
doubtful because they seem immune to criticism, but 
it may well frighten inceptors off the field altogether. 
Here is a thorough criticism of the concepts of 
psychoanalytic theory and a logical demonstration 
that its household words (introjection, projecting, 
identification, internalization, incorporation, neutrali- 
zation, sublimation, narcissism, ego, superego, etc.) 
are used in varying senses by different authors, 
indeed sometimes by the same author, and that 
several terms are used as synonyms, whilst many 
phrases are vague and fuzzy. One begins to feel that 
a castle of cards has been shaken and is about to 
collapse, and we are left hoping this book will at least 
encourage clearer definitions of concepts and dis- 
courage the introduction of neologisms, which often 
turn out to be tautologies or pleonasms. 

After reading Nathan Leites’ devastating critique 
of the semantics and phraseology of psychoanalytic 
theory, one turns with some scepticism to any book 
by a psychoanalyst. In Dr. Kohut’s book one meets 
the words and phrascologies whose supposed scientific 
value has been blasted. It is a study only for the 
faithful. There are references to seventeen interesting 
cases, of whom only one is psychotic, the others 
being ‘active, social comparatively well-adjusted, and 
reasonably well-functioning people whose personality 
disturbance, etc.’ Such indeed may be grist for the 
mill of psychoanalytic practice in the United States 
but are not representative of the neuroses, psychoses 
and psychopathic personalities with whom psychi- 
atrists in the U.K. have to cope. 

I. ATEN. 
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SOCIAL PSYCHIATRY 


Social Psychiatry in Practice: The Idea of the 
Therapeutic Community. By MAXWELL 
JoNzs. Penguin Books. 1968. Pp. 190. Price gop. 

In the author’s introductory words, this book is 
about the social environment of the psychiatric 
patient, or potential patient, and his family. In some 
cases at least, becoming ill may be the last resort of 
the individual who lacks adequate social support 
and is unable to do anything to help himself. In the 
past, the training of the doctor tended to create a 
feeling of omnipotence and the view that medicine 
alone could give all the answers. The current trend is 
to introduce the behavioural sciences early in the 
medical curriculum, and the marriage of social and 
psychological approaches to the patient is among the 
major advances of medical education today. Hence 
the importance of complementing the individual 
approach by a greater understanding of social 
theory and structure and of group dynamics. The 
assessment of the assets and liabilities of the family 
group and the matrix of the patient’s relationships 
brings the psychiatrist closer to ‘social prescription’ 
and the harnessing of therapeutic potential. Hence 
this use of the social environment to create a ‘thera- 
peutic community’, whether the setting is in the 
hospital, prison or community. 

Dr. Maxwell Jones has been a leading exponent in 
such developments both in Britain and in America, 
where he was Commonwealth Visiting Professor in 
Psychiatry at the Stanford University. Skilfully, 
with infectious enthusiasm and intellectual insight, 
he guides the reader through the maze of changing 
concepts of social psychiatry both in the wider com- 
munity and in hospitals. It was primarily in the 
latter sphere that he developed his ‘living-learning’ 
situations and showed how the general therapeutic 
culture may constitute an important form of therapy. 
A fascinating extension of his general thesis of social 
psychiatry to the prison environment then covers the 
work of the Californian Department of Corrections, 
where statistical evidence has been adduced that 
such therapeutic community concepts produce better 
results than in control groups. 

The reviewer well recalls learning much from 
Dr. Maxwell Jones nearly a quarter of a century ago 
and has derived tremendous pleasure and profit from 
reading this recent book. It is a must for psychiatrists 
and social workers, and above all for trainees, For a 
few pence the profit will be inestimable. 

Morris MARKOWE. 

Psychological Medicine in Family Practice. 

By A. R. K. Mrrenntt. Bailliére Tindall. 1971. 

Pp. 206. Price £1.80. 
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This account is intended for family doctors, and 
discusses a wide range of psychological and social 
problems, from infancy to old age, in a context of 
family dynamics. The author brings a truly eclectic 
approach and achieves an admirable balance in 
clearly conveying considerable information highly 
relevant to general practice. Admiration is tempered, 
however, by the presentation, which is largely based 
on a series of tape-recorded talks, This, contrary to 
Dr. Mitchell’s hopes of readability, imparts a diffuse- 
ness of style which masks and deadens the book’s 
impact. It is a pity that the author has in this way 
done himself somewhat less than full justice. 
RiqHARD Mayov. 


HISTORY 


Medical Dissertations of Psychiatric Interest. 
By Oskar DrgTHELM. S. Karger. 1971. Pp. viii, 
211. Price £4.45. 

For many years Oskar Diethelm has been collecting 
books on the history of psychiatry, and his library is 
now one of the attractions at Cornell. A very import- 
ant, and very neglected, part of the literature consists 
of dissertations on subjects of psychiatric interest 
printed from the latter part of the sixteenth century 
onwards. In this book, Professor Diethelm uses 1,100 
of these dissertations printed from 1750 to illustrate 
the development of psychiatry. What a wonderful 
work of scholarship this is—and how exciting must 
have been the chase, which has, incidentally, pro- 
vided Cornell with a unique collection. A book for the 
bibliophile and collector with a specialist knowledge 
of psychiatric history. 

Dents Leren. 


MISCELLANEOUS 
Psychiatric Hospitals and Units in England and 
Wales. Department of Health and Social 
Security. Her Majesty’s Stationery Office. 1971. 
Pp. 92. Price gap. 

This report is the fourth in the series on psychiatric 
in-patient statistics based on the Mental Health En- 
quiry. It follows the same lines as the previous 
reports but gives figures for England only as well as 
for England and Wales. There is also a section on 
“Changes in the number of patients in and admissions 
to mental illness hospitals in England and Wales 
over the period 1954 to 1969’. 

During this period the number of in-patients fell 
from 3-44 per 1,000 to 2-38 per 1,000 (i.e. by 31 per 
cent), but the number of admissions rose by about 
150 per cent. There were wide disparities between 
regions. In contrast to the general trend, there were 
many more young people in hospitals by 1969, 


352 


reflecting the increased provision for children and 
adolescents. Day hospital and local authority care 
also developed substantially. It is estimated that, with 
current patterns of hospitalization, an extra 8-9,000 
beds will be needed by the end of the next decade, 
mostly for patients aged 75 and over; two-thirds of 
all mental hospital in-patients might then be aged 
65 and over. 
D. W. Kav. 


Organization of Sheltered Workshop Programs 
for the Mentally Retarded Adult. By J. L. 
ZaxTz. Charles C. Thomas. 1971. Pp. 223. Price 
$12.75. 

This book describes how a sheltered workshop 
should be designed, equipped, staffed and organized, 
the types of work that may be undertaken, and how 
mentally retarded patients should be trained, both 
technically and socially. The author discusses the 
relative merits of subcontracted work, such as 
assembly and packing jobs (which are the main 
occupations of subnormal patients in British sheltered 
workshops) and manufacturing work, such as wood- 
work, metalwork, weaving and so on. The former 
has the advantage of providing repetitive tasks at a 
cheap cost. Manufacturing work requires consider- 
able expenditure on tooling equipment, but also 
requires a variety of skills and makes more demands 
on the trainee. The author favours a balanced pro- 
gramme including both types of activity. The book 
also contains a chapter on ‘custodial training skills’, 
such as sweeping, mopping, washing windows, floor 
polishing and the like. 

Many books devoted to the training or education 
of the mentally retarded, especially American books, 
are written in very vague and general terms and 
discuss the philosophy of this, the integration and 
co-ordination of that, with little indication of what 
actually happens. It is therefore a pleasure to read a 
book on training which gives exact and gritty details 
of each particular chore. It should be especially 
helpful to those on the job. It describes how to teach 
a trainee to usc a screwdriver (‘Have trainee place 
screw on marked point . . .’), a plane, a saw, a file 
(‘Evaluation of Errors: dragging file over metal 
surface when pulling back’) and many other tools. 
Custodial training skills are similarly treated (“Have 
traince make sure dust mop is clean before using’). 
How many patients dusting, mopping, window- 
cleaning around our hospitals have been systematic- 
ally taught to do these things and how many are 
making the same mistakes again and again? (‘Evalua- 
tion of errors: walking on floor after mopping’). 
Indeed, the reviewer himself has taken a few tips. 

This book, which is well produced and should 
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prove most useful to trainers and to those concerned 
with the organization of workshops. 
B. W. RICHARDS. 


Sleeping and Dreaming. Edited by E. HARTMANN. 
Churchill Livingstone, for Little, Brown and Co. 
1970. Pp. 444. Price £5.25. 

We are here presented with 47 short statements 
solicited from 37 authors, mostly leaders in sleep- 
dream research in the U.S.A., with some notable 
absentees. What is good sleep, do personality variables 
affect the dream, what have we learned about 
nightmares? The editor clings (one supposes hope- 
fully) to his personal terminology, which others have 
never been persuaded to use. I agree with him when 
he says that nightmares are exceedingly rare in the 
laboratory except when there is increased pressure for 
REM (paradoxical) sleep, as in drug withdrawal. 
The book is a small milestone, not a landmark. 

Ian OswALD. 


Requiem for Democracy? An Inquiry into the 
Limits of Behavioral Control. By Lewis M. 
ANDREWS and Marvin KARLINS. se Rinebart 
& Winston. New York. 1971. . 148. Price 
$5.85. 

First we are presented with the Orwellian spectre 
which current scientific developments of behaviour 
modification, electrical brain stimulation (Delgado), 
electronic monitoring devices, genetic engineering 
and so on conjure up for the authors. Then we are 
taken down various philosophical and sociological 
paths, such as the issue of freedom and determinism 
and man's current alienation from himself in a 
technocratic society. Sometimes the point of the 
argument, which is whether behaviour control will be 
used to extend man's freedom or restrict it, gets lost 
in the meanderings. The issues could be important, 
but they are neither developed convincingly nor 
treated in sufficient depth. 

Readers may not welcome such neologisms as 
*psytocracy', which denotes a society where man is 
enslaved by psychological manipulations, and they 
may feel, as I did, that the book fails as a useful 
treatment of a potentially important subject. I cannot 
recommend it either for libraries or for the individual 
reader. 

STEVEN Heson. 


Speech and Reason: Language Disorder in 
Mental Disease. By D. WirrRED ABSE, with a 
Translation of The Life of Speech. By PHILIPP 
WEGENER. Bristol: John Wright for University 
Press of Virginia. 1971. Pp. 310. Price £5.50. 

The first third of this book discusses some disturb- 
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ances of language, symbolic meaning in mental 
disorder, illustrated by studies of the role of metaphor 
in the meaning of some hysterical conversion symp- 
toms as with Freud's patient who suffered a 'slap in 
the face’ causing her neuralgia. The author discusses 
miming of fantasies in some hysterical disorders of 
body movement, and of the infiltration of unconscious 
symbolism into conscious life and speech in schizo- 
phrenia. 

Metaphor, and some psychological principles 
supposedly involved in the development of modern 
languages from primitive ones, had been studied as 
long ago as 1885 by Wegener, and his work, said by 
Abse to be unjustly neglected, is translated in the 
second half of this volume. But it is ponderous and 
unreadable, certainly no good model for Abse who is 
himself capable of such a sentence as: "There is a 
partial repression of the original mnemic image of the 
percept, of closely related conceptual elaborations, of 
directly connected (aroused) instinctual derivatives 
and emotional reactions, and to a lesser extent, of 
the figurative reference which had continued to 
carry elements of the former.’ 

A. C. SMITH. 


Psychiatric Emergencies. By P. K. BRIDGES. 
Charles C. Thomas. 1971. Pp. 195. Price $12.00. 


Perplexingly oneof a series of ‘American Lectures in 
Living Chemistry', this short book is only distantly 
related to chemistry and is written by a British 
author. The reader seeking a handbook to turn to in a 
psychiatric emergency will be disappointed. The book 
is virtually a short undergraduate text on psychiatry 
with detailed sections of emergency presentations, the 
assessment of suicidal risk, compulsory admission and 
a chapter on psychotropic drugs with details of side 
effects and the effects of overdosage. All are well 
written and the information on such topics as drug 


addiction, termination of pregnancy and lithium 
therapy is up to date. The book is too elementary for 
the practising psychiatrist, but can be recommended 
with confidence to the interested physician and 
general practitioner. 

I. M. INGRAM. 


A Handbook for Psychiatric Nurses. By T. 
Roserts. Bristol: John Wright & Sons Ltd. 
1971. Pp. 200. Price £52.00. 


This is not a pale reflection of a textbook for 
psychiatrists; it is a collection of notes arranged by a 
Nurse Tutor for nurses in accordance with their 
specific needs and viewpoints. There are interesting 
lists of questions for oral discussion and of projects 
suitable for student nurses. 

I think Nurse Tutors may glean useful ideas from 
this book, but I hesitate to commend it to nurses in 
training for it contains misleading information and 
the intellectual level of parts of it is inappropriately 
low. 

J. P. Watson. 


Beginner's Guide to Sex. By EUSTACE CHEssER. 
Pelham Books. 1971. Pp. 123. Price £1.75. 


The prolific Dr. Chesser's new book joins a series of 
Beginner's Guides to subjects as diverse as Rose 
Growing, Seaweeds, Pigeon Racing and Brass 
Rubbing. The publishers claim that its range of 
authority is such that it makes the reader, young or 
old, wonder ‘whether he is not in fact a beginner, 
despite possibly years of experience’. In fact this is a 
sensible, clear but elementary account which avoids 
obvious ethical prejudices. It can be recommended 
but has no obvious advantages over a number of 
such books. 

RuicHaRD Mayou. 
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Men, Mind and Heredity: Selected Papers of Eliot 
Slater on Psychiatry and Genetics. Edited by James 
Smetps and Irvine I. Gorresman. Johns Hopkins 
Press, Price £7.15. 

The Savage God. By A. ALVAREZ, Weidenfeld & Nicolson. 
Price £3.25. 

Psychic Traumatization: Aftereffects in Individuals 
and Communities. Edited by Henry KRYSTAL and 
WinLLiAM G. NEDERLAND. Churchill Livingstone (for 
Little, Brown and Company). Price £5.00. 

Medical and Dental Hypnosis and its Clinical Appli- 
cations. By Jomw HaxrLAND. (Second edition.) 
Baillitre Tindall. Price £4.00. 

Treatment and Care in Mental Illness. By EprrH 
RupmNGER. Consumers Association Ltd. Price 75p. 

Drugs and Driving. By Geran MILNER., S. Karger. 
Price £53.30. 

The Pre-Columbian Mind. By F. GUERRA. Seminar Press. 
Price £4.50. 

Never Mind. By Ausram Munro. (University of 
Liverpool Inaugural Lecture Series.) University of 
Liverpool Press. Price 38p. 


Massachusetts Court Clinics. By MeLrrra Sanurpze- 
BERG, Donatp H. RussgLL and Freperiok E. 
Wurm. APTO Monographs No. i. International 
Journal of Offender Therapy. Price $1.75. 

New York APTO Therapists’ Report. By G. O. M. 
MuzrLLER, MzxrrrTA Scmmprserc, Benjamin I. 
Goeman, Rosa FzrLsENBURG, Mary ELIZABETH 
Romano and Loure Mean Riscatta. APTO Mono- 
graphs No. 2. International Journal of Offender Therapy. 
Price $3.50. 

The Court and the Expert: Writing Reports, Vol. 1. 
Essays in Comparative Forensic Psychiatry. By 
F. FERRACUT, M. ScmumEBERG, D. H. RussELL, 
B. B. Svenpsen, T. L. Guanon, Tom F. Harr and 
J. G. Mursr. APTO Monographs No. g. Inter- 
national Journal of Offender Therapy. Price $3.50. 

Schools of Nursing Directory, 1972. Compiled by 
Paulina Pepys. King Edward's Hospital Fund for London. 
Price £1.50. 

Jahrbuch far Jugend-psychiatrie und ihre Grenzge- 
biete, Vol. III. Edited by H. Srorre. Hans Huber. 
Price DM32. 

Psychiatrie. By W. SaunurrE and R. TöÖLLE. Springer- 
Verlag. Price DM28. 


Many of these books will be reviewed at a later date 
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Correspondence 


Leiters for publication in the Correspondence columns should be addressed to: 
The Editor-in-Chief, British Journal of Psychiatry, Chandos House, 2 Queen Anne Street, London, W1M gLE. 


FATAL HEAT BLOCK AND CARDIAC 
ARREST FOLLOWING ECT 


Dear Sm, 


In a case report of fatal heart block and cardiac 
arrest following ECT, Dr. M. O. A. Malik (Journal, 
January 1972, 120, 69) stated ‘it is considered 
important . . . to give atropine prior to treatment to 
reduce the stimulation of the vagus nerve by the 
shock’, In the instance reported, 0-65 mg. atropine 
was given subcutaneously an indeterminate time 
before the electric shock. 

It should be stressed that a dose of 0-65 mg. 
atropine subcutaneously given (say) thirty minutes 
before ECT is inferior in vagal-blocking effect to a 
similar dose given intravenously immediately before 
the treatment (Bhattacharya and West, 1963). 
Intravenous administration of atropine in this 
manner has also been shown to be more convenient, 
and also more acceptable to the patient (Clement, 
1962; Hargreaves, 1962). Moreover, it has been 
repeatedly stated (Lewis et al., 1955; Arneson and 
Butler, 1961; Cropper and Hughes, 1964; Rubin, 
1967) that the conventional doses of atropine given as 
premedication for modified ECT are insufficient, and 
that doses of the order of 1-5 to 2-0 mg. are necessary 
to prevent excessive stimulation of the vagus during 
this treatment. 

J. L. Barton. 
Department of Psychiatry, 
The General Infirmary at Leeds, 
15 Hyde Terrace, 
Leeds 2. 
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PREMENSTRUAL SYMPTOMS IN 
SELF-REFERRALS TO A SUICIDE 
PREVENTION SERVICE 

DEAR Sr, 

A recent interesting paper in this journal (Wetzel, 
McClure and Reich, Nov. 1971, 119, 525) reported 
that women telephoning a suicide prevention centre 
who were in the menstrual or luteal phase of the 
menstrual cycle at the time of the call were signi- 
ficantly more likely to have prior premenstrual 
symptoms than women who called in the follicular 
phase. The authors suggested that this was at 
variance with the results which my colleagues and I 
had found (Tonks, Rack and Rose, 1968). 

We reported a tendency for women who had 
premenstrual tension to fail to show the expected 
premenstrual excess of suicidal attempts. This 
tendency was only significant for parous women, not 
for women in general or those who had never been 
pregnant. 

I do not think the findings disagree, because the 
studies are not strictly comparable. Wetzel et al. 
were studying a group who rang up threatening 
suicide, whereas we studied women who had made a 
suicidal attempt. These two populations, while 
overlapping, are very different. Those threatening. 
suicide may differ from those making an attempt by 
as much as these latter differ from successful suicides 
(Stengel, 1964). Also our findings applied only to 
parous women, while their sample was not so limited. 


356 - 
The relationship between the premenstrual syn- 
drome and the known premenstrual excess of female 


suicidal attempts is perhaps complex. Further research 
is needed to elucidate it. 


C. M. Tonks. 
Department of Psychiatry, 
St. Mary's Hospital, 
Praed Street, London, W.2. 
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525-6. 


AN ADJURATION ON ‘ADJUVANTS’ 
Dear Sir, 


‘Adjuvant’—forsooth! Now we know from the 
list of contents headings of your December issue that 
you really believe you edit the ‘British Journal of 
Pharmaco-psychiatry’! «We, the ‘adjuvant therapists’, 
may be a motley crew of neurosurgeons, behaviour 
therapists, analysts and occupational therapists, but 
with only our scalpels, training schedules, couches 
and raffia we should be able to rescue most of our 
patients from the machinations of you druggists! 
Adjuvants of the world arise—we have nothing to 
lose but our humanity! 

D. A. Ponp. 
Department of Psychiatry, 
The London Hospital Medical College, 
Turner Sireet, 
London, E.r. 


[Point made.—En.] 


CHLORPROMAZINE METABOLISM IN 
CHRONIC SCHIZOPHRENICS 
Dear Sm, 

The paper by Sved et al. (1) serves as a further 
reminder of the need for the monitoring of drugs 
used in psychiatry. We would however urge great 
caution in accepting the conclusions which the 
authors draw regarding resistance to chlorpromazine 
therapy. We fear a non sequitur. 

It has already been suggested elsewhere (2) that 
absorption of unchanged chlorpromazine may be a 
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significant factor in producing a satisfactory clinical 
response. In this case the presence of metabolites in 
the urine would be of little significance in judging 
the therapeutic status of any dosage regime. 

GERALD SAMUEL and GRAHAM Mour». 
Newby Cottage, 
Grouch House Road, 
Edenbridge, Kent. 
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THE N.A.M.H. ‘GUIDELINES’ 
Dear Sm, 

The correspondence in the Journal on the topic of 
the N.A.M.H. ‘Guidelines’ makes me wonder whether 
the Joint Working Party would not perform its task 
in the most satisfactory way if it would supervise the 
making of a cartoon film showing how violent 


‘patients should be managed. 


Staff have to be trained before they come to the 
wards and it would be a pity if only mental nurses 
were to be taught how to restrain a violent patient, 
because the two most aggressive patients I can 
remember were a drunk in a Casualty Department 
and a patient in epileptic furor in a medical ward 
of a General Hospital. 

A twenty-minute film would be more instructive 
than a twenty-page guideline. Cartcons are better 
visual aids than actors in this field, not only because 
it is easier to emphasize the general principles of 
management but also because in the illustrations the 
steam can be taken out of rather traumatic situations. 

RuporPu PAYNE. 
Litile Plumstead Hospital, 
Norfolk NOR 522. 


ERRATUM 


We regret that there was an error in the paper, 
‘On the Arousal State-Dependent Recall of “Sub- 
conscious” Experience: Stateboundness’ by R. Fischer 
and G. M. Landon, in the February issue (pp. 
159-72). ‘Satori’ in Fig. 1 and in the second para- 
graph of the accompanying caption should read 
‘Zezen’. 


BRITISH JOURNAL OF PSYCHIATRY, MAROH I972 iy A t TN 


on 

INDEX TO ADVERTISERS : iet 
.Astra Chemicals Ltd. vil 
The British Journal of Medical Psychology x js ss .. xÜ 
xvii 


The British Journal of Psychology 
Cambrian Chemicals Ltd. .. - ʻi a T" 5 is v 


Crookes Laboratories Ltd. .. ği in 2^ D .. facing p. 332 f 
Delandale Laboratories Ltd. i s3 fy 2t .. xviii and xix 
Ectron Laboratories ‘Ltd. .. M 2c E E " T ii 


Geigy Pharmaceuticals d m - ED .. xxi and facing p. 333 
Holyrood Psychiatric Centre IE S - T ES xx 
The Institute of Family Psychiatry  .. 0 ww ws wee x 
The International Journal of Psycho-Analysis .. ss Vs = xx 
Janssen Pharmaceuticals Ltd. ase a ae 2 .. facing p. 292 
Kabi Pharmaceuticals Ltd. s e E E .. facing p. 293 
Eli Lilly and Co. Ltd. is s - «à si vs D xi 
May & Baker Ltd. iii 
Medical Correspondence College .. E id " a 7" wes EVE 
Merck Sharp & Dohme Ltd. ix 


The Retreat .. Se ES m Ms v ae ic s ii 
Rona Laboratories Ltd. an ae at ha sa - x 
St. AxiesHepd uu D a At 


"^ 
3 Sandoz Prod A d A £s oe 4 E .. xiv and xv 
G. D. Searle & Co. Ltd. .. s ze ns aw iva os xiii 


Smith Kline & French Laboratories Ltd. zs ss A ws i 
Trust for Group Analysis .. m ^ is T Le es Xx 
William R. Warner and Co. Ltd. .. m 2 xxiv and facing p. 292 


THE BRITISH JOURNAL OF 
PSYCHIATRY 


CONTENTS FOR MARCH 1972 


The Forty-fifth Maudsley Lecture— 
Masked Depressions; by J. J. López Ibor . 


Depression— 
Conscience and Depressive Disorders; by Millard J. Amdur and Martin Harrow 
Types of Depressive Illness; by George Winokur . . . x 
Are the Scottish and English Suicide Rates Really Different? by B. M. Balfesigh: ; 


Neuroses and Interactions 


Phobias a Nervous peer in Muldbage and Made Persistence and Arcu 
by , 


A Trial of Group € — for Nüsudos by Diam Bovill : i 


Who is Educating Whom? A Study of the Mutual Influence of Scioclteachber Youth 
Volunteers, Psychiatric Nurses Lid Fauents i in a Mental Hospital Boulet; by T. E. Tear 
and Feanns Lewington . g 


Clinical— 
Incest: Part I: Paternal Incest; Part II: Other Types of Incest; by Narcyz Lukianowicz 


b prts Psychiatric Patients: Part I: Record S Amos Weltner, L. Liss, 
Robins and Marsha Richardson uL Wd vada 


The Psychiatric Differentiation of Senility add Aceliesclorada; 3 by D. P. Birkett 


The Effects of Clomiphene in Impotence: A Clinical and Endocrine Study; by Alan J. 
Gobo: A. AL. Dat, T. Haring md D. N. Lore è 
Hand and Eye Dominance in Schizophrenia; by H. C. Oddy and T. J. Lobstein 


The Psychiatric Health Service— . 
The Recruitment of Psychiatrists; by Gerald Russell 


Synopses of Papers Awaiting Publication . 
Book Reviews 
Books Received 


Correspondence . . f . . 


PAGE 


259 


355 





Printed in Great Britain by Headley Brothers Ltd 109 Kingsway London WCa and Ashford Kent 


Vol. 120 No. 557 April 1972 
IHE BRITISH JOURNAL 
OF PSYCHIATRY 


The Journal of Mental Science 





(S GS 
an 
Published by-atíthority of 
The Royal College of Psychiatrists 


BRITISH JOURNAL OF PSYCHIATRY, APRIL 1972 


THE BRITISH JOURNAL OF 
PSYCHIATRY 


(The Journal of Mental Science) 
Published Monthly 
For 1972 the Annual Subscription will be £15, including postage (U.S.A. $40.00) 


Individual numbers, £1.50, postage extra (U.S.A. $4.00) 
Cheques to Headley Brothers Ltd., B.J.P. a/c. 


SPECIAL PUBLICATIONS 


No. 1. Recent Developments in Schizophrenia 
A Symposium edited by Arga COPPEN and ALEXANDER WALK 


Published 1967, reprinted February 1969. Out of print 
No. 2. Recent Developments in Affective Disorders 
A Symposium edited by Arro COPPEN and ALEXANDER WALK 
Published July 1968. Out of print 


No. 3. Studies of Anxiety 
Edited by M. H. Laner, including postage £1.50 (U.S.A. $4.00) 
For R.C. Members, W.P.A. Members and Journal Subscribers, including 
postage £1.19 (U.S.A. $3.00). Cheques to Headley Brothers Ltd., W.P.A. a/c, 


Published January 1969. Reprinted for W.P.A. Autumn 1970 


No. 4. Current Problems in Neuropsychiatry 


Edited by R. N. Herrinoron, including postage £1.60 (U.S.A. $4.25) 
For R.C.Psych. Members and Journal Subscribers, including postage £1.20 
(U.S.A. $3.50). Cheques to Headley Brothers Ltd., B.J.P. a/c. 


Published December 1969 


No. 5. The Training of Psychiatrists 
Edited by G. F. M. Russert and H. J. Warrow, including postage £1.80 
.S.A. $5.25 
or R. Members and Journal Subscribers, including postage £1.95 
(U.S.A. $9.90). Cheques to Headley Brothers Ltd., B. J.P. a/c. 


Published August 1970 
No. 6. Recent Developments in Psychogeriatrics 
A Symposium edited by D. W. K. Kay and Arexanprr WALK. Prices as No. 4 
Published June 1971 
Published by the authority of the 
Royal College of Psychiatrists by 


HEADLEY BROTHERS LIMITED 
Ashford, Kent 





The coat-of-arms on ths front cover is that of the former Royal Medico-Psychological Association 


BRITISH JOURNAL OF PSYCHIATRY, APRIL 16072 


















When 
self-control 
is absent... 


NEULACTIL 
keeps the peace 


-in ALL ages 


"v 


Neulactil' has achieved impressive results in : 'Neulactil' is a trade mark of May & Baker Ltd Dagenham 
Essex RM10 7XS for its preparations of pericyazine 


% disturbed senile patients and senile dementia 

* aggressive outbursts in mentally subnormal patients 
k behaviour disorders in children and adolescents 

* schizophrenia, especially during the summer when 


drug-induced photosensitization is a problem 
Full information is available on request & m y & 
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“A depression never occurs alone. It is 


always accompanied by anxiety." 
Psychosomatics, 1967,8, 1.) 
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fhat is why TRIPTAFEN-DA is 
superior to amitriptyline alone 


Eo J 

"The combination of amitriptyline and perphenazine (Triptafen-DA) is superior to 
amitriptyline alone in the treatment of depression." 

(Brit. J. Psychiat., 1967, 113, 201.) 
Presentation: Triptafen-DA Tablets each contain amitriptyline hydrochloride BP 25mg and 
perphenazine BP 2mg. In containers of 50 and 500 tablets 
Triptafen-DA Suspension contains amitriptyline embonate 37.5mg (equivalent to 25mg amitrip, 
tyline hydrochloride BP) and perphenazine BP 2mg in each 10ml. In bottles of 150ml and 500ml 


‘ * 
Further information is available on request 


] TRIPTAFEN-DA is a Trade Mark of ALLEN & HANBURYS LTD LONDON E2 6LA 
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confusion,anxiety 
relieved with 
HEMINEVRIN" 


In the care of elderly patients there is increasing evidence of clinical inadequacies, side 
effects and complications from barbiturate therapy. 

Where confusional states exist sedation alone may perpetuate the underlying condition. 
In contrast, Heminevrin, when used for the agitated or confused elderly patient, has 
revealed therapeutic action potentially more important than sedation alone; re-orienta- 
tion of patients to lead a more purposeful existence; halting or reversing the progressive 
trend into loneliness, encouraging wider interests in everyday life. In common with most 
other sedatives of course, Heminevrin also calms and sedates, and does it without 
causing a hangover. 

HEMINEVRIN (chlormethiazole) helps elderly patients to help themselves. 
Heminevrin is available as capsules and tablets. Packs: Capsules 1x100 £2.67 Tablets 1x100 £2.67 


AS TILA Astra Chemicals Ltd., Watford, WD1 70R HEMINEVRIN 
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SOMETIMES YOU NEED THE 10 mg TABLET 





Sometimes you need the 50 mg tablet 








Sometimes you need the injection 


» 


‘Amitriptyline is probably 
the most widely used 
[tricyclic antidepressant drug], 
particularly when there is sleep disturbance, 
since the major dosage 
can be given at bedtime 
and will help to combat insomnia.’ 
The present status of psychotropic drugs. 
Practitioner, 1970, 205, 307 (Sep) 


There's a great deal to Tryptitol 


in anxiety-depressive states 


"fryptizol' (registered trademark) contains amitriptyline hydrochioride/MSD 
(Tryptizol’ Syrup, amitriptyline embonate/MSD). 
Detailed information is available to physicians on request. 


CP 


Merck Sharp & Dohme Limited, Hoddesdon, Hertfordshire Telephone Hoddesdon 67123 
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INSTRUCTIONS TO AUTHORS 


1. Articles must be typed on quarto or Aq paper with double spacing and generous margins. 
Please submit two copies. 


2. The title, with the names only of the authors, should be brief and to the point so as to give 
à clear idea of the nature of the work when it is later quoted by others. The names, degrees, and addresses 
of all authors should be given at the end of the paper. 


3. Each article should be accompanied by a synopsis up to 250 words long on a Separate sheet, giving under 
its title some indication of the nature of the article and the name and address of one author. As soon as the article is 
accepted for publication, this synopsis will be published in a special section of the Journal as a form of advance notice. 


4. It is best to write simply and directly, avoiding complex sentences and specialized technical 
words where possible, so that even non-specialist readers can hope to understand. Great importance is 
attached to conciseness and clarity in the assessment of papers. The Journal cannot afford space for wide 
reviews of past studies when the reader can be referred to a book or a recent review elsewhere. Case 
histories, if indispensable, must be short and confined to the essential facts needed for the particular 
article. It is always wise to ask colleagues to read and criticize an early version of the manuscript, 
particularly to make sure it is unambiguous and clear in its meaning, orderly, and not repetitive. 


5. All measures must be expressed in the metric system, e.g. weights in kilogrammes; temperatures 
in °C; doses in grammes or milligrammes; lengths in centimetres; volumes in litres or millilitres. 


6. A summary should be provided at the end of every article. 


7. Acknowledgements; Always indicate clearly where the work has been done and what post(s) 
the author(s) then held, if different from those given at the end of the paper. Then acknowledge any 
financial support and the special assistance of others, where appropriate. 


8. Tables should be typed. Diagrams, drawings and graphs must be drawn in black ink on white 
paper and properly lettered. Prepare them on quarto or Aq paper about 14 times the size they will be 
when printed. If they have to be re-drawn by the printer the cost, which may amount to several pounds, 
will be charged to the author. After printing, blocks are returned by the printers to the senior author. 


9. References should be listed alphabetically at the end of the paper, the titles of journals being 
given in full. Book titles are to be given with initial capitals for important words, and with place of 
publication. References to articles should include the names of all authors. The title of the article should 
be given without initial capitals and within quotes; the last as well as the first page should be included in 
the reference. Chapters in books should be treated in the same way as articles in journals. For example: 


1, ABEL-SwrTH, B., and Trrmuss, R. M. (1956). The Cost of the National Health Service in England 
and Wales. Cambridge. 


2. ABENSON, M. H. (1969). ‘Drug withdrawal in male and female schizophrenics.’ British 
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Nydrane 


(beclamide) 
for 


BEHAVIOUR DISORDERS AND EPILEPSY 
in children and adults 


Non toxic—routine blood counts not necessary 


Does not cause sedation or somnolence—particularly 
useful for children of school age 


Free from common side effects of anticonvulsant drugs 
(e.g. gum hypertrophy and somnolence) 


As adjuvant therapy in epilepsy, often permits reduced 
dosage of anticonvulsant drugs, many of which are potentially 
toxic. Control is maintained and unpleasant and toxic 
reactions avoided 


Further information and samples from 


Rona Laboratories Ltd 
CADWELL LANE : HITCHIN : HERTS 
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D.P.M. 








Our postal course for this diploma has helped many students. 


Failure is expensive. Our course is not. 


Write for further details and instalment plan: 


MEDICAL CORRESPONDENCE COLLEGE 
19 Welbeck Street, London W.1 
Telephone: 01-935 8626 






DUOPULSE 


NEW FULL RANGE ECT APPARATUS 


Also 


SOMLEC 


ELECTRO SLEEP APPARATUS 


Send for full details 


ECTRON LTD. 


KNAP CLOSE, LETCHWORTH, HERTS. SG6 IAQ 
ENGLAND 


Telephone: LETCHWORTH 2124 — Cables: ECTRON LETCHWORTH 
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Modern Problems of Pharmacopsychiatry, Vol. 6 
Series Editors: F.A. Freyhan (New York, N.Y.) ; N. Petrilowitsch? 
(Mainz) and P. Pichot (Paris) 


Role of 
Drugs in 
Community 
Psychiatry 


Ch. Shagass (Philadelphia, Pa.) 
VI + ca. 123 p. 2 fig., 4 tab., 1971 
SFr. 35.-/US $8.40/DM 35.-/£3.70 


Shagass, Ch. (Philadelphia, Pa.) : Introduction 


Goldberg, D. (Manchester) : The Scope and Limits of Community 
Psychiatry. 


Cole, J.O. (Boston, Mass.) : Drugs in Psychiatric Hospitals 


Panzetta, AF. (Philadelphia, Pa.) : Emergency Pharmacotherapy ~ 
The Use of Drugs in Psychiatric Crises 
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Kris, Else B. (New York, N.Y.): The Role of Drugs in Aftercare, 
Home-care and Maintenance 
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Comly, H.H. (lowa City, lowa) : Drugs in Child Psychiatric Care. 


Anthony, EJ. and Rizzo, A.E. (St. Louis, Mo.) : The Effect of Drug 
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Glaser, F.B. (Philadelphia, Pa.): The Abuse and Misuse of Psycho- 
pharmacologic Agents 


S. Karger 
Basel - München - Paris - London : New York - Sydney 


Schweiz: S. Karger AG, Arnold- Bocklin-Strasse 25, CH-4000 Basel 11 

Bundesrepublik Deutschland : S. Karger GmbH, Postfach 2, D-8034 Germering/ 
München 

West-Berlin : Walter Schulze, Schöneberger Ufer 59, D-1000 Berlin 30 

France: S. Karger S.A., 42bis, Boulevard de La Tour-Maubourg, F-75 Paris 7e 

Great Britain: John Wiley and Sons Ltd., Baffins Lane, Chichester, Sussex 

USA: Albert J. Phiebig, Inc, US Representative of S. Karger, P.O, Box 352, 
White Plains/New York 10602 

Australia: Australasian Drug Information Services Pty. Ltd., 
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New Zealand: Australasian Drug Information Services Pty, Ltd., New Zealand 
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psychotic symptoms 
responds to 


Serenace 
"Haloperidol was effective in treating a 
spectrum of psychotic symptoms, but 
seemed especially effective in control- 


ing excitement, hallucinations, ideas of 
reference and delusions.” 


> 
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Further information available on request Sarefisce Te 8 
G. D. Searle & Co. Ltd., High Wycombe, Bucks registered trademark 


J. New Drugs. 
6, 243-246 (1966) 
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Under ECT 


-Back with the game in 15 minutes 


"Following methohexitone induction for ECT 
the patient wakes in one to ten minutes quietly 
and fully, so that he tends to continue with 
whatever was occupying him immediately 
previous to the ECT, and within fifteen minutes 
isfitto leave." 

In ECT rapid recovery is not the only 
advantage of Brietal Sodium’. ECG studies 
hove indicated that the risk of serious 
ventricular arrhythmia or myocardial 
ischaemia is less than with thiopentone.’ Post- 
suxamethonium apnoea and respiratory 
depression were found to be significantly less 
after Brietal Sodium than after two eugenol 


derivatives and the incidence of post-operative 
muscle pains was not significantly greater. 
Duration of anaesthesia is adequate. 

The solution is aqueous, non-irritant and 
relatively stable. 

|. 1960 Anaesth, 15: 41 

2.19 Arch Gen Psychi at 18:6 

3.1954 Brit J Anaesth, 36: 3 


‘Brietal Sodium’ 


methohexitone sodium 





Eli Lilly and Company Limited, Basingstoke 
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Psychiatrists 


The DEPARTMENT OF HEALTH has a variety of challenging 
positions available at the following locations: 


- North Bay: $20,500-$28,500 


Positions are in programs related to a catchment 


area population of 500,000, with responsibilities 


“up to the unit director level, North Bay has a 


population of 46,000 surrounded by all seasons 


Lakehead: $20,500-$28,500 


To provide consultative services within the com- 
munity as well as to other disciplines such as 
social work, psychology and occupational 
therapy, plus in-service training functions. The 
hospital provides services which include active 


Woodstock: $24,900-$28,500 


Director of Acute Psychiatric Services and 
Admission Unit. Responsible for up to 50 in- 
patient beds, usual clinical programs which are 
expanding to include community involvement and 
consultation services for those interested in 
community, family or similar treatment modalities. 
A possible university connection and active in- 
service training program being developed in 
addition to special programs. Team approach is 


resort country. An employer owned house is 
available at nominal rental. Apply to the Person- 
nel Officer, North Bay Psychiatric Hospital. 


psychiatric units, a psychogeriatric unit, a mental 

retardation unit, and out-patient services. There 

is opportunity to specialize in these areas. Apply 

to the Medical Director, Box 930, Thunder 
ay. 


favoured with close co-operation with para- 
medical services. Other staff positions involving 
less responsibility are available. $20,500-$26,700. 
Woodstock—population 25,000—located 90 miles 
from Toronto, 30 miles from London. Both are 
university centres and easily reached by through- 
ways. Apply to the Personnel Officer, Oxford 
Mental Health Centre, Woodstock. 


Thistletown Regional Gentre for Children and Adolescents 
Director of In-Patient Services: $24,900-$28,500 


Staff Psychiatrists: $23,300-$26,700 


Contract Employment (1-2 years): $24,000-$30,000 


The Centre is located in northwest Metropolitan 
Toronto and is an affiliated teaching setting for 
the University of Toronto and approved for 
psychiatric training by the Royal College. Ser- 
vices provided by the Centre include out-patient 
day and residential treatment for children and 
adolescents and their families, community con- 
sultation and education, and research. Age range 


extends from pre-school through adolescent 
years, and treatment is provided for a wide range 
of emotional disorders. The Centre offers many 
roles for the psychiatrist. An expanding out- 
patient department will provide increased oppor- 
tunities for community services. Apply to the 
Administrator, 2772 Islington Avenue, Rex- 
dale 613, Ontario. 





QUALIFICATIONS: Licence to practice medi- 
cine in Ontario and certification in psychiatry 
(R.C.P.S.) Canada, or comparable specialist 
standing in another jurisdiction. 


NOTE: All salary ranges quoted are negotiable 
under review and depend on the responsibility of 
the position and the training and experience of 


the applicant. 


Further information regarding other medical 
positions may be obtained by writing to: The 
Director, Professional Services Branch, 
Mental Health Division, 11th floor, Hepburn 
Block, Parliament Buildings, Toronto 182, 
Ontario, Canada. 


ONTARIO 


PROVINCE OF OPPORTUNITY 
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ALONE 


~ ANTDEPRESSANT 


“Anafranil... .is very active and well tolerated 
..andislikely to occupy a place of choice i in 
the range of antidepressants 1 


"A most effective antidepressant 2 


v 1 regard Anafranil as an excellent supplement to 
the range of antidepressant drugs available 3 


Anafranil?;3-chloro-5-(3-dimethylaminopropyl)- 1 0 
11-dihydro 5H dibenz [b.f] azepine (clomipramine) 
hydrochloride, is available as capsules of 25mg, 
syrup containing 25mg/5m! and ampoules containing 
25mg/2ml. 


1 CR. Congr, Psychiat: Neurol; 65th Session. Don 1967:p717 (Masson: Paris 1968} 
2 Med: Proc. 14.312.{1968) 
3. Nord. psyckiatT., P E (1969) 


Geigy Pharmaceuticals, Macclesfield, Cheshire SK10 2LY c 
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Some Recurring Therapeutic Issues in Group Psychotherapy with Criminal Patients 
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Harold M. Voth, M.D. 
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Howard Levene, M.D., Louis Breger, Ph.D., and Virginia Patterson, M.A. 
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Glinical Psychiatry 


by the late W. MAYER-GROSS 


ELIOT SLATER 
CBE, MA, MD, FRCP, DPM, Director, MRC, Psychiatric Genetics Research Unit, Maudsley 
Hospital, London 


MARTIN ROTH 
MD, FRCP, DPM, Professor of Psychological Medicine, University of Newcastle 


‘The Presentation on a high level of scholarship of the whole of clinical psychiatry by only two 
authors is an enormous task. They have succeeded admirably.’ British Medical Journal 


‘It is the best large textbook on psychiatry in the English language ; no serious student can afford 
to be without it.’ British Journal of Hospital Medicine 


3rd edition 904 pages 77 plates £7.50 


Bailliere Tindall 


7/8 Henrietta Street London WC2E 8QE 


BERMUDA HOSPITALS BOARD 


CONSULTANT PSYCHIATRIST 


The successful candidate will be designated as a Consultant Psychiatrist to the Bermuda 
Hospitals Board, responsible to the Medical Director for provision of Psychiatric care at 
St. Brendan’s Hospital (Bermuda’s only mental hospital—240 beds), including professional 
in-patient and out-patient services associated therewith. 

There are plans for a psychiatric unit to be developed at King Edward VII Memorial 
Hospital (Bermuda’s only general hospital—310 beds including 90 geriatric beds). 

The position carries consultant status. Applicants must be fully qualified medical 
practitioners as approved by the Bermuda Medical Board and in addition must hold a 
qualification at least equivalent to one of the following: D.P.M. (U.K.); C.R.C.P. (Canada) 
in Psychiatry; Diplomate of American Board of Psychiatry (U.S.A.). 

Candidates must have had wide experience in clinical psychiatry. 

Salary according to qualifications and experience. 

Application, including personal background, professional training and experience, and 
the names of three referees, should be submitted in writing to: 

The Hospitals Administrator 
Bermuda Hospitals Board 

King Edward VH Memorial Hospital 
Paget 

Bermuda 
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Professor Sir Martin Roth 


A PERSONAL PROFILE 


Martin Roth received his medical education 
at St. Mary’s Hospital where he qualified in 
1941. He became a demonstrator in physiology 
while a student and after qualification trained 
in neurology at the Maida Vale Hospital where 
he came under the influence of Wilfred Harris 
and Russell Brain. At this time he became in- 
terested in the borderlands of neurology and 
psychiatry, and his early studies dealt with the 
body image and parietal lobe disorders. Brain’s 
"concern with the psychological aspects of illness 
and interest in. psychoanalysis and philosophy 
stimulated Martin Roth to think about the 
psychiatric problems which present daily in the 
neurological clinic. And it was with Brain's 
encouragement that he decided to enter 
psychiatry. 

At the Maudsley Hospital three men in 
particular exerted a profound impression. 
Aubrey Lewis instilled a critical and incisive 
awareness of the difficulties inherent in the 
subject. Eliot Slater, who has been his single, 
most lasting intellectual influence, gave not 
only his enduring friendship and encourage- 
ment but also brought home to him the applica- 
tion of scientific methodology in illuminating 
clinical problems. Eric Guttmann demonstrated 
the potential of the psychiatric interview and 
showed how. the information obtained could be 
distilled into a precise formulation based on 
reasoned evidence. Later, at the Crichton Royal 
Hospital, Willy Mayer-Gross, as well as con- 
veying a boundless enthusiasm for psychiatry 
and making a profound personal impression 
by his warmth and benevolence, made him 
aware of the rich phenomenology of the German 
literature. 

In 1950 Martin Roth was appointed Director 
of the Clinical Research Unit at Graylingwell 
Hospital. Here his work on the differentiation 
of the mental disorders of old age, already 
begun at the Crichton Royal, rapidly expanded 


+ 
là 5 


and included his first excursions into neuro- 
pathology. His success in this field possibly 
foreshadowed the later, more difficult task, of 
differentiating the affective disorders. During 
this time, there came also a series of papers on 
the quantification of electroencephalographic 
phenomena and the changes associated with 
the response to electroconvulsive therapy, a 
body of work for which he was awarded the 
Burlingame Prize. This was the period, too, 
when the first edition of Clinical Psychiatry, which 
has since become the standard post-graduate 
textbook of British psychiatry, was published. > 
During 1954 he deputized for Robert Cleghorn 
at McGill University, Montreal, the first of 
many visits to Canadian and American Univer- 
sities, and it was in Canada and the U.S.A. that 
he first saw at close quarters a psychiatry that 
drew its main inspirations from psychoanalysis. 

His achievements at Graylingwell led to an 
invitation in 1955 to become Director of a 
Medical Research Council Unit to be established 
in place of the existing Research Unit. In 1956 
he was appointed to the Chair of Psychological 
Medicine at Durham University (since 1963 
at the University of Newcastle upon Tyne). 
His new administrative and teaching commit- 
ments did not prevent him from developing his 
department as one of the main centres of clinical 
research in this country and establishing units 
devoted to child and geriatric psychiatry. In 
1962 he became Honorary Director of the 
Medical Research Council's Group for research 
into the relation between organic and functional 
mental illness, a group which was later in- 
corporated into the University. He served as a 
member of the Medical Research Council 
(1964-68) where his work on behalf of psychi- 
atry and psychiatric research were regarded as 
significant and lasting. He was a member of the 
Clinical Research Board of the M.R.C. from 
1964 to 1970, and became the Chairman of 
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one of its Grant Committees, and of the Working 
Party on the epidemiology of drug addiction. 
Many other distinctions have been conferred 
upon him, among them the Presidency of the 
Section of Psychological Medicine of the Royal 
Society of Medicine (1968-69), the Foreign 
Guest Lectureship of the Society for Biological 
Psychiatry (1971) and the Adolf Meyer Lecture- 
ship of the American Psychiatric Association 
(1971). He has served and travelled extensively 
as Consultant to the World Health Organization. 
Despite these commitments he has continued to 
hold his own out-patient clinic, to supervise the 
care of in-patients and to take a personal 
interest in the subsequent progress of many 
patients who have attended the department. He 
believes that an integral part of the clinical 
assessment of the individual patient involves 
taking into account the historical dimensions 
and carefully exploring the interplay of psycho- 
dynamic factors. His patients realize his concern 
for them and his ability to perceive their inner 
feelings. His own experience of serious illness 
while still a medical student has probably been 
responsible for his strong sympathy for the 
predicament of individual patients. It has also 
imparted a sharp sense of the impermanence of 
life and a desire to live it to the full. 

Martin Roth's great productiveness is due to a 
combination of intellectual power, imagination 
and drive. Furthermore, his command of 
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language and multilingual background have 
helped to make him an outstanding writer, 
teacher and speaker, as well as an engaging 
raconteur, an entertaining mimic and a stimu- 
lating companion. He is not too busy to keep 
in touch with former members of his depart- 
ment. His relaxations are predominantly music 
and literature; he is also a keen fell walker and 
swimmer. He is fortunate in the devotion of his 
closely-knit family. Constance Roth leads a 
busy life in public service, and many have reason 
to be grateful for her hospitality. Of their three 
daughters, one has recently begun a career as 
a psychologist and another as a doctor. 

His research contributions, widely regarded 
as outstanding, spring from his ability to draw 
together many different facets of a problem, 
his tendency to be intrigued and attracted by 
paradoxes, and his desire to arrive at con- 
structive generalizations. He believes that from 
the scientific point of view similarities in patients’ 
disorders are more rewarding to study than their 
individual differences. On a broader front the 
unresolved question of the relationship between 
the problems of society and the problems of 
individuals presenting in the clinic, which 
began to exercise him during the political 
ferment of the 1930's, continue to preoccupy 
him. Public recognition was given to his many- 
sided work when he was created a Knight 
Bachelor in the New Year Honours List of 1972. 
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The Royal College of Psychiatrists: 
Our Immediate Tasks and Aims 


The Charter Address at the First Annual Meeting of the 
Royal College of Psychiatrists, held in London, 19 November 1971 


By MARTIN ROTH : 


I should like to express my appreciation and 
gratitude to the fellows and members of our new 
College for placing me in the position in which 
I now stand. The Presidency is the greatest 
honour our Royal College can confer and the 
first occupant of the office sets out lacking guide- 
lines or landmarks, without precedents or 
hallowed practices to constrain or cushion him. 
He will be expected to lead a democratically 
elected body of men towards their chosen 
objectives without falling prey to the dizziness 
or sense of grandeur that are prone at a height 
to deceive the senses. I am deeply conscious of 
the privilege, responsibility and the opportu- 
_ nities for advancing the discipline to which we 

are dedicated that are afforded by the Presi- 
dential office. I can only say that they will 
always have the first claim on such energies 
and talents as I am able to command. 

Only a matter of moments ago while awaiting 
my investiture, I was a President in embryo 
and inevitably affected and constrained by the 
vicissitudes of growth and development. I must 
confess to having found the last phases of life 
in utero so to speak, rather disturbing. I over- 
heard a debate in which the point at issue 
appeared to be whether there should be induc- 
tion of labour or termination of pregnancy. It 
seemed rather late in the day for such dis- 
cussions. There are also more immediate en- 
vironmental factors at work. Our inaugural 
meeting is taking place at the home of that 
venerable old matriarch, the Royal College of 
Physicians, earliest of the Royal Colleges, 
which I have had the honour to serve in various 
offices. Having regard to the extenuating 
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circumstances I hope you will judge with 
leniency any failure of communication on my 
part. 

My next task is to give expression, on your 
behalf, to the debt of gratitude we owe to those 
who have with such unremitting faith and 
courage striven to achieve the success we 
celebrate today. The task of our gallant Petition 
Committee has not been easy. They have had to 
make a path through a thick undergrowth of 
procedures, precepts, written and unwritten, 
and constraints imposed by time-honoured 
traditions. Theirs were the exertions and frustra- 
tions of Sisyphus heaving a heavy boulder 
repeatedly up a steep incline only to see it, 
when the summit appeared within view, 
‘rolling and bounding down again to the flat 
level of the plain’ (Lucretius, trans. Latham, 
1951). With the aid of limitless patience they 
have succeeded. 

It would be unrealistic and perhaps ungra- 
cious to complain at difficulties overcome. My 
remarks were intended in gratitude to those 
who have worked in so loyal and ungrudging a 
manner over the seven years that have elapsed 
since our quest for a college began. A Royal 
Charter is, within our own society and culture, 
the highest honour that can be bestowed upon 
a body of professional men. It is the accolade 
that marks its achievement of full maturity in 
standards of practice, science and learning, the 
measure of recognition it has secured among 
professions, and the public repute in which it 
stands. It is understandable that it is not to be 
had for the asking, nor are the responsibilities 
incurred to be lightly taken. 
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Some immediate objectives 

. The advent of a Royal College of Psychiatrists 
Will.open up new opportunities for influencing 
` the“ policiés adopted towards a wide range of 


à c problems that afflict and concern contemporary 
“society. 


. Our profession and the patients in our care 
-have suffered, over many decades, from pre- 

judice and general neglect. The situation has 
' been moving in a favourable direction in 
recent years, but the mental health services are 
very far from commanding the resources, 
:attention and public understanding that their 
social and medical importance in the con- 
temporary world merits. 

The primary responsibility of the College is 
the maintenance of standards of professional 
practice, the upgrading of postgraduate educa- 
tion and the accreditation of hospitals and 
training programmes. But the provision of 
consultants and teachers of psychiatry on a 
scale that makes it possible to give education 
high priority and to put psychiatrists into 
training in numbers adequate to meet realistic 
estimates of future need, to urge that new 
buildings be provided and that resources be 
dedicated to community care, without neglect- 
ing the efforts needed to advance the subject by 
scientific work—all these are inseparable from 
the quest for higher professional standards. 
There is a wide consensus that securing im- 
proved resources must receive high priority in 
our endeavours. A well-conceived campaign 
with long and short term objectives will be 
needed for the upgrading and expansion of 
educational resources and activities within the 
College and in the country as a whole. In its 
execution, as in its design, we shall need to 
enlist support and active participation from 
trainees, teachers and Affiliates as well as from 
Members and Fellows. Lines of communication 
will have to be developed and kept open within 
the College, and also outside it with our fellow 
colleges, with learned societies in the biological 
and behavioural sciences, and with those re- 
sponsible for the development and administra- 
tion of the health service. The offensive needed 
to secure these ends is bound to prove long and 
arduous; with the utmost determination to 


succeed some of these objectives will take time 
to achieve. 


The Charter 


We are pledged by our Charter to working 
towards these ends, but also to addressing our- 
selves on a wide front. Paragraph 3 (2) in- 
cludes the following Sections ‘(a) to encourage 
and promote amongst its members and others 
the exchange of knowlédge, information, experi- 
ence and ideas relating thereto and to related 
subjects, sciences and disciplines; (b) to manage 
and promote amongst its members and others 
working in allied and related sciences and 
disciplines the achievement and maintenance 
of the highest possible standards of professional 
competence and practice; (c) to act as a 
consultative body in relation to matters of 
public and professional interest concerning 
psychiatry and the treatment of mental disorder 
in all its forms and aspects and to give considera- 
tion to improved methods of hospital and other 
medical administration, medical education and 
training, nursing administration, edücation and 
training; (d) to promote and to encourage the 
promotion of new measures leading to improved 
methods of prevention and treatment; and (e) to 
hold examinations and to institute and maintain 
lectures, classes and other means of instruction, R 
education and training.’ 

It is a tribute to the wisdom and the vision of 
those to whom we owe the charter that these 
clauses contain such a happy blend of practical 
good sense and imaginative concern for the 
wider issues on which the work of the psychi- 
atrist impinges, concern for what is timely and 
what is timeless. A Royal College could 
probably get along for a while by confining itself 
exclusively to matters of immediate practical 
concern, health administration and education. 
But it would assuredly die of stagnation if it 
failed to dedicate some of its energies to fostering 
the advance of knowledge. The new Royal 
College cannot fail to take note of the fact that 
only two decades ago there were at least half a 
dozen research units attached to psychiatric 
hospitals and that most of these have dis- 
appeared. They made contributions of in- 
estimable value to postgraduate education, to 
the upgrading of standards in clinical work, 
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as well as to scientific enquiry. In the hospitals 
where they were situated a spirit of enthusiasm 
prevailed. These were small precarious units 
often run on a shoestring and the new University 
Departments of Psychiatry would have more 
than offset the effects of their disappearance if 
their establishment of staff had been more 
ample and less burdened with routine commit- 
ments. 

It is not, I think, inappropriate to raise these 
issues on the present occasion, because it is by 
pressing forward with scientific endeavour on a 
wide front and by enlisting the dedicated efforts 
of bold, gifted and enterprising men at the right 
time, that disciplines can hope to bring about 
those salutary advances which have so often 
transformed whole subjects within a short 
time. I believe a number of these conditions 
are satisfied, and that a Royal College has an 
important role in shaping events towards 
such a general forward movement. Science 
has in recent years understandably acquired 
a bad reputation for having irresponsibly 
spawned an unmanageable technology that 
threatens life on earth with extinction. The 
widespread and growing public concern and 
involvement with the problems of mental 
health reflects, among other things, a general 
appreciation that important advances in the 
relief of mental suffering would confer im- 
measurable benefits without damaging side- 
effects. . 

The creation of a Royal College of Psychi- 
atrists is therefore timely, and it is appropriate 
that it should look to the future as well as 
concern itself with the many practical issues 
that press upon it. 


Psychiatry tn the contemporary scene 

The College will be expected to act as a 
consultative body on ‘matters of public and 
professional interest concerning psychiatry and 
the treatment of mental disorders’ (The Charter, 
1971). Its views will be sought on the future of 
the mental hospitals and institutions for the 
mentally subnormal; on the problem entailed 
in mounting realistic programmes of community 
care, without inflicting unfair burdens on 
families in which spare pairs of female hands are 
fast vanishing. It will have to consider the 
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changes in perspective, clinical practice and 
administration that will be demanded as the 
centre of gravity of the psychiatric team moves 
to the ambit of the general hospital. ` 

The problems of mental illness, neurotic . 
disability, mental handicap and psychiatric ° 
disorder in old age loom increasingly large on 
the contemporary medical scene, and those 
responsible for the administration of the health 
services have shown themselves fully alive to 
this. There is a growing consensus that the 
enormous institutions of the past, remote from 
the populations they serve, are inconsistent with 
the dignity and concern modern society owes to 
its members. But such views should not be 
permitted to eclipse the positive achievements of 
many psychiatric hospitals, isolation and under- 
privilege notwithstanding; many of us feel that 
the practical feasibility of projected mental 
health services that would wholly dispense with 
them should be carefully tested in local experi- 
ments before being generally applied. 

On all such issues we have in the past, in the 
days of the Royal Medico-Psychological Asso- 
ciation, presented evidence and offered advice 
where this has been requested. With the advent 
of the College there will be a general desire to 
give new momentum to such activities by 
developing working groups of experts, prepared 
to submit counsel to those with the main 
responsibility for planning, in which the best 
that psychiatry can offer in scientific knowledge 
and practical sense are blended. Psychiatrists 
are also becoming involved to an increasing 
extent in problems with even wider social 
connotations such as drug dependence, alco- 
holism, crime and violence. 

The skills conferred by psychiatric training 
make possible systematic exploration, deeper 
understanding and practical intervention to 
mitigate distress, and a promising beginnings 
has been made in their application, as part of a 
multidisciplinary exercise, to these obscure and 
ill-charted areas. It is the opportunity to acquire 
such skills, to unite them with the methods of the 
behavioural and biological sciences (that form 
an increasing part of psychiatric training) and 
the limitless possibilities for advancing know- 
ledge of disorders that press with growing 
urgency upon communities everywhere, that 
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have drawn so many able, socially-concerned 
_ young men into our field in recent years. 


The medical model 
Sharp questions have been raised about the 
. relevance of the medical model over the whole 
- ‘field, of psychiatry, but in these areas in parti- 
- cular. The old ‘all-or-none’ nineteenth century 
. model, which presupposed the existence of a 
specific physical lesion as the underlying cause 
in all disease, is generally accepted as an 
inadequate foundation for theory and practice 
-over a wide range of psychiatric phenomena. 
But the view that the medical model necessarily 
implies some definable physical cause is a 
misconception. Viewed in the context of its 
historical development the ‘medical model’ of 
a disease begins with a description of a cluster 
of features which are considered to vary 
together. In the past the validity of such descrip- 
tions or syndromes was decided by their ability 
to survive the test of time and practical experi- 
ence. Nowadays more prompt, rigorous and 
decisive procedures, aided by multivariate 
statistics, can be utilized to determine whether 
syndromes described are real or spurious. Be this 
as it may, the acceptance of a clinical syndrome 
does not predicate any particular type of causa- 
tion. It merely implies that the covarying 
features are likely to have one or more specific 
causes in common; their character whether 
psychological or physical should be open to 
investigation without prejudice. 
Such a model may be an oversimplification 
for many of the phenomena with which the 
psychiatrist deals. All models sooner or later 
reveal their shortcomings. But of the heuristic 
value of the medical model in this general 
sense there can be no doubt. Its critics claim that 
medical diagnosis in any sense misconceives the 
"problems, carries implicit value judgements, 
reduces patients to the status of non-persons and 
is a self-fulfilling prophecy that creates the very 
illness the psychiatrist purports to heal. The 
group of widely publicized psychiatrists, psycho- 
analysts and sociologists who repudiate the 
medical model invite us to accept such views as 
articles of faith. There is little substance in 
criticisms which so sweepingly attribute sinister 
social roles to clinical psychiatry. 


Even if such contentious areas as crime, 
alcoholism, drug dependence and sexual devia- 
tion are taken, psychiatry with its roots in the 
clinic and in the medical model and psycho- 
analysis which never relinquished psychiatric 
diagnosis have an honourable record as pioneers 
in the systematic and objective analysis of such 
phenomena, and in changing society’s punitively 
moralistic attitudes in the direction of greater 
tolerance, detachment and humanity. 

It is unlikely to be entirely fortuitous that 
psychiatrists have been prominent among the 
early pioneers of scientific enquiry into such 
problems. These are nowadays generally re- 
garded as merging imperceptibly with normal 
patterns of behaviour. But as Kubie (1962) has 
said (paraphrasing an earlier view of William 
James), “The wider and more easily recognized 
deviations of pathology illuminate the “normal” 
for us, and sensitize us to slighter anomalies 
which we otherwise would overlook.’ Nor was it 
perhaps accidental that one of the great works 
of nineteenth-century sociology was written 
about an everyday problem of contemporary 
psychiatry—Le Suicide. And it is perhaps 
worthy of note here that, in so far as Durkheim 
(1897, trans. 1952) dismissed mental disorder as 
irrelevant for the problem, his arguments were 
manifestly fallacious. They are contraverted by 
more recent observation. Once the psychiatrist 
has learned that he has no prerogative of under- 
standing and that his testimony will be weighed 
with that of others who have relevant observa- 
tions to advance and realizes that the clinical 
perch does not confer a licence for ex cathedra 
pronouncements on human affairs, his contri- 
butions to some of the most challenging problems 
of modern society—violence, deviation and crime 
—are likely to prove of special value. 

These widened horizons and enlarged sympa- 
thies, increasingly prominent in psychiatric 
practice during the past few decades, will need 
to be reflected in the life of our College. I 
believe there will be a general desire that it 
should provide an effective vehicle for precise, 
factually-based information, expressed in clear 
and frugal language on such problems and on 
the social and ethical issues implied in their 
investigation and treatment. 

There is need for this because attitudes to these 
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phenomena which vilify psychiatry and other 
objective approaches to mental disorder as de- 
humanizing and politically biased activities, 
utilized to perpetuate the established order of 
society, or which openly exalt irrationality tend 
to be avidly seized upon. Dogma and declama- 
tion supplant evidence and reason. Psychoses 
and drug-induced states of mind are claimed to 
reveal profound or transcendental truths. Schizo- 
phrenia is wholly attributed to baleful and 
corrupting influences within society, or conceived 
as a self-fulfilling prophecy that starts with the 
label affixed by the psychiatrist. The books in 
which such views are upheld are written in 
powerful emotive language; the arguments 
buttressed by arbitrarily-chosen illustrative 
examples. Yet the mass media, the bookshops 
and periodicals that cater for the informed 
clearly reflect the wide currency such views have 
gained. Their non-evidential character has not 
prevented them from gaining acceptance, at 
times by men accustomed, in their own field, 
to weighing evidence. 


Communication and co-operation 


So far I have attempted to outline the main 
functions of our College as set out in its Charter 
and as I myself see them. They could be repre- 
sented by the word ‘communication’ in its 
widest sense; to communicate and co-operate 
with kindred disciplines, to act as a consultative 
body for those who plan and administer the 
health services and to urge expansion and 
improvement on them, to reach the public in 
such ways as to feed their now fully-aroused 
interest with the sober truth about such matters 
as, mental illness and drug dependence which 
reach them too often in distorted forms. 

Now I should like to turn to our more 
domestic issues. Here again ‘communication’ 
and certainly ‘co-operation’ may perhaps prove 
to be the key words. 


A democratic college 


The College of Psychiatry has set a splendid 
example in beginning with a democratic consti- 
tution and, further, in showing democracy at 
work. There can be few elections of the kind 
from which we have just emerged in which 
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more than three-quarters of the electorate: . 
participated—and placed a 3p stamp on the. 
envelope into the bargain! a 

A certain embarrassment arises from all this; '.-. 
for there is something incongruous” in “an. 
ostensibly democratic organization with .a: 
Presidential office. However, the underlying ` 
principles that set the guidelines are simple. 
If there are successes they are put down to team-' 
work, and if there are failures the President is 
responsible. This is straightforward and accept- ` 
able. It only remains to define the criteria of 
success and failure. That inspiring synthesis of. 
sacred and barbaric generally regarded as one of 


the most influential musical works of this century -: 


—Stravinsky’s Le Sacre du Printemps—was initially 
dubbed by the critics Le Massacre du Printemps. 


Some conceptual issues 


Turning to the long-term conceptual problems 
that have in the past caused such deep rifts in 
psychiatry, the prospects appear more favour- 
able for a synthesis that goes beyond superficial 
eclecticism to a cross fertilization that is bound 
to bear fruit in hypotheses and theories of greater 
heuristic value. The issues which psychiatry faces 
are among the most complex scientific human 
challenges ever approached by a body of men. 
They are bound to be debated with the intensity 
and the partisanship which we know has 
characterized the progress of even the most 
successful physical and biological sciences. 
‘Without contraries there is no progression’, said 
Blake. But when a group of psychoanalysts can 
come together with psychiatrists and agree to 
carry out clinical trials of psychotherapy, when 
a psychiatric geneticist (Slater, 1969) with the 
Sonnets as his starting point, can undertake a 
pathographic study of Shakespeare which is a 
little masterpiece, felicitously blending as it does 
rigorous analysis of factual evidence and sensitive 
insight into the dynamic and historical factors at 
work, the situation augurs well for a fruitful 
intellectual rapprochement between different 
outlooks within our field. In saying this I am not 
here judging either the reductionist or emer- 
gentist approaches as misconceived or mistaken; 
each can claim certain achievements to its 
credit. I merely express the view that for a very 
long time ahead there are definable problems to 
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a be tackled at many levels and that connecting 

‘t,, bridges-between a number of these are becoming 
^^ visible - 

;.," * One has, of course, always to have in mind 
'" the ‘néed to lean far over backwards, the 
“believe ye in the bowels of Christ ye may be 
‘mistaken’ approach; for the reservations and 
*, fesistances are all too prone to come in the tail of 
`.. the argument, as in the story of two clergymen 

.. ` ‘who, at the end of a long theological dispute, 


came to conclude that they were really of the 


same mind. ‘After all’, said one, ‘both of us are 


carrying out the work of Almighty God, you in 


, your way and I in His.’ 


The problems of assessment and examination 


It would be wrong for me to proceed in 
apparent insensibility of disputes that have 
divided our College during recent months. 
Birth-pangs and growing pains were only to be 
expected, but these can often be mitigated by 
prompt and appropriate action, and there are 
certain issues which should be squarely faced. 
There is, moreover, as in other fields, something 
of a generation gap in views about how things 
should be done; and the manner in which 
psychiatrists deal with dissent and disharmony 
will rightly be judged by the highest standards. 
Wisdom, empathy and dispassionate decision- 
making, and appreciation of the undercurrents 
of feeling that often reinforce dissension will be 
looked for. 

Such expectations should not be directed 
towards one side alone. Psychiatrists should 
need no reminder that the injection of passion 
and animosity into issues, even on the side of 
causes of a most lofty and beneficent kind, has 
repeatedly proved destructive both in the small 
and the large scale exercises of human affairs. 

I should be evading a duty if I failed to com- 
ment on the problem of examinations. There 
are deeply felt, sincere and genuine grievances, 
and a substantial basis for them. Some have 
arisen from misunderstanding or failure in 
communication, others are the fault of no one. 

Certain accusations are unfair. We are 
accused of having slavishly followed in the 
wake of other bodies which are not appropriate 
models for a Royal College of Psychiatry. It is 
not true that this College, and the Association 


which preceded it, has concerned itself with 
examinations without endeavouring to improve 
education. Our Association has in the past, with 
the most meagre resources, done some fine 
things in its raising of standards and in striving 
to improve available facilities. I believe there is 
general agreement that these efforts must be 
intensified in an attempt to upgrade training- 
programmes and facilities, particularly at 
peripheral centres. 

We were irrevocably committed to initiating 
examinations at the earliest possible date after 
the granting of the Charter. But as soon as this 
transitional period is over, there can and will be 
the most wide-ranging debate about the means 
that should be adopted to upgrade training. 
There will also be consultation with the best 
available psychiatric and educational opinion 
at all levels of age and seniority as to the fairest 
and most reliable methods by which the results 
of training and study may be assessed. Some 
assessment there has to be and there is no simple 
and straight-forward solution for this, I have 
always recognized that this must be developed in 
a manner that engenders a feeling of security 
among those whom we receive into our field of 
work, and a mutually rewarding, happy rela- 
tionship between teachers and the trained. The 
problem of arriving at a valid and equitable 
method of assessing competence in a profession 
is a difficult one. All simple formulae are naive. 
There are two extremes to be discerned among 
the range of solutions proposed. At one end there 
is the overall judgement derived from continuous 
assessment by the Professor or Consultant who 
supervises training. This may appear comfort- 
able and satisfactory, but it presupposes that the 
verdict will be uncontaminated by favouritism, 
bias, caprice or frank nepotism. There is a 
well known fairy-tale recounted by a senior 
Fellow of this College about a Professor of 
Surgery (in a land where continuous assessment 
was the order of the day) who had seven un- 
attractive daughters. Their seven undistin- 
guished fiancés all obtained excellent University 
appointments and lived happily ever after. 
Their contemporaries presumably had less cause 
to feel contented. At the other extreme ATE 
examinations of extreme rigour intended to 
select a small fraction of candidates for a few 
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prestigious, élitist positions. I have found an 
interesting account of one such examination in 
Professor Hubert Giles (1911) description, in 
his History of the Civilization of China, of the 
competitive examinations for posts in the 
government service of Imperial China. 

Here is his description: ‘The ordeal’, he said, 
"itself is exceedingly severe as well for the 
examiners as for the candidates. At the pro- 
vincial examinations held once every third year, 
an Imperial Commissioner, popularly known 
as the Grand Examiner is sent down from 
Peking. On arrival his residence is formally 
sealed up and extraordinary precautions are 
taken to prevent friends of intending candidates 
from approaching him in any way. There is no 
age limit, and men of quite mature years are to 
be found competing against youths hardly out 
of their teens. Indeed, there is an authenticated 
case of a man who successfully graduated at the 
age of 72. Many compete year after year until at 
length they decide to give it up as a bad job. 

*At an early hour on the appointed day the 
candidates begin to assemble and, by and by, 
the great gates of the examination hall are thrown 
open and heralds shriek out the names of those 
who are to enter. Each one answers in turn as 
his name is called and receives from the 
attendant a roll of paper marked with the 
number of the open cell he is to occupy in one 
of the long alleys into which the examination 
hall is divided. Other writing materials, as well 
as food, he carries with him in a basket which is 
always carefully searched at the door and in 
which “sleeve” editions of the classics have some- 
times been found. When all have taken their 
seats, the Grand Examiner burns incense, and 
closes the entrance gates, through which no 
one will be allowed to pass either in or out, dead 
or alive, until the end of the third day, when the 
first of three sessions is at an end and the 
candidates are released for the night. In case of 
death, not unusual where ten or twelve thousand 
persons are cooped up day and night in a 
confined space, the corpse is hoisted over the 
wall; and this would be done even if it were that 
of the Grand Examiner himself, . . . The long 
strain of three bouts of three days each has 
often been found sufficient to unhinge the 
reason, with a variety of distressing conse- 
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quences, the least perhaps of which may be seen 


in a regular percentage of blank papers handed. `; 
in. On one occasion, a man handed in a copy, ` 
of his last will and testament; on another, not ' 
very long ago, the mental balance of the Grand 


Examiner gave way, and a painful scene ensued. - 


He tore up a number of the papers already. 
handed in, and bit and kicked everyone who: : 
came near him, until he was finally secured and < 


bound hand and foot in his chair.’ 

I hope I shall not be misinterpreted. Civiliza- 
tion was already flourishing in China one 
thousand years before Christ. It survived there 


in relative peace and stability over many' 


centuries. Its art reached an unsurpassed 
splendour and sublimity and its people exhibited 
creative gifts that brought them to the brink of 
the scientific and technological discoveries that 
are regarded as peculiar to Western civilization. 
But in the course of its long history means came 
to submerge ends. The main purposes of society 
were over-laden and submerged by a profusion 
of forms and formalities. 

The lesson is that the ends and purposes in an 
institution such as our College need to be kept 
in the forefront. The means or instruments 
utilized for achieving these ends will then fall 
into place with relative ease. This should be 
possible for a young profession that places a 
high valuation upon insight and whose College 
is an infant in its formative years. 

The ends for which we are striving were 
rather finely described by Bacon: “The end of 
our foundation is the knowledge of causes, and 
the secret motions of things; and the enlarging 
of the bounds of human empire. He was in 
the New Atlantis looking for a Utopia that lay 
in the remote future, and, as we have spoken 
of the need to devote effort to the timeless as 
well as the timely purposes, it is not perhaps 
inappropriate on such an occasion to mention 
that in Bacon's New Atlantis Solomon’s House 
was conceived as ‘the noblest foundation that 
ever was upon the earth’. 
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Aetiological Models of Schizophrenia: Relationships to 
Diagnosis and Treatment 


By DAVID A. SOSKIS 


INTRODUCTION 


In the current state of psychiatric knowledge, 
clinicians must synthesize their personal view 
of the nature and cause of schizophrenia from 
several competing, complementary, and some- 
times contradictory perspectives. They are also 
faced with the necessity of making day-to-day 
decisions concerning the diagnosis and treatment 
of schizophrenic illness in their patients. The 
present study seeks to clarify the relationship 
between clinicians’ opinions on the nature or 
cause of schizophrenia and the way they diagnose 
and treat this disorder, as reflected in their 
opinions on which are the most useful diagnostic 
signs and modes of treatment. 

This problem has been approached in a 
theoretical framework by Siegler and Osmond 
through the construction of ‘models’ for schizo- 
phrenia. Each model includes specific proposi- 
tions in the areas of aetiology, diagnosis, treat- 
ment, prognosis, and social implications, and 
statements in these different areas are consistent 
with each other within each model. They 
originally described six models: medical, moral, 
psychoanalytic, family interaction, conspira- 
torial and social (Siegler and Osmond, 1966). 
An additional model, called ‘psychodelic’, was 
added later to fully describe the views of R. D. 
Laing (Siegler, Osmond and Mann, 1969). 
The present study is an attempt to test the 
empirical usefulness of these models in describing 
the behaviour of current psychiatric practi- 
tioners, and thus focuses on certain specific 
relationships between opinions on aetiology 
and opinions on diagnosis and treatment which 
would be predicted by the models. 

Specific questions which the study attempts to 
answer are: (1) Do clinicians favour one 
aetiological model for schizophrenia or synthesize 
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their own view from several of those available? 

(2) If multiple aetiological models are 
incorporated into a personal view, do certain 
of these tend to occur together? 

(3) Do practitioners favour the diagnostic 
signs and modes of therapy which are logically 
derived from the aetiological model or models 
which they favour? 

(4) If practitioners do favour the logically 
derived diagnostic signs or modes of therapy, 
do they favour these exclusively? 


METHODS 


Opinions concerning the nature and cause, 
diagnosis and treatment of schizophrenia were 
measured by means ofa structured questionnaire 
developed in conjunction with the University of 
Rochester Department of Psychiatry’s Schizo- 
phrenia Research Group. Although an attempt 
was made to include all common aetiological 
perspectives, diagnostic signs, and modes of 
treatment, limited and specific alternatives 
were offered, and these are given in the 
Appendix as they appeared in the questionnaire, 
along with scoring options in each area. 

The specific models offered by Siegler and 
Osmond were modified somewhat in the con- 
struction of the questionnaire in order to reduce 
obvious moral overtones and increase corre- 
spondence with current psychiatric parlance in 
the Rochester area. Table I presents the model 
(Siegler and Osmond) to which each ‘nature 
and cause’ perspective corresponds and the 
diagnostic signs and modes of treatment which 
may be derived from them. Diagnostic signs and 
modes of treatment which are not in significant 
current use in the Rochester area were excluded 
from the questionnaire and are given in paren- 
theses in the Table. 
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Taste I 
: Models (Siegler and Osmond), diagnostic signs and modes of 


i i treatment corresponding to specific ‘nature and cause’ perspectives 








Perspective Model 
(nature- (Siegler- ^ Diagnostic Modes of 
causc) Osmond) signs treatment 
Genetic Medical Family (eugenic 
history measures) 
- Biochemical- Medical Response to Drugs 
Neurological medication ECT 
d (specific (Insulin 
laboratory coma) 
tests) (Psycho- 
surgery) 
Family- Family Disordered Family 
learning interaction family therapy 
configuration 
Moral Social Behaviour 
problems therapy 
Social Social Social (Social 
Conspiratorial problems changes: 
e.g. educa- 
tion, 
legislation, 
revolution) 
Psycho- Psycho- Psycho- Insight- 
dynamic analytic logicalsigns oriented 
psycho- 
therapy 
Existential Psychodelic (Sense of Insight- 
alienation) oriented 
("liberation psycho- 
of percep- therapy 
tion and 
sense of 
meaning) 





It will be noted that the perspective which we 
label ‘Family-learning’ contains elements of 
both the ‘family-interaction’ and ‘moral’ models 
as described by Siegler and Osmond. Their 
‘moral’ model is not necessarily religious or 
moralistic, but is described as focusing on ‘the 
unacceptable behaviour of the patient rather 
than his inner experience’. This unacceptable 
behaviour violates the ‘mores of society’ (social 
problems) and is handled therapeutically by 
‘some kind of step-by-step programme, usually 
involving positive and negative sanctions, for 
gradually altering the patient-inmate’s be- 


haviour’ (behaviour therapy) (Siegler and 
Osmond, 1966). 

The perspective labelled ‘social’ in the present 
study includes elements of Siegler and Osmond’s 
‘social’ and ‘conspiratorial’ (‘A medical name 
for those whom society cannot tolerate or under- 
stand’) models. Finally, the perspective which 
we label ‘existential’ was designed to include the 
more traditional existentialist views (‘a way of 
being-in-the-world’) as well as those of R. D. 
Laing (‘a breakthrough rather than a break- 
down’) for whom Siegler and Osmond coined 
the ‘psychodelic’ model. 

The questionnaire was mailed to all of the 
135 psychiatrists and psychiatric residents who 
treat schizophrenic patients in Monroe County, 
New York, a group which includes clinicians 
working in state hospital, university, assorted 
institutional and  private-practice settings. 
Monroe County, which contains Rochester 
and surrounding towns, had a 1970 population 
of 712,000; average yearly income per house- 
hold, tabulated in 1969, was $12,800, the 
average for the U.S. being $10,000. 

The questionnaires were scored using the 
numbers which appear next to proposed choices 
(see Appendix) and numerical values for each 
variable were punched on I.B.M. cards and 
used to compute mean scores for all variables. 
In addition, Kendall correlation coefficients 
(tau, 7) were computed for relevant pairs of 
variables. The Kendall coefficient was used 
rather than Pearsonian correlation coefficient 
because of the non-parametric, ordinal nature 
of the data. In the present study (N — 132) 7 
(tau) equal to or greater than 0°15, p < 0-01, 
and 7 (tau) greater than 0-19, p < 0-001, were 
used to define statisticallysignificantcorrelations. 


RESULTS 

Of the 135 psychiatrists and psychiatric 
residents currently treating schizophrenic 
patients in Monroe County, 132 produced 
complete responses on all of the items concerned 
in the present study, representing a response 
rate of 98 per cent. The final study group 
included 27 state hospital residents and staff, 
42 university hospital residents, 22 full-time 
faculty psychiatrists, 20 institutional and 21 
psychiatrists primarily in private practice. All 
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three non-responders were in private practice. 
Mean age for the group was 41, with a range of 
28 for the residents to 51 for psychiatrists in 
private practice. The group spent an average 
of 19 per cent of their professional time in the 
care or study of schizophrenic patients and their 
families, ranging from 37 per cent for the state 
hospital psychiatrists to 4 per cent for the full- 
time faculty. There were 9 psychoanalysts in the 
group, 5 members of the full-time faculty and 
4 in private practice. 

The present study focuses on the relationship 
between certain of the variables as reflected in 
their statistical correlation. There were, how- 
ever, marked differences in the relative value 
given to the various causal perspectives, 
diagnostic signs and treatment modalities as 
reflected in means ofthe numerical questionnaire 
ratings (Appendix). The genetic perspective, 
psychological signs and anti-psychotic drugs 
achieved the highest mean ratings among causal 
perspectives, diagnostic signs and treatments 
respectively. Table II gives means of question- 
naire ratings for the variables in each group, 
arranged in order of decreasing popularity. A 
more complete discussion of this aspect of the 
study including comparisons among the various 
professional groups and data from other sections 
of the questionnaire are presented elsewhere 
(Soskis, in preparation). 

Only one of the 132 subjects gave one of the 
aetiologic perspectives ‘major importance’ and 
gave all five others ‘no importance’; 113 
subjects, or 86 per cent of the group, gave either 
‘some’ or ‘major importance’ to three or more 
of the aetiological perspectives, and 12 of these 
(or 9 per cent of the total group) gave major 
importance to three or more perspectives. 
Within the framework of the questionnaire, 
then, clinicians synthesized their own view of 
the nature or cause of schizophrenia from 
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TABLE II ! 
Means of questionnaire rating for variables (arranged in 
order of decreasing popularity) 


Variable and ranking Mean 





Nature-cause 

(1) Genetic .. o. 
. Psychodynamic .. 
Family-learning . . 
Biochemical-neurological 
Social 


GESE 
OH HNDNDD 


OND OM ib 


6 Existential | 


sts 
1) Psychological signs 
f ! Social problems . 
3) Family history š 
4) Response to medication : 
2} Appearance-motor behaviour .. 
Disordered family configuration 


ne Sie) 
MI CWO OW”) 


(6 


Treatment 
(1) Drugs 
(2) Supportive psychotherapy 
(3) Hospital milieu .. 
(4) Family therapy . 
(BOE Group therapy . 
(6) E 
(7) Behaviour therapy T 
(8) Insight psychotherapy .. 


So Oc Go od 





several of the complementary perspectives 
available rather than favouring one aetiological 
model. 

Kendell correlation coefficients for relation- 
ships among the different nature-cause variables 
are given in Table III and these relationships 
are shown schematically in the figure below. 
In this figure perspectives correlated with each 
other at the o:oor level are connected with 
solid lines.  . 

It will be seen that certain of the aetiologic 
models do indeed tend to occur together, the 
highest correlations being between the existen- 


Schematic representation of relationships among nature-cause variables 
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neurological 


Genetic 


Existential 





Family- —————Social 


| learning | 


—— — = T > 0°19, p < 0-001 
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tial and social, existential and family-learning, 

~“ and biochemical-neurological and genetic pairs. 
z It will also be seen that the two physical aetio- 
"* ‘logical models (biochemical-neurological and 
genetic) are related to each other but not to 


*' any of the non-physical models. All of the 


non-physical models, on the other hand, are 
related to from one to three different models 
' within this group. 

Kendell correlation coefficients of nature- 
cause with diagnosis and treatment variables 
are given in Table IV. 


RELATIONSHIPS TO DIAGNOSIS AND TREATMENT 


Clinicians who favour the genetic perspective 
are also likely to consider a family history of 
schizophrenia as an important diagnostic sign. 
Those who favour the biochemical-neurological 
perspective are likely to consider the response 
to anti-psychotic medication as an important 
diagnostic sign and also to favour the use of 
these medications in treatment schizophrenia. 
There is no significant correlation, however, 
with the use of ECT as a treatment. Clinicians 
who favour the family-learning model also 
consider both disordered family configuration 























< 0°01. 


re 
* =p «o'oor. 


Taste III 
Kendell correlation coefficients for relationships among nature-cause variables 
Psycho- Family- Biochemical- 
Genetic dynamic learning Social neurological 
Psychodynamic —*08 
Family-learning s ae *OI *I3 
. Social Ea os 10 *g1** *g5** 
Biochemical- -neurological *go** —:17* —'05 —'02 
Existential s —'04 "I4 “gi** 33°" — +04 
* — p <o-or 
** — p < o:oo1 
Taste IV 
Kendell correlation coefficients of nature-cause variables with diagnosis and treatment variables 
Biochemical- Family- Psycho- 
Genetic neurological learning Social dynamic Existential 
Diagnosis 
Family history . +18* +15* "I4 -08 —'04 —*08 
Response to medication "I4 :18* —'04 *o6 —"*O0I II 
Disordered family 
configuration 00 105 —'04 :g8** 27** 25** :*83** 
Social problems on *IO —:02 :29** *09 *03 *IO 
Psychological signs *I3 "IO —*093 —*05 *I4 —':04 
Appearance or motor 
behaviour .. I5* 7 *o6 II “12 02 07 
Treatment 
Drugs *19** :25** ‘Or "04 ‘OI —-08 
ECT  .. i is *05 —*02 -06 -18* *04 "II 
Family therapy 00 —-06 —-10 *30** -26** 17* g4** 
Behaviour Hier 000—705 *o8 24** *20** “II 28** 
Milieu .. AM 14 “02 28** 12 "I2 -16* 
Group therapy . —'I2 —'I193 20** 17* 19** "II 
Insight-oriented psycho- i 
therapy .. —-29** —-21** -18* .25** -go** 23** 
Supportive psychotherapy "03 —-02 20** 12 -16* *09 
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(Siegler and Osmond ‘Family interaction’ 
model) and social problems (Siegler and 
Osmond ‘Moral’ model) as important diagnostic 
signs. The family-learning perspective is corre- 
lated significantly with both family and behaviour 
therapy variables. The social perspective does 
not correlate significantly with social problems 
as a diagnostic sign, nor does the psychodynamic 
perspective correlate significantly with the 
‘psychological signs’ item. Both the psycho- 
dynamic and existential perspectives, however, 
are correlated significantly with exploratory, 
insight or psychoanalytic psychotherapy. 

Of the statistically significant relationships 
described above between aetiological perspec- 
tives and corresponding diagnostic signs or 
modes of treatment, only two were exclusive. 
Clinicians who favoured the biochemical- 
neurological perspective also favoured anti- 
psychotic medications as a treatment, and this 
was the only treatment variable correlated 
significantly with this aetiological perspective 
in the positive direction. Additional support 
for the exclusiveness of this relationship is 
provided by the fact that insight-oriented 
psychotherapy is negatively correlated with this 
aetiological perspective at the o-oori level. 
As has been explained earlier, the family- 
learning perspective includes elements of two 
of Siegler and Osmond’s models (‘Family interac- 
tion’ and ‘Moral’). It was with diagnostic signs 
derived from these models, and only with these 
diagnostic signs (disordered family configuration 
and social problems), that this aetiological 
perspective was correlated at a statistically 
significant level. All other relationships which 
have been described, including diagnostic signs 
associated with the biochemical-neurological 
perspective and therapies associated with the 
family-learning perspective were non-exclusive, 
i.e. included items from other models, or items 
such as ‘unusual appearance, dress or peculiar 
motor behaviour’ or ‘hospital milieu and 
activities’ which are not specifically derived 
from any of the models we have hypothesized. 


Discussion 
The response rate of 98 per cent is unsual for 
a mailed questionnaire survey, and probably 
reflects the fact that many of the study partici- 
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pants are locall trained and personally 
acquainted. This close relationship between the ` 
University and the total psychiatric community 
might be expected to produce more uniformity , 
of opinions concerning schizophrenia than would 
be found in a less ‘organized’ area. 

Though the results suggest that clinicians tend 
to incorporate multiple aetiological models into 
their personal view of the nature or cause of 
schizophrenia, a physical os. psychosocial dicho- 
tomy is suggested by Fig. 1 and by the negative 
correlation of the psychodynamic and 
biochemical-neurological perspectives at the 
o-o1 level. It has been popular recently to 
dismiss body-mind or brain-mind dualism as 
a metaphysical confusion. Yet Meehl, in his 
introduction to a formulation which unites 
genetic, neurological, psychological and social 
perspectives, notes that many contemporary 
clinicians ‘show signs of thinking that if a 
genetic basis were found for schizophrenia the 
psychodynamics of the disorder (especially in 
relation to intrafamilial social learnings) would 
be somehow negated or atleast greatly demoted 
in importance’ (Meehl, 1962). The present 
study confirms this picture of a rather dualistic 
view among clinicians. The study does not 
answer the question of whether this dualism 
represents a failure to achieve a needed integra- 
tion or a realistic perception that organic and 
psychosocial views of schizophrenia are indeed 
different and do lead to different practical 
consequences for both patient and clinician. 

When correlations between individual aetio- 
logical perspectives or models and diagnostic 
signs or modes of treatment are considered, it is 
clear that clinicians do indeed favour many of 
the diagnostic signs and modes of treatment that 
follow from a given model which they rate 
highly. The exceptions to this statement are 
noted. Unfortunately, these relationships are 
largely non-exclusive and it is sobering to note, 
for example, that all six of the non-physical 
treatments are correlated with the family- 
learning perspective. Àn examination of Table 
IV reveals that the physical-psychosocial dicho- 
tomy generally holds up here as well, and we 
again find significant negative correlations: this 
time between the genetic and bigchemical- 
neurological perspectives and igi 
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psychotherapy. It was the biochemical-neuro- 
logical perspective that showed the only 
exclusive positive correlation in the therapy 

area: with anti- psychotic drugs. Here it is the 
area of diagnosis which is less specific (we still 
‘await a reliable laboratory test), but again the 
physical-psychosocial dichotomy is maintained, 
and it is family history that is favoured as a 
diagnostic sign as well as the predicted one, 
response to medication. 

Since the present study utilizes only one set 
of models, it is impossible to be certain that 
some other set would not have produced more 
specificity of relationships between opinions on 
various aspects of schizophrenia. Some non- 
specificity may be inherent in the general 
‘psychological’ perspective of this group of 
clinicians, however. As shown in Table II, 
psychological signs such as thought disorder or 
affective disturbance were by far the most 
important diagnostic criteria for this group. 
These particular psychological signs are not 
specifically derived from any of the models we 
have discussed, and indeed Salzman et al. (1966) 
have shown that the ‘thought disorder’ which 
has been traditionally associated with schizo- 
phrenia occurs in other diagnostic groups 
including neuroses and character disorders. It 
is not surprising that psychological signs, though 
rated most important, are not correlated signi- 
ficantly with any of the aetiological models. 
Though clinicians work primarily in the psycho- 
logical realm in diagnosing schizophrenia, the 
primary psychological data do not seem to lead 
directly to either specific aetiologies or specific 
treatments. 


SUMMARY 

The present study was conducted to test the 
usefulness of models of schizophrenia such as 
those proposed by Siegler and Osmond for 
describing the opinions of practising clinicians 
concerning this disorder. 

A mailed questionnaire was used to sample 
opinions on the aetiology, diagnosis, and treat- 
ment of schizophrenia among psychiatrists in 
Monroe County, New York. One hundred and 
thirty-two psychiatrists responded, representing 
98 per cent of the psychiatrists currently treating 
schizophrenic patients in Monroe County. 


RELATIONSHIPS TO DIAGNOSIS AND TREATMENT 
D 


Clinicians did not favour one aetiological 
model exclusively, but rather utilized several 
complementary perspectives (generally chosen 
from the physical or psychosocial groups but 
not from both) to synthesize their personal 
view of the nature or cause of schizophrenia. 
In general, the study groups did favour those 
diagnostic signs and modes of treatment which 
were logically derived from specific aetiological 
models which they favoured. They did not 
favour these diagnostic signs or modes of 
treatment exclusively, though their preferences 
did stay within the physical vs. psychosocial 
group predicted by the aetiological model. 
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APPENDIX 
QUESTIONNAIRE ITEMS USED TO MEASURE OPINIONS 


Nature and cause 

1. Genetic (e.g. monozygotic os. dizygotic twins). 

2. Psychodynamic (e.g. emergence of primitive 
defence mechanisms, withdrawal of libido from 
external objects). 

3. Family-learning (e.g. ‘double-bind’, schizophreno- 
genic mother’). 

4. Social (e.g. depersonalization of industrial society, 
a medical name for those whom society cannot 
tolerate or understand). 


5. Biochemical or neurological (e.g. unique protein in 
serum, subtle brain damage). 
6. Existential (e.g. ‘a way of being in the world’, ‘a 


break-through rather than a breakdown’). 
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Scoring options (‘what extent each of the perspectives 
listed contributes’ to ‘your own view of the nature or 
cause of schizophrenia’) : 
o = no contribution, 1 = little contribution, 2 = 
some contribution, 9 — major contribution. 


Diagnosis 

1. Unusual appearance, dress or peculiar motor 
behaviour. 

2. Family history of schizophrenia. 

3. Psychological signs (list of common signs such as 
dissociation, affective disturbance, delusions, etc., 
was provided). 

4. Social problems: marginal life adjustment, lower 
social class, poor impulse control, history of social 
or occupational decline. : 

5. Favourable response to antipsychotic medication. 

6. Disordered family configuration or interactions. 


Scoring options ('importance IN YOUR DAY TO DAY 


Dj 
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EXPERIENCE in helping you to determine whether a 
given patient is or is not schizophrenic’) : 
o = no importance, 1 = little importance, 2 = 
some importance, 3 — major importance. 


Treatment 

1. Anti-psychotic drugs. 

2. Hospital milieu and activities. 

3. Electro-shock therapy. 2 

4. Exploratory, insight or psychoanalytic psycho- 
therapy. 

5. Supportive psychotherapy, counselling or environ- : 
mental manipulation. 

6. Group therapy. 

7. Family therapy. 

8. Behaviour therapy. 


Scoring options: 
o = not useful, 1 = of little use, 2 = of some use, 
3 = very useful. 
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Stress as a Predictor in Schizophrenia* i 


By G. G. WALLIS 


Reviewers of the literature are unanimous that 
in schizophrenia the outcome is better in cases 
where there is a history of stress shortly before 
the onset of the illness. Zubin et al. (1961) found 
89 papers ascribing a favourable prognostic 
influence to stress and none maintaining that 
it had a bad or immaterial effect. 

Analysis of figures for the association between 
stress and favourable prognosis given by 
Langfeldt (1937), Kant (1942) and Polonio and 
Slater (1954) yields a value of P < -1 for each 
study. However, Cole «t al. (1954), studying 
prognostic variables in 264 schizophrenics, 
found no relation between antecedent stress and 
improvement a year after discharge from 
hospital, and Johanson (1958) reported simi- 
larly on 138 patients followed up for 14 years. 
Moreover, many of the studies on this relation- 
ship have been done in the United States, where 
psychiatrists diagnose schizophrenia so much 
more readily than in Great Britain that com- 
parisons between the two countries of -any 
features of schizophrenia are nearly worthless. 
Stengel (1967) and Shepherd et al. (1968) have 
commented on this disparity. The average 
annual incidence of schizophrenia in the Royal 
Navy between 1947 and 1956 was 360 per 
million, whereas Appel (1946) reported that the 
annual incidence of all forms of psychosis in the 
U.S. Army in the Second World War was 
20,000 per million. 

Various authors have found the prognosis to 
be favoured by individual types of stress, such as 
combat (Aldrich and Coffin, 1948; Paster, 
1948), somatic disturbances (Rennie, 1941; 
Langfeldt, 1956), childbirth (Martin, 1958) 
and emotional factors (Kant, 1942; Polonio 
and Slater, 1954). Other investigators (Stalker, 
1939; Simon and Wirt, 1961) have reported that 
premorbid characteristics of instability, in- 

* Derived from a thesis accepted by the University of 
London for the degree of M.D. 


cluding poor work record, limited interests, and 
social and sexual failure, influence the outlook 
adversely. Holmboe and Astrup (1957) found 
that somatic disease and childbirth carried a 
good prognosis and social misery and isolation 
a poor one. They classified other stresses, which 
were followed by an intermediate outcome, into 
acute mental traumata, prolonged parental, 
sexual, religious and other conflicts, and in- 
toxication. By analysis of their figures, recovered 
and improved being contrasted with deteriorated 
patients and patients with no antecedent stress 
being omitted, the favourable factor achieves 
P < -o5 and the unfavourable one P < -0005. 

Most of the work on this subject is relatively 
old. 

More investigation of the influence of stress 
on the prognosis of schizophrenia in the United 
Kingdom was a primary objective in under- 
taking this Royal Naval survey. 

In order to discover enough patients and 
ensure an adequate follow-up time the years 
between 1947 and 1956 inclusive were chosen, 
and histories were traced up to 30 June 1961. 


DIAGNOSIS 

The qualifying diagnoses for this work were 
schizophrenia, schizophrenic episode, schizoid 
episode, paranoia, paranoid state and para- 
phrenia, i.e. categories 300-0 to 300-7 and 303 
of the International Classification of Diseases of 
the World Health Organization (1948). The 
diagnostic criteria tallied with the definitions of 
schizophrenia, acute schizophrenic episode and 
paranoid states, which are categories 295-0 to 
295-4 and 297 of the 8th revision of the ICD 
(1967), in the Glossary of Mental Disorders pre- 
pared for the General Register Office (1968). 

Nearly all the patients were treated in one 
unit and although several psychiatrists took 
part in reaching these diagnoses their close 
relationship to each other and the guidance of 
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the less by the more experienced made for 
uniformity of practice. Some patients for whom 
the diagnosis was in doubt were referred to 
Professor (then Dr.) Desmond Curran, the 
civilian consultant, for his opinion. A survey 
board, which had the power to refute the 
proposed diagnosis and disposal, sanctioned the 
invaliding procedure; it consisted of three 
medical officers, one or more of whom were 
sometimes psychiatrists. 

The reliability of the diagnosis of schizo- 
phrenia may be considered without more 
reference to the Anglo-U.S. divergence. Kreit- 
man et al. (1961), from single interview examina- 
tions of go patients by pairs of psychiatrists 
working independently, found an agreement 
rate of 61 per cent for functional psychoses, 
among which, however, schizophrenia was 
diagnosed only six times. Although the whole 
subject is now ‚being very intensively studied 
(Lancet, 1969) there seems to be little ‘hard’ 
information on the reliability of diagnosis after 
repeated examination and close observation of 
in-patients. 

There is some evidence against the possibility 
that schizophrenia was misdiagnosed more 
often than in civilian hospitals. Firstly, the 
incidence of naval schizophrenia resembled that 
in England and Wales and on the continent of 
Europe. Secondly, as will be shown below, those 
patients who were more likely than others to 
have been depressives did not have an excess of 
treatment with ECT. Thirdly, for 285 patients 
who had some treatment during the follow-up 
period the diagnosis was changed in only 27, 
of whom six were regarded as schizoid. Even 
these changes do not necessarily mean that the 
naval diagnosis was wrong. 


THE SAMPLE 

As a means for finding patients to include in the 
survey, invaliding from the Navy was preferred to 
admission to hospital, because information about 
invaliding was more complete and accessible. 
Schizophrenics are almost invariably invalided from 
the service, so that the invaliding rate is nearly 
identical with the total naval incidence. 

Identification details of the patients were extracted 
from the invaliding register at the medical depart- 
ment of the Admiralty. Personnel enlisted in the 
Commonwealth were excluded, because their names 
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might not have appeared in the register and because 
they would have been even more difficult to follow-up 
in civilian life than United Kingdom-enlisted 
personnel. 

The invaliding register is compiled according to the 


ship or establishment in which the patient was 


serving when he went sick, so that every page of its 
thick volumes had to be scrutinized. As a check, 
nosological records at the Royal Naval Hospital, 
Haslar, were examined. They included all but 9 of 
512 patients thus discovered. A search of the death 
register at the Admiralty yielded no more schizo- 
phrenics. 

Thus, apart from 2 schizophrenics who died while 
under treatment in an R.N. Hospital and about 4 
who may have committed suicide while serving but 
had not had in-patient treatment for their psychiatric 
illness (Cullen, 1960), the 512 patients appear fully 
to represent naval schizophrenia during the key 
years of the survey. 

'The mean age of invaliding was 23:9 years, and 
the sex distribution was 476 male and 36 female. 


Sources oF DATA ON STRESS 

Invaliding summaries, written by the psychiatrist 
treating the patient and averaging around 400 words 
in length, reports by Commanding Officers, and 
statements by the patients giving their views on the 
causation of their illnesses were studied. 

To check and supplement these data the author 
spent a full week at the Ministry of Pensions and 
National Insurance, Norcross, Blackpool, examining 
the very detailed records there of all the patients 
(save 20 for whom they were not available), and 
making notes with the help of a stenographer. The 
Ministry, in its function of allocating disability grants 
and pensions by assessing to what extent illness was 
attributable to or aggravated by service conditions, 
paid particularly close attention to stress, and the 
records gave its decisions on this point. 

These sources combined gave comprehensive and 
mainly objective information about stress. 


TYPES or STRESS 
Stresses were taken into consideration when they 
operated during the two months before the estimated 
onset of illness, which was taken to be either: 

(i) the point in the patient’s history when a 
medical officer, applying the diagnostic criteria 
described above, could with reasonable cer- 
tainty interpret the symptoms and mental state 
as schizophrenic, or 

(ii) the time when relatives, messmates or medical 
personnel noticed a distinct change in the 
patient’s behaviour or talk. 
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Care was taken not to count stresses operating after 
the estimated onset. 

The stresses elicited were: 

(1) Service, including overseas service and pressure 
of examinations for promotion or advancement; but 
excluding simple maladjustment and the commonly 
experienced and usually tolerated stresses of naval 
life, such as the constant noise of ventilators and other 
machinery, the heat and humidity of engine and 
boiler rooms, rough seas, diving, flying high-speed 
aircraft from and on to unsteady decks, long submer- 
sion in the cramped spaces of submarines, or lack of 
female company. Service overseas, however, often 
brings the added stresses of adverse climate and 
prolonged separation from home and relatives; and, 
as Cullen (1960) pointed out, for ratings the effects of 
this separation are often aggravated by the inability 
of themselves and their families to communicate 
adequately by letter. 

(2) Family, including bereavement and material 
deterioration in the health of a close relative. 

(3) Marital, including death and deterioration in 
the health of the spouse. 

(4) Physical, including venereal disease and severe 
scasickness. 

(5) Personal, in Garmany’s (1958) sense, i.e. “those 
facets of personality which make living less easy’. It 
included psychopathy, alcoholism, addition to other 
drugs, obsessionality, schizoid traits and intellectual 
dullness, provided that they clearly contributed to- 
wards maladjustment. Most frequently, however, it 
applied to personnel who, irrespective of service or 
other stresses, disliked service life and felt unhappy 
and poorly integrated in it. Garmany (1958) pointed 
out that an overactive conscience makes life in a 
stockbroker’s office more of an exercise than life in a 
vicarage. Similarly, resentment or fear of authority, 
dislike of communal living and dependence on the 
family lead to more problems of adjustment in the 
R.N. than they would in a factory near home. 
Personal stress embraced also unhappiness caused by 
marital separation by drafting other than to overscas 
stations, sexual anomalies and masturbation accom- 
panied by guilt feelings or other difficulties, profes- 
sional failure disproportionate to intelligence, and 
two or more spells in detention, these spells being 
regarded as personal stress even if they preceded the 
onset of the illness by more than two months. 

Other factors contributing to poor service motiva- 
tion and operating indirectly to create personal stress 
have been discussed by Bellak and Parcell (1946) 
and Cullen (1960). They include long-service engage- 
ments and the feeling of being trapped by them, 
lack of married quarters, and boredom, particularly 
when brought about by wasting time in duties with 
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no scope for skills in which a man is specialized and 
interested. Personal stress in relation to the develop- 
ment of schizophrenia has some features in common 
with inability to deal with frustration (Jenkins, 1950; 
Ripley and Wolf, 1951) and with the social handicaps 
described by Holmboe and Astrup. 

(6) Other, such as courtship and sexual stresses not 
counted as personal; negative investigation for 
suspected pulmonary tuberculosis, the stress being 
classed as physical if the investigation proved positive; 
more than a month in detention during the two 
months before the onset of schizophrenia; admission 
to hospital for schizophrenia direct from cells or 
detention quarters; and difficulty in readjusting to 
home and family after return from overseas or release 
from the R.N. Campbell (1946) reported mental 
disorder following discharge from the Service and a 
few patients were admitted to R.N. hospitals during 
stressful attempts at readjustment while on release 
leave, when the Service was still medically responsible 
for them. 

Although many patients had more than one type of 
stress, the types of stress were distinct from each other. 
They were punched on hand sorting cards before any 
assessment of the follow-up results. 


ForLow-uP METHODS 

Every long-term follow-up project is beset with vital 
problems of reliability owing to movements of 
patients, and in this study they were scattered through- 
out the British Isles and beyond. Consequently a 
rather detailed methodological description is 
necessary. 

Initially, correspondence attached to the R.N. 
and pension documents gave useful clues about the 
patients’ civilian progress. 

The enquiry was continued by questionnaire sent 
with a covering letter by registered post to the 
patients at the addresses given in their invaliding 
papers, supplemented if necessary from records held 
in various Admiralty and Royal Marine offices. 

The questionnaire consisted of simple items of 
psychiatric treatment and working efficiency. 
Although this superficiality may have missed much 
defect, the questions demanded precise answers 
which could be given and scored easily. More pene- 
trating or complex queries dealing, for example, 
with symptoms and personal relationships would 
probably have defeated their own ends by seriously 
increasing the number of non-responders. 

If a reply was received and the patient indicated 
that he had not had any post-naval treatment, no 
more correspondence was sent to him unless some 
points needed clarifying or his extreme co-operation 
required a courtesy letter. If he said he had been 
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under treatment he was asked, and if necessary asked 
again, to name the hospitals, clinics or doctors or 
their combinations. 

If the questionnaire was returned unopened, the 
next-of-kin as recorded in the invaliding papers was 
approached, and subsequent action was taken, with 
appropriate modifications, as for patients. 

When no reply came, a polite hastener was sent to 
the patient or relatives. 

Procedure then followed approximately the steps 
for tracing patients described by Laurence (1959). 

Identification details of 194 patients who were un- 
traced or for whom knowledge was scanty were sent 
to the Ministry of Health, whose staff searched 
records, which originated almost entirely from the 
then Board of Control, to discover dates and places of 
hospital treatment. Despite some problems of 
identification, the search yielded fresh information on 
53 patients and confirmation of hospital dates for 
many others The General Board of Control for 
Scotland searched similarly and with some success 
for ten patients, and the Northern Ireland Hospital 
Authority for three. The Inspector of Mental 
Hospitals, Dublin, supplied addresses of Resident 
Medical Superintendents of mental hospitals in Eire, 
to whom letters of enquiry were sent for another three. 

The next step consisted of writing to the Medical 
Officers of Health for the districts to which untraced 
patients had departed when they left the R.N. If the 
questionnaire had been returned with a comment 
such as ‘Gone Away’ the M.O.H. was asked whether 
he had information which might help to trace the 
patient. For the patients whose questionnaires had 
not been returned the M.O.H. was asked if he would 
arrange a visit by a member of his mental health 
service to the patient’s presumed address. The 
M.O.H.'s co-operation resulted in the tracking down 
of some more patients, and in several valuable 
reports by psychiatric social workers and mental 
welfare officers. 

Meanwhile a list of 99 patients was forwarded to 
the medical department of the Admiralty with a 
request for evidence of death, migration or other 
follow-up clues. Only one patient, who had recently 
tried to enlist in the Army, was traced in this way. 
There was sundry helpful correspondence about 
addresses with Post Office officials. One patient, 
whose father was a vicar, was tracked down through 
Crockford’s Clerical Directory, and by dint of driving 
around Hampshire the author found three more 
patients in their homes and completed the question- 
naires by personal interview. 

The Ministry of Pensions and National Insurance 
bad information on latest known addresses, but 
treated them confidentially and could not reveal 
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them. However, the Ministry supplied National 
Insurance numbers of some untraced patients, and 
more of these numbers were found from invaliding 
documents and from the Directors of Navy Accounts 
and of Pay and Records, Royal Marines. Fifty of 
these numbers, with the names of patients to whom 
they belonged were sent to the Records Branch of the 
Ministry, whence the Liaison Officer forwarded 
questionnaires to the most recently recorded addresses. 
This manceuvre yielded a few more replies. These 
numbers were used also to identify 54 patients for 
whom a search for death or emigration was carried 
out at the General Register Office. No deaths, but 
one emigration and one change of name were thus 
discovered. 

When there was evidence that a patient had been 
under treatment during the follow-up period, the 
hospitals, psychiatrists and general practitioners 
concerned were asked for dates of in-patient or out- 
patient treatment or both and, if a completed 
questionnaire had not been returned, for the patient's 
last known address. The World Federation for Mental 
Health aided actively in finding out more about a 
patient known to be in Chile. 

Causes of death were found by enquiring from 
relatives or mental hospitals and, if these sources 
failed, from Medical Officers of Health and Coroners. 

Patients seldom expressed hostility to the investiga- 
tion. Many were grateful for the interest in their 
health; several, misinterpreting the purpose of the 
project, asked about disability pensions. 

Detailed analysis of the many and overlapping 
sources of information would be difficult, but 178 
hospitals, distributed as widely as the Channel 
Islands, South Africa, New Zealand and Panama, 
sent 458 replies, and 105 Medical Officers of Health 
sent 156 replies. 

The reliability of the postal questionnaire in 
follow-up studies has been fully reviewed and 
discussed by Pollitt (1960), who concluded that it 
would be valuable provided that it was not the only 
method of assessment for certain patients, such as 
deteriorating psychotics. In this study there was 
ample other evidence, and when the main follow- 
up information was a questionnaire indicating full 
recovery there was partial corroboration from corre- 
spondence attached to invaliding documents and 
from the M.P.N.I. Comparisons with other sources of 
information revealed 14 untrue replies in question- 
naires. 

Of the 512 patients, only 19 were ultimately un- 
traced, 18 because they could not be located. For 
another 30 the information was not altogether 
complete, but among the 19 untraced there was 
reasonable certainty that 17 had not been in mental 
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Taste I 
ze Di ibuti of 
EM MK SS 
Units Type of stress Total 
of Patients of 
stress Service Family Marital Physical Personal Other units 
nn 
o 133 (26 — — = — = — o 
I 248 (48 85 6 ^ IO (4) 14( 6 107 43) 26 (10) 248 
2 III F 82 ee 9 24 28 d 70 (32 24 a 222 
3 20 ( 4 18 (30 3 (5) 3 (5) 13 (22 14 (23) 9 (15 60 
Total ^ 512(roo) 185(g5) 18 (3) 22 (4) 55(10) 191(96 ^ 5915) 530 





For physical v. personal v. all other stresses, x? 21:43, df 4, P < +0005. 


Figures in parentheses arc percentages. 


hospitals. Brooke (1959), among many other epidemi- 
ologists, has argued convincingly that hospital 
statistics for schizophrenia correlate with clinical 
and social progress. 


RESULTS 


Table I gives the distribution of units of stress 
by type. No patient had more than three units. 
The more the units per patient the higher was 
the incidence of physical and the lower that of 
personal stress. Perhaps physical stress brought 
other stresses, but not personal, in its train. 


Outcome judged by treatment during follow-up period 

Included in in-patient treatment were accom- 
modation in a hostel attached to a hospital and 
regular attendance at a day hospital, but when 
a patient on being invalided from the R.N. was 
transferred to a civilian mental hospital and 
discharged within a month this brief stay was 
neglected. The untraced patients, having pro- 
bably had no in-patient treatment during follow- 
up, were scored accordingly. 

Treatment by general practitioners for psychi- 
atric illness and visits by psychiatric social 
workers and mental welfare officers were scored 
as out-patient treatment. A single out-patient 
interview, unless it was no more than a review 
following discharge from the R.N., when it was 
ignored, counted as three months’ treatment. 

Table II expresses the relationship between 
units of stress and time in hospital during follow- 
up, which, as already indicated, is probably the 
most reliable of the available criteria. To allow 
for the range of follow-up, which was from 5} to 
14] years, this parameter is converted to the 


proportion of the time in hospital to the length 
of follow-up. Patients with three stresses were 
so few that they have been combined with 
patients with two. 

Stress varies inversely with time in hospital, 
and the contrast of no stress with two and 





three units is highly significant. 
Tanrz II 
Time in hospital during follow-up by units of stress 
Percentage of time in hospital 
Units of 
stress o o «20 20< 70 70-100 
o 55 em 40 (30) 19 (1 19 (14) 
I 128 (52 68 xi 30 (12 22( 9 
2 andg 8o (61) gr(2 11( 8 9(7 
Total  251(51) 199(27)  60(:2)  50(10) 





For no stress v. some stress, x? 8-95, df 3, P < :05. 

For no stress v. 2 and 3 units, x? 11:54, df 3, 
P « :0or. 

Figures in parentheses are percentages. 


The criterion of out-patient treatment did not 
correlate with stress, a possible reason being that 
long in-patient treatment appeared to be asso- 
ciated with short out-patient treatment and vice 
versa. However, when, as in Table III, units of 
stress per patient, grouped in rank order of 
annual cohorts, are compared with the total 
percentage of time under treatment, both 
in-patient and out-patient, inspection shows 
some negative correlation. The years 1947, 1948, 
and 1954 clearly do not conform, because their 
treatment times are relatively long. These years 
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`. differed from the others in that they followed 
the Second World War and the Korean War, 
. and perhaps the outcome of schizophrenia 
developing then was complicated by a disorder 
such as compensation neurosis. If they are 





omitted; r = —-8, P < -05. 
. Tape III 
‘Units of stress by total time under treatment 
Percentage 
Units of stress of time 





Year per patient under treatment 
1954 1°22 18:9 
1948 1°19 29'I 
1950 I'I9 11-6 
1947 I'I2 30:3 
1953 I'OI 248 
1956 *96 25:1 
1949 *95 20'I 
1955 '79 23:0 
1952 “77 22:9 
1951 *68 go'1 





Outcome judged by working status 

This criterion was rated on the following scale: 

1. Working at full efficiency and earning capacity; 

2. Working full time but with reduced efficiency 
and earning power owing to psychiatric illness; 

3. Working part time owing to psychiatric illness; 

4. Unable to work and living at home; 

5. In hospital or other institution owing to psychia- 
tric illness; 

6. In hospital for other reasons. 

For longest working status, statuses 2, 3 and 4 


showed no consistent trend with stress. Nor did 
the amount of stress, other than its presence or 
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‘absence, influence the outcome as judged by this 


criterion. Consequently ‘the findirigs are best 
displayed if parameters are combined as in 
Table IV. Working status 5 is heavily contami- 
nated with time in hospital, so that its omission 
makes the table more meaningful. Then x^ 4-94, 
P < ‘05. 
TABLE IV 
Longest working status by units of stress 





Longest working status 











Units of 
stress Not 2, 3 and 
known -I 4 5 
o 16 47 (40) i9 25 (21) 
1,2and3 29 192 (55) 108(31) 50 (14) 
Total 45 239 (51) 153. (33)  75(16) 





x? 7:99, df2, P < -o2. 

Figures in parentheses are percentages. 

These results are rather vitiated by the 45 
(9 per cent) patients whose longest working 
statuses were unknown, a defect which could be 
ascribed partly to the difficulty of discovering the 
employment record of 18 (4 per cent) who died 
in the follow-up period. 

With the final working status as a criterion, 
Table V suggests a slightly better outcome with 
increasing stress. But when category 5 is left out 
and suicidal deaths are combined with cate- 
gories 2, 3 and 4 no significant relationship 
between stress and outcome remains. 


Outcome judged by no recurrence and by full recovery 
No recurrence was registered when there was 
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TABLE V 
Final working status by units of stress 








Final working status 




















Units of 
stress Not Natural 2, 3 and Suicidal 
known 6 deaths I 4 5 deaths 
o 13 o 2 56 (47 32 (27) 27 3 (3) 
I 13 I 3 127 (55 Mia 85 (15) 2 : 
2 and 3 II I 6 64 (57 33 (29 15 (12) 2 (2 
Total 37 2 II 247 (53) 132 (29) 76 (16) 7 (2) 








For no stress v. some stress, suicidal deaths being combined with category 5, x? 6-09, df2, P < +05. 


Figures in parentheses are percentages. 
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no evidence that the patient had had any 
psychiatric treatment during follow-up. 

To qualify as fully recovered he was required 
to have had no recurrence, to have been in 
grade 1 for both the longest and final working 
statuses, never to have had a disability award, 
never to have been imprisoned, and to have 
given no spontaneous indication of defect. —— 

Table VI shows a significantly improving 
outcome with stress for both these criteria, 
especial full recovery, which, embracing so 
many items by which the outcome may be 
judged, is perhaps the mostvalid of all thecriteria. 


Taste VI 
No recurrence and full recovery by units of stress 
Units of Un- No Full 
stress traced N recurrence recovery 
o 6 127 41 (32)  26(20) 
I 6 242  107(44) 97 (36) 
2 and 3 7 124  6o(48)  46(37) 
Totals 19 493 208 (42) 159 (32) 


No recurrence: x? 7:49, df 2, P < +025. For no 
stress v. some stress, x? 6:90, df 1, P < -or. 

Full recovery: x? 10-83, df 2, P < +005. For no 
stress v. some stress, x? 10- *86, df 1, P < -oor. 

Figures in parentheses are percentages. 


Findings related to type of stress 


Family and marital stresses carried a slightly 
better prognosis than the others, but there were 
no differences more significant than a 10 per 
cent probability between the types of stress in 
relation to the indices of outcome. 

Table VII indicates that, typically, personal 
stress affected young premorbidly schizoid men 
in their first year of service; these developed a 
simple type of illness which remitted quickly 
but not, as judged by the need for physical 
treatment, spontaneously. Nor was it parti- 
cularly associated with ECT, more use of which 
might have been expected if there had been an 
excess of depression in personally stressed 
patients. However, during the first year of 
service, perhaps because there was then so 
much personal stress and it tended to act by 
itself, the units of stress per patient were signi- 
ficantly lower than average. 

Simple schizophrenics, possibly for the same 
reason and because they may have minimized 
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their pre-illness grievances, had relatively few . 
units of stress, whereas paranoiacs, who pre- 
sumably made the most of these grievances, : 
showed a slight but not significant excess of 
service stress. i 

Although patients with service stress, which 
consisted mostly of service overseas, might' 
have been expected to have the best prospects 
for spontaneous remission, there was no correla- 
tion between these two variables. Also, brevity 
of stay in R.N. hospitals was associated with a 
low incidence of service stress, but the explana- 
tion of this finding may be that many of the 
patients with service stress were admitted to 
hospitals overseas. Their time in R.N. hospitals 
counted from the date of that admission and 
often they had to wait for logistic reasons for 
evacuation to the United Kingdom. 

Of the predictors in Table VII, hebephrenia, 
spontaneous remission as denoted by ‘no 
physical treatment’, and brevity of stay in 
hospital favoured the prognosis, but the only 
predictor significantly associated with an excess 
of stress was spontaneous remission. 


DISCUSSION 


Variations in assessment of what is a stress and 
type of stress, let alone schizophrenia, make 
comparisons unreliable, but if stresses are 
grouped into psychological, physical and per- 
sonal, a rough comparison with someotherstudies 
becomes possible and is shown in Table VIII. 

Hare (1956) estimated that for about a 
quarter of 64 schizophrenics living out of 
family setüng in Bristol separation from the 
family appeared to have been aetiologically 
important. This factor occurred in many of the 
service patients, and in some of the personal 
stresses described here. 

Although Stengel (1945) and Rosen (1957) 
found that obsessional disorders tended to 
prevent or retard disintegration of the per- 
sonality in schizophrenics, the apparently 
favourable influence of personal stress found in 
this work appears to be almost unique. Possibly 
other investigators scored it differently, but 
Table VIII suggests that there was at least 
some uniformity between studies. 

Hudgens et al. (1970) found that patients 
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Taste VII 
Amount, type. and effect on prognosis of stress by some predictors 









































Type of stress Effect on 
Units of (percentage of units) prognosis 
stress (df 2) (df 2) 
N per 100 - 
patients All No Full 
(df 2) Service Personal other recurrence recovery 
Age < 20 .. E .. 120 93:3 24. 55 2I NS NS 
NS P < +0005 
Length of service < 1 year 78 79:5 9 65 26 NS NS 
P < “or P < +0005 
Schizoid pre-morbid 153 99:4 36 43 20 NS NS 
personality .. Js NS P < :o2 
Simple schizophrenia .. 147 93:9 29 44 27 NS NS 
P< -oi NS 
Hebephrenic schizophrenia 205 104°4 35 37 28 NS + 
NS P < +025 
Catatonic schizophrenia .. . 69 98-6 35 28 37 NS NS 
NS NS 
Paranoid schizophrenia .. gi 120:9 43 28 29 NS — 
NS NS P < -02 
Florid behaviour 106 106:6 35 35 30 NS NS 
disturbance .. EM NS NS 
No physical treatment .. 12I 124:8 38 36 26 - + + 
P < +005 P < :05. P < +05 
ECT alone i .. 106 99:1 41 32 27 NS NS 
NS NS 
ECT with insulin .. 122 96-7 29 40 3I — — 
NS NS P < or P< 005 | 
Length of stay in R.N. 105 93:3 21 47 32 + + 
hospital < 3 months NS P < -o1 . P < -025 P < :0o2 
Mean pë S s 35 36 29 
+ = Better than average outcome. 
— = Worse than average outcome. 
NS = P > :05. 
Tase VIII 
Incidence and distribution of stress compared with other studies 
Patients Type of stress (percentage of units) 
Units of 
Source Percentage stress per Psycho- 
Total stressed . patient logical Physical Personal 
Rennie (1939) .. ee 500 73 1*5 48 I5 38 
Blair (1940) .. ae 120 31 3 22 35 43 
Kant (1942) .. 161 35 "2 34 1g 54 
Holmboe and Astrup (1957) 255 80 I*0 8 23 70 
This survey sà $ '512 74 1:0 54 10 36 
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reported more stress than informants. But 
could not the significance of personal stress, 
perhaps aetiological and pathoplastic as well as 
prognostic, lie in its seeming stressful to the 
patient even if others do not recognize its 
existence? 

Steinberg and Durrell (1968) found a high 
incidence of schizophrenia in the first 12 months 
after enlistment into the U.S. Army, and postu- 
lated that the reason was a 'situation producing 
an intense need for social adaptation’. The R.N. 
patients, for whom this stress would have been 
classed as personal and whose incidence of 
illness in the first year of service was similarly 
high, conform with this hypothesis. 

Concepts such as 'schizophreniform' (Lang- 
feldt, 1937), and 'psychogenic (Faergeman, 
1963) psychoses, emotion-psychoses (Labhardt, 
1963) and life changes (Cooper and Shepherd, 
1970) have points in common with this study, 
but more in aetiological and pathoplastic 
senses than in the context of stress as a prognostic 
indicator. 

In this study the only predictor associated 
with both an excess of stress and a good prognosis 
was spontaneous remission, so that a history of 
stress appears to be independent of other pre- 
morbid variables in its favourable influence on 
the outlook. : 

SUMMARY 

Five hundred and twelve schizophrenics 
invalided from the Royal Navy between 1947 
and 1956 were scored as objectively as possible 
for antecedent service, family, marital, physical, 
* personal and other stresses, of which one or 
more, totalling 530 units, were found in 379 
(74 per cent) patients. The patients were 
followed up by every practicable method on six 
criteria up to 30 June r96r. Stress was recorded 
before any assessment of the follow-up results. 
A history of stress favoured the outcome, and 
was apparently independent of other premorbid 
predictors. Personal stress, defined as ‘those 
facets of personality which make living less easy’, 
rather unexpectedly equalled the other types of 
stress in its relationship to a good prognosis. 
It tended to operate singly and to affect young 
men in their first year of service, whose illness 
remitted quickly but not, as judged by the need 
for physical treatment, spontaneously. 
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Diagnosis of Schizophrenia: An Anglo-American Comparison 


By GUY EDWARDS 


During recent years interest in transcultural 
psychiatry, particularly Anglo-American differ- 
ences in diagnostic practice and treatment, has 
increased considerably. In 1965 Willis and 
Bannister reported the results of a questionnaire 
study of the opinion of 'senior' British psychi- 
atrists on the diagnosis and treatment of schizo- 
phrenia. Acknowledging the many disadvant- 
ages of a postal enquiry of this kind, the present 
author thought that their study would form the 
basis for a useful and relatively inexpensive 
Anglo-American comparison. Consequently, in 
1968 an almost identical questionnaire was 
circulated to six hundred ‘senior’ American 
psychiatrists. 

A comparison was made of both the diagnostic 
importance attached to various psychiatric 
symptoms and the opinions on treatment in the 
two countries. 'The latter will be reported else- 
where. 


PROCEDURE 

In the British study ‘senior’ psychiatrists 
were those who had aéquired the status of 
Consultant or Senior Hospital Medical Officer 
in the National Health Service. As it takes at 
least eight years of post-graduate medical and 
psychiatric experience to reach this position, 
‘senior’ American psychiatrists were chosen 
from those who had graduated with their 
Doctorate of Medicine for eight years or longer. 
Following as closely as possible the’ method of 
selection adopted in the British study, they were 
chosen from the Handbook of the American 
Psychiatric Association. Some psychiatrists could 
not be readily traced, and after suthcient effort 
had been made new names were substituted. 
Those psychiatrists who did not respond were 
sent a follow-up letter and another copy of the 
questionnaire. The outcome was that 278 
questionnaires were returned and found accept- 
able for partial or complete analysis of the 


diagnostic and/or treatment opinions. Of these 
268 were suitable for the symptom analysis used 
in this paper. 

The essential difference introduced into the 
format of the questionnaire was the substitution 
of the column heading ‘Of Primary Importance’ 
for ‘Sufficient’, ‘Necessary’ and ‘Sufficient and 
Necessary’ for the diagnosis of schizophrenia. 
In the British study a number of psychiatrists 
had considerable difficulty in making a logical 
distinction between these terms, and in reporting 
the results of the study Willis and Bannister 
brought the three headings together on the 
assumption that they could be regarded as ‘Of 
Primary Importance’. It was for this reason, as 
well as the belief that a complicated question- 
naire could lead to a lower response rate, that 
the change in the format was made. It is 
appreciated that this introduced an extraneous 
factor into the comparison, but this was thought 
to be justifiable for the above reasons. A pilot 
enquiry was not carried out in either the British 
or American study. 

For each symptom respondents were asked to 
indicate by putting a tick in the appropriate 
column whether they thought that the symptom 
was ‘Of Primary Importance’, ‘Contributory’ or 
of ‘No Significance’ in the diagnosis of schizo- 
phrenia. 

Psychiatrists from all of the States except 
Alaska and Hawaii and representing all 
branches of psychiatry were included among the 
respondents. 


RESULTS 

'The response rate compares unfavourably 
with Cooper and Brown's (1967) comparative 
study of psychiatric practice in Great Britain 
and America, probably because the latter was 
sponsored by the Royal Medico-Psychological 
and American Psychiatric Associations respect- 
ively. . 
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The percentages of responses for each symp- 
tom thought by the respondents to be 'Of 
Primary Importance’, ‘Contributory’ or of ‘No 
Significance’ in the diagnosis of schizophrenia 
are outlined in Table I. This also shows the 
rank order of importance, calculated as in the 
British study by weighting the responses: 2 for 
‘Of Primary Importance’, 1 for ‘Contributory’ 
and o for ‘No Significance’. For comparative 
purposes the corresponding British figures are 
also reproduced. The ten top ranking symptoms 
for both the United States and Great Britain are 
outlined in Table IT. 

For each symptom listed, a chi-square test 
was carried out to see if there were any significant 
differences between the percentages of responses 
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for the United States and Great Britain that fell 
into the three categories of importance. Only 
four symptoms—lack of volition, perplexity, 
poverty of thought and thought withdrawal— 
showed significant difference at the 5 per cent 
level or less. 

The rank order is a sensitive measure, and a 
slight difference in response or a different 
system of weighting the replies could have 
forced ranks apart or brought them nearer, 
thereby producing a different picture. Further- 
more, there is no statistical method available to 
test for significant differences in rank order 
(Kendall, 1962). However, the discussion that 
follows attempts to explain the differences 
observed in the light of the influence that certain 


Taste I 
Symptom importance in the diagnosis of schizophrenia—American and British results 








Of primary Rank order of 
importance Contributory No significance importance 

Symptom SO 

U.S.A. GB. USA. GB. USA. GB. USA G.B. 

o o a m 
Apathy . . e| 2679 9:7 575 7:8 157  YT5 16 23 
Anxiety .. T MS e 1577 I*5 59:4 98:5 310 60-0 26 gI 
Automatic obedience... .. 22:0 25:6 50:8 60:5 27:2 13:9 20 I4 
Coldness .. die v .. IJ:9 10°3 50°4 67:7 31:7 22:0 23 24 
Delusions .. vs £a .. 71:6 31:3 24:6 63:1 3:7 5:6 2 8 
Delusional mood .. 40°3 19:5 41:0 54-9 18:7 25:6 12 18 
Depersonalization 54:9 4:6 36:6 60-5 8-6 34-9 8 26 
Depression n ES 9 5:6 1'5 53:4 39:5 41'0 59-0 3I 29 
Elation... es ji . pI 1*5 51:1 41°0 41:8 , 57:5 30 30 
Excitement T EN 2e) Ig0I 3I 59:7 62-0 27:2 34-9 25 28 
Hallucinations aes .. 68-7 25:6 26-9 69-3 4'5 5'1 5 I2 
Ideas of reference m .. 62:9 28:7 32-8 64:5 4'9 6:7 6 IO 
Impulsive behaviour Se .. 1974 II*9 414 70:8 33:2 17:9 23 22 
Incoherence m de .. 44-8 18:5 g8:4 65-6 16:8 15:9 II 16 
Incongruity of affect s e 7355 63-6 17:9 34°9 8-6 I'5 4 2 
Lack of rapport v .. 28:0 24:6 50*4 62:1 21:6 13°3 17 13 
Lack of volition .. 2 .. 18:3 16:9 56:3 65-6 25:4 17:5 21 19 
Mannerisms ia m .. 41:8 26-7 47:8 68:2 10°5 5:1 9 II 
Neologisms si - .. 60-0 48:7 31:3 48:7 8-6 2:6 7 3 
Paranoid delusions " .. 70:2 36:4 25:0 59:4 4-9 4:6 3 6 
Passivity feelings .. - 9 1974 45:6 48-1 4717 38-4 6°7 29 5 
Perplexity .. is s .. 1476 16-4 57°5 64-1 28-0 I9*5 22 20 
Poverty of thought bs .. 29:9 17:4 58:2 61:5 17:9 21*I 18 17 
Pressure of thought ot .. 13°8 5:6 57:1 50:8 29:1 43:6 26 27 
Stereotypy zu .. 96:6 36:9 48:5 57:5 14-9 5:6 12 7 
Suspiciousness 25:8 II*3 61:9 76:4 12°3 12°3 14 21 
Stupor vs a m .. 24:6 8-7 48:5 66:7 26:9 24-6 19 25 
Thought disorder .. |) 4. 8100 70:3 II*2 28:2 7:8 1:5 I I 
Thought block sie e 444 45:2 4I1'4 49:2 14:2 5:6 IO 4 
Thought withdrawal A se 9158 33:3 50-8 51-3 17:0 15°4 14 9 
Talking past the point .. .) 1277 20:5 56:3 63-6 31-0 15:9 28 15 
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Taste II 
The "top ten’ symptoms in the U.S.A. and G.B. 








Rank order 
of United States Great Britain 
importance of America 
1 Thought disorder Thought disorder 
2 Delusions Incongruity of 
affect 
3 Paranoiddelusions Neologisms 
4 Incongruity of Thought block 
affect 
5 Hallucinations Passivity feelings 
6 Ideas of reference Paranoid delusions 
7 Neologisms Stereotypy 
Depersonalization Delusions 
9 Mannerisms Thought 
withdrawal 
10 Thought block Ideas of reference 





teaching might have had on the diagnostic 
importance attached to the various phenomena. 


DISCUSSION 


A perusal of the two hierarchies immediately 
shows that the more traditionally esteemed 
phenomena rank high, while more-non-specific 
symptoms lie on the lower rungs of the hier- 
archical ladder. 

Although disorders of thinking can be looked 
at from the point of view of disorders of tempo, 
continuity, possession of thought, content and 
form (Fish, 1962, 1967), it is usually structural 
or formal thought disorder that comes to mind 
when one uses the term ‘thought disorder’. Despite 
difficulties in the precise definition of this 
phenomenon, it ranked highest in both hier- 
archies, in keeping with classical teaching. 

Unfortunately, blunting or flattening of affect 
was omitted from the British study and was 
therefore not introduced into the corresponding 
American one. Incongrutty of affect was included, 
however, and although it also ranked high, as 
one would expect from traditional teaching, it is 
of interest that it was downwardly displaced in 
the American hierarchy by delusions and paranoid 
delustons, ranking second and third, respectively. 

These latter phenomena came eighth and 
sixth respectively in the British study. It has 
been the impression of a number of British- 
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trained colleagues, and of the author, that more 
diagnostic importance is attached to these 
symptoms in the United States than in Britain, 
while Kiev’s observations (1964) in England 
concur with this view. While there is an 
acceptance of the occurrence of delusions in 
organic, toxic and epileptic states, there seems 
to be much more reluctance to acknowledge 
a diagnosis of an affective psychosis in their 
presence. 

In fact, in the differential diagnosis of schizo- 
phrenia from manic-depressive disorders there 
seems to be a considerable Anglo-American 
difference of opinion; as far as depression is 
concerned this is borne out by the studies of 
Rawnsley (1966), Sandifer et al. (1968), Cooper 
et al. (1969), and Gurland et al. (1969). This is 
probably due to the greater influence of the 
German phenomenological schools in Britain in 
stressing the occurrence in severe depressive 
illness of delusions or delusion-like ideas of ill- 
health, guilt, persecution, poverty, spouse- 
infidelity or nihilism. These delusions are ‘under- 
standable’ in the light of the depression, and as 
far as persecutory delusions (strictly a more 
accurate term than paranoid delusions) are 
concerned, the ideas are thought by the patient 
to be justifiable because of his guilt and self- 
reproach (Schneider, 1959; Mayer-Gross «t al., 
1969). The occurrence of these delusions in 
depressive illness has, however, been described 
in modern American textbooks, for example 
that edited by Freedman and Kaplan (1967), 
while Redlich and Freedman (1970) have 
described hypochondriacal delusions, but not 
other delusions and hallucinations, occurring 
in depressive disorders. 

While working in the United States one also 
gets the impression that hallucinations are more 
likely than in Britain to be regarded as schizo- 
phrenic in origin. In the present study they 
ranked fifth and twelfth respectively, which is in 
keeping with this impression. Some psychiatrists 
hesitate to diagnose depressive psychosis in their 
presence, and seem less aware of their occur- 
rence as psychogenic, ‘hysterical’ or fpseudo'— 
hallucinations and hypnagogic and hypno- 
pompic experiences. It is not unlikely that in 
Britain textbooks of psychiatry which stress 
phenomenology, such as those by Anderson 
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and Trethowan (1967) and Fish (1962), as 
well as the influence of the European pheno- 
menological schools, have led to the better 
recognition of these varieties of hallucinatory 
experience. 

Ideas of reference ranked sixth and tenth in the 
United States and Great Britain respectively. 
Even though the recognition of the psychogenic 
development of persecutory psychoses in certain 
‘sensitive’ personalities has led to more thought 
being given to the possibility of ‘paranoid’ ideas 
in general, including ideas of reference, arising 
as psychogenic reactions in insecure individuals, 
inadequate assessment of the formal aspects of 
ideas of reference can lead to their being loosely 
labelled ‘paranoid’ and, perhaps more so in 
America, to a diagnosis of schizophrenia. 

Although, as Fish (1967) pointed out, 
neologisms can occur as verbal mannerisms and 
stereotypies, while the patient attempts to find 
words to describe his alien experiences, and 
secondary to hallucinations, it is more customary 
to regard them as a manifestation of formal 
thought disorder. It is therefore not surprising 


that they should rank so closely to thought : 


disorder (third) in Britain. Despite *downward 
displacement’ in the American hierarchy by the 
phenomena discussed above, their ranking 
seventh suggests that a different concept of the 
phenomenon might be held. 

There is an even wider Anglo-American 
difference in the positioning of depersonalization 
in the hierarchies, where it ranked eighth and 
twenty-sixth respectively. It is possible that the 
work of Ackner (1954), Dixon (1963) and 
Sedman and Reed (1963) has done much to 
emphasize that depersonalization can occur in 
normal subjects as well as in a variety of 
‘neurotic’ illnesses. The popularization of the 
phobic-anxiety-depersonalization syndrome by 
Roth (1959) has also contributed to this teach- 
ing, while in the United States the description 
of depersonalization as part of the syndrome of 
‘pseudo-neurotic schizophrenia’ has perhaps 
made it appear more of a schizophrenic than a 
‘neurotic’ symptom. This might be an example 
of a ‘fashion’ in diagnosis which, once accepted, 
can influence concepts of illness and in turn 
the way psychiatrists perceive their patients 
and even normal people. 
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Thought blocking occupied positions ten and 
four in the American and British hierarchies. 
This phenomenon can occur as an epileptic 
manifestation, notably in petit mal, and in 
severe affective states with loss of the train of 
conversation through anxious or morbid pre- 
occupations. However, in its more classical 
form it is seen as an interruption of the flow of 
thought in schizophrenia. As such it may occur 
for no apparent reason or appear secondary to 
other schizophrenic experiences. It may result 
from distraction by auditory hallucinations or 
from the experience of thought deprivation. It 
may also occur in thought disorder and show 
itself as the objective experience of ‘omission’, 
in which an important link in the stream of 
thought disappears. While a closer association 
with thought disorder in Britain may account 
for its higher position in the hierarchy, again 
‘downward displacement’ in the American study 
may have been a factor accounting for the 
difference. 

Delusional mood ranked eighteenth in England 
and twelfth in the United States of America. It 
is a phenomenon that is not only difficult to 
understand but also difficult to define. It is 
not unlikely that on both sides of the Atlantic 
some psychiatrists regard it as something other 
than the ‘delusional atmosphere’ described by 
the German phenomenologists. Although it is 
not a ‘first rank’ symptom, it is thought to be 
an important phenomenon that occurs early in 
the development of schizophrenic illnesses. It is 
possible that a clearer recognition of its occur- 
rence would lead to a higher rank order in 
both countries. 

Suspiciousness ranked fourteenth in the United 
States and twenty-first in Britain. It is likely that 
what has been said above regarding ideas of 
reference also holds true here. 

It is surprising to see thought withdrawal 
ranking so low in both studies (fifteenth in the 
United States, ninth in Great Britain), Pheno- 
menologists regard it as a variety of passivity 
experience in which the subject has the delu- 
sional experience that thoughts are being 
withdrawn from his mind. It is likely that a 
number of psychiatrists saw it simply as ‘with- 
drawal’ with lack of communication and that 
this diluted its importance in both hierarchies. 
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Considering that thought disorder ranks so 
high, it was unexpected to find talking past the 
point twenty-eighth in the American and 
fifteenth in the British results. Although it 
occurs as a manifestation of hysterical pseudo- 
dementia or the Ganser syndrome, it may also 
be a manifestation of formal thought disorder 
and as such it should command considerable 
diagnostic importance. But the term is also 
interpreted literally and more loosely by some 
and used to refer to a variety of disorders in which 
there are loose associations, irrelevancies and 
unnecessary details, including circumstantiality. 

Although it is believed that American psychi- 
atrists attach more diagnostic importance to the 
patient's functional ability and interpersonal 
relationships than to symptomatology, all but 
seven symptoms (namely, automatic obedience, 
passivity feelings, perplexity, stereotypy, thought 
block, thought withdrawal and talking past the 
point) were thought to be ‘Of Primary Import- 
ance’ in a higher percentage of American than 
British respondents. 'This might be due to the 
tendency for schizophrenia to be diagnosed 
more readily in the United States, but could 
also be due to the greater interest that seems to 
be taken in descriptive phenomenology in 
Britain. This could mean that a more intensive 
search is made for less obvious examples of 
various phenomena. Consequently, mild symp- 
toms of, for example, depersonalization, and 
not just the more bizarre variants (which are 
more likely to be of schizophrenic origin) 
become more easily recognized. 

It is impossible for anyone to have in per- 
spective at any point in time all the possible 
influences that lead to a symptom occupying a 
certain place in the hierarchy, especially in 
a country like the United States where there is a 
wide heterogeneity of educational backgrounds 
and psychiatric orientations. In attempting to 
explain certain Anglo-American differences, the 
author has had to draw many of his inferences 
from the literature and teaching thought to 
occupy dominant places in British psychiatric 
thought. À number of these play a less important 
part in many areas of American psychiatry. This 
is particularly the case where more stress is 
placed on the patient's functioning and inter- 
personal relationship than on symptomatology. 
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There are a number of other differences that 
could be discussed, including lack of volition, 
perplexity and poverty of thought, which 
showed significant differences on the chi-square 
test, but these are in symptoms that generally 
carry less weight in the diagnosis of schizo- 
phrenia, and an attempt to account for these 
could be even more subjective. 

At the end of the questionnaire, respondents 
were invited to add other phenomena which 
they thought were important in the diagnosis 
of schizophrenia. Many took advantage of this, 
and it is perhaps worth mentioning some of 
those phenomena thought to be ‘Of Primary 
Importance’. Some psychiatrists added diffi- 
culties in functioning, such as ‘repeated 
attempts to work’ and ‘social under-achieve- 
ment’, and difficulties in interpersonal relation- 
ships, for example ‘to relate to opposite sex 
and then break up’ and ‘difficulty in relating to 
therapist’. Others added such variations of 
human behaviour as ‘alcoholism’, ‘drug addic- 
tion’ and ‘sexual aberrations’, while even such 
common phenomena as ‘loneliness’, ‘oddity’ and 
‘poor grooming’ were thought to be ‘Of Primary 
Importance’ by some. Yet other psychiatrists 
added psychoanalytically-flavoured phenomena 
like ‘depth of regression’ and ‘degree of nar- 
cissism as resistance to be helped or lack of it 
likewise’ ! 

Finally, the addition of a variety of terms 
such as ‘loose associations’, ‘scattered thinking’ 
and ‘tangential thinking’ remind us yet again 
of the many aspects of ‘thought disorder’, and 
the need to define that variety commonly found 
in schizophrenia. 


SUMMARY 

1. A questionnaire study carried out by Willis 
and Bannister in England and reported in 1965 
was repeated by the present author in the U.S.A. 
in 1968. 

2. The opinions of ‘senior’ American psychiat- 
rists on the diagnostic importance they attach to 
a variety of psychiatric phenomena in the diag- 
nosis of schizophrenia have been compared 
with the opinions of ‘senior’ British psychiatrists. 

3. Certain important differences have been 
discussed, and speculations have been made as to 
their possible causes. 
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Thought Disorder in Mania and Schizophrenia 
Evaluated by Bannister's Grid Test for 
Schizophrenic Thought Disorder 


By WILLIAM R. BREAKEY and HELEN GOODELL 


In discussions of schizophrenia, 'thought 
disorder’ has a traditional place of prominence. 
Eugen Bleuler (2) believed ‘disturbances of 
association’ of ideas to be a fundamental 
symptom in schizophrenia, and among more 
recent authors Cameron (3) introduced the 
concept of ‘over-inclusiveness’ to explain not 
only the thought process disorder, but many 
other symptoms of this condition. 

The value of thought disorder as a diagnostic 
sign has been debated. Slater and Roth (7) 
describe thought disorder, when it is found, as 
‘a diagnostic sign of the first order’. ‘If thought 
disorder can be convincingly demonstrated by 
clinical or other methods, its presence is highly 
significant and may change the diagnosis’, they 
state, although they point out that similar 
disorders of thinking may be seen in other 
clinical conditions, including mania. A different 
viewpoint is represented by Schneider (6) who 
states: ‘However important these thought dis- 
orders may be for theoretical definition of the 
nature of schizophrenia, they do not hold much 
weight, in practice, as diagnostic features’, 
pointing out, for example, the difficulty of 
accurately distinguishing thought-disordered 
patients from those who are merely scatter- 
brained or those who may be intoxicated, and 
making the particular point that thought dis- 
order is of little value in distinguishing schizo- 
phrenic from manic-depressive disorders. 

Clinical psycHologists have attempted to 
introduce greater objectivity to this discussion, 
and many psychological tests are being devised 
to test specifically for schizophrenic thought 
disorder. In recent years the Bannister Grid 
Test (Bannister and Fransella) (1), has been 
used for this purpose, and several studies have 
shown that ‘thought-disordered schizophrenics’ 
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can be distinguished from ‘non-thought-dis- 
ordered schizophrenics, depressed patients, 
‘organic’ patients, etc. Bannister and Fransella 
are careful to point out that their test is not 
a diagnostic test, but rather gives a measure of 
‘schizophrenic thought disorder’ expressed in 
terms of intensity and consistency scores. 

As an approach to the issue of whether the 
thought disorder of schizophrenia is peculiar to 
that condition and different from the thought 
disorder of mania, this study considers two 
questions: 

(1) Using the intensity and consistency scores 
on the Bannister Grid Test as measures of 
thought disorder, do schizophrenics and manics 
differ in the scores they obtain ? 

(2) Is the test clinically useful in distinguishing 
between mania and schizophrenia ? 


METHOD 

From admissions to the hospital 27 schizo- 
phrenic and 28 manic patients were selected on 
the basis of the diagnostic criteria outlined in 
the Appendix. A group of 30 hospital staff 
members who had never had a psychiatric 
illness, nor consulted a psychiatrist, acted as 
controls. The Bannister Grid Test for schizo- 
phrenic thought disorder was administered to all 
patients and controls. 


RESULTS 

The two experimental groups and the control 
group were similar in age, sex distribution, and 
years of education (Table I). The slight age 
differences reflect the earlier age of onset in 
schizophrenia. Bannister and Fransella (1) found 
that age, sex and intelligence were not relevant 
variables where this test is concerned, except 
with subjects with organic brain disease, 
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Tase I 
Characteristics of samples 
Sex Age Years of education 

N M F Median Range Median Range 
Schizo- 
phrenics 27 17 10 293 16-44 13 8-18 
Manics 28 14 14 27 16-68 14 8-20 
Controls go 11 19 29 17-59 12 8-20 


although Romney (5) has suggested that 
intelligence may possibly exert some influence. 
Therefore, the differences between the groups 
were considered to be unimportant. 

Distribution of scores obtained by the direc 
groups are graphically represented in Fig. 1. 

Scores obtained by the schizophrenics varied 
from the ‘very thought-disordered’ to ‘non- 
thought-disordered’ ends of the continuum, 
mean scores being go2 on intensity and 0-43 
on consistency. The scores obtained by the 
manics followed a similar distribution, with 
means of 988 on intensity and 0-50 on 
consistency. 

The control group’s scores had a somewhat 
different distribution, with means of 1,130 on 
intensity and 0-67 on consistency (Table II). 

The differences between the scores of the 
manic and schizophrenic groups were not 


Tas II 


Comparison of scores on Bannister Grid Test for schizophrenics, 
manics and controls 





Intensity Consistency 


N Mean S.D. Mean S.D. 


Schizophrenics E ii go2 496 0°43 0°37 
Controls iz .. $90 1,130 514 0°67 ova! 
t 1°70 2°92 
p (one-tailed test) <0°05 <0°005 
Schizophrenics 255207 902 496 0'43 0:87 
Manics ER .. 28 988 505 0:50 0:30 
t 0:63 0*71 
p (two-tailed test) N.S N.S. 
Manics ee .. 28 988 505 0:50 0:30 
Controls e +. 30 1,130 514 0:67 oral 
t 1-06 2°47 
p (two-tailed test) N.S «0:025 
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Fic. 1.—Distributions of intensity and consistency scores 
for schizophrenic manic, and control subjects. 
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statistically significant. The scores of the control 
group were significantly different from those 
obtained by the schizophrenics, but only the 
consistency scores varied significantly from those 
of the manics (Table II). 

Bannister and Fransella (1) give as cut-off 
points for diagnosing thought disorder 1,000 on 
intensity and 0:49 on consistency. In this study, 
11 of 27 schizophrenics (41 per cent) were 
thought-disordered by this criterion. This is in 
keeping with their observation that roughly 
50 per cent of schizophrenics are thought- 
disordered and that 80% of these obtain scores 
below the cut-off. We found that 36 per cent of 
manics obtained scores in the same range. 

With normals, however, we found that 23 per 
cent of subjects were misclassified using this 
method, contrasted with Bannister and Fran- 
sella's 6*4 per cent. 


Discussion 


This study differs from other studies with the 
Bannister Grid Test in that no attempt is made 
to discriminate ‘thought-disordered’ from ‘non- 
thought-disordered’ schizophrenics, and thought 
disorder was not included in the diagnostic 
criteria employed in the study, either for schizo- 
phrenia or for mania. There are two reasons for 
this. Firstly, we were attempting to discover 
whether or not manic patients are different 
from schizophrenics in terms of a particular 
measure of thought disorder. To select out those 
schizophrenic patients who were clinically 
thought-disordered would be to introduce bias 
from the start. Secondly, it is our observation 
that patients who are said to be thought- 
disordered on one day may be non-thought- 
disordered or minimally thought-disordered on 
another day, so that the validity and reliability 
of these clinical observations are questionable. 
Therefore, schizophrenic patients of all types 
were included. 

Subjects were tested soon after admission to 
hospital when some were still in an acutely 
disturbed state and had difficulty in con- 
centrating on the test, so that to complete the 
examination, persistence and ingenuity on the 
part of the tester were required. In these few 
cases the test was not administered in the 
standard manner, but in spite of this some 
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patients obtained high scores, while others 
obtained low scores, and this factor cannot be 
considered to have changed the overall picture. 

One of the difficulties in studies of this sort is 
the allocation of subjects to diagnostic groups, 
and in most studies the criteria for allocation are 
either not stated at all or stated in more or less 
vague terms. We felt that although some critics 
might disagree with our criteria, nevertheless we 
should establish firm guide-lines according to 
which patients would be allocated to either of 
the experimental groups. Our subjects are thus 
clearly identified in phenomenological terms and 
a replication of the study by other workers 
should be possible. 

In an attempt to discover whether Bannister’s 
test is helpful in discriminating between schizo- 
phrenia and mania in thought-disordered 
patients, Mellsop, Spelman and Harrison (4) 
have recently reported a study comparing the 
scores of a group of manics with those obtained 
by two groups of thought-disordered schizo- 
phrenics and a group of controls. They found 
that manics’ intensity scores differed significantly 
from the schizophrenics’, but that the con- 
sistency scores were not significantly different. 
The selection of their subjects is open to 
question, however. They state that their criteria 
for the diagnosis of mania and schizophrenia 
were those given by Slater and Roth (7). 
Slater and Roth do not give clearly-defined 
criteria in their textbook, but do make one 
comment of particular interest in this context, 
that, ‘The differentiation (between mania and 
schizophrenia) is simple in all cases in which 
schizophrenic thought disorder, incongruity of 
affect and a bizarre quality of the behaviour 
are easily recognized, however prominent the 
mood change may appear.’ All such patients 
should be diagnosed as schizophrenic. In other 
words, by this criterion, all thought-disordered 
subjects would be excluded from the manic 
category. Mellsop, Spelman and Harrison com- 
pounded this bias by excluding schizophrenics 
who were not thought-disordered from the 
schizophrenic groups. If they wanted to use 
groups of thought-disordered schizophrenics, 
they should also have selected thought- 
disordered manic patients in order to obtain a 
valid comparison. 
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We suggest two ways in which our data may 
be interpreted: 

Either (a) Thought disorder as measured by the 
Bannister Grid Test, occurs with 
approximately the same frequency 
in manic and in schizophrenic 
subjects. 

Bannister's Grid Test does not 
measure schizophrenic thought dis- 
order, but some other functional 
disability, such as loss of ability to 
concentrate, which occurs with 
approximately the same frequency in 
manic and in schizophrenic subjects. 

The findings of this study, therefore, do not 
lend support to the notion that the thought 
disorder of schizophrenics is peculiar to that 
condition and different from that found in 
mania. 

In view of the large overlap in the three 
distributions of scores, it must also be concluded 
that in the clinical assessment of an individual 
case the test is not a useful instrument for 
distinguishing schizophrenia from mania, and is 
of only limited value for distinguishing manic or 
schizophrenic patients from normal individuals. 


(b) 


SUMMARY 


Twenty-seven schizophrenics, 28 manics and 
30 normal control subjects were tested with 
Bannister's Grid Test for schizophrenic thought 
disorder. There were no significant differences 
between the scores obtained by schizophrenic 
and manic patients. The schizophrenics’ scores 
differed significantly from those obtained by the 
controls, but only the Consistency scores of the 
manics differed significantly from those obtained 
by the control subjects. It is concluded that: (1) 
The findings do not support the idea that the 
thought disorder of schizophrenia is different from 
that seen in mania and, (2) This test is not of 
value in making a diagnosis between the two 
conditions, 
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APPENDIX 
* DIAGNOSTIC CRITERIA FOR SCHIZOPHRENIA 
Note: The diagnosis of schizophrenia can only be 
made in the absence of clouding of conscious- 
ness or any other feature of metabolic, toxic or 
structural brain disease. 
I. À delusional conviction in the absence of primary 
affective disorder that: 

(a) His thoughts are being influenced, controlled, 
put into his head, broadcast. 

(b) Events in his environment suddenly have parti- 
cularsignificance forhim. : 

(c) He is being persecuted or treated unfairly, 
discriminated against, or subject to special 
treatment not accorded to his peers. 

(d) He has special powers or importance. 

(e) His body is changed or distorted or is being 
moved or influenced by an outside agency. 

2. Auditory hallucinations of: 

(a) His thoughts being spoken aloud. 

(b) A voice or voices talking about him, comment- 
ing on his behaviour; voices talking to each 
other. 

(c) A voice or voices talking to him, except where 
the voices consistently have an insulting or 
deprecatory content. 

3. Affective symptoms : 

(a) Incongruous affect. 

(b) Flatness of affect. 

(c) Loss of ability to make or maintain personal 
relationships. 

4. Motor symptoms: 

(a) Motor retardation, withdrawal, and seclusive- 
ness not associated with depression. 

(b) Excitement and overactivity not associated with 
elevation of mood. 

(c) Stereotypes or mannerisms. 

5. History of a distinct break in the patient’s life; a 
distinct behavioural or personality change 


without complete resolution. 
>. 
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Definite Schizophrenia can be diagnosed in the 

presence of: 

A. One feature from each of three of the above five 
categories or 

B. 1 (a), (b), (c), (d), or (e), or 2 (a), or (b), or 

C. 2 (c), or 4 (a) and one feature from another 
category. 


DIAGNOSTIC CRITERIA FOR MANIA 
The patient must exhibit three of the following five 
features: 
. Elevation of mood—the patient reports that he 
feels very well, in good spirits. 


2. 
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Over-confidence—the patient states that he has 
great ability or importance, that he has some great 
contribution to make or is otherwise superior in 
some respect. These ideas may often attain 
delusional intensity. 


. Over-activity—the patient is restless, over-talka- 


tive, over-spending, exhibiting excessive sexual 
behaviour. 


. Arrogance, irritability or hostility. 
. History of episodic disorder—periods of manic 


behaviour (of which the present episode may be 
the first) interspersed with periods of depression or 
normal mood. 
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Dermatoglyphics of Negro Schizophrenic Males 


By ANTHONY P. POLEDNAK 


Dermatoglyphic patterns, especially finger- 
prints, have long been of interest to researchers 
in the genetics of schizophrenia, but results of 
investigations have been „inconsistent. Rosner 
and Steinberg (4) published the first dermato- 
glyphic study of Negro male schizophrenics, 
comparing finger and palm prints of 207 patients 
at Virginia State Hospital with those of 105 
healthy Negro males from the National Institute 
of Neurological Diseases and Blindness Perinatal 
Study. This is the second report on the dermato- 
glyphics of Negro male schizophrenics. 


SUBJECTS AND METHODS 


Anthropometric data have been reported 
previously (3) on 42 Negro male schizophrenic 
patients studied at Rockland State Hospital, 
Orangeburg, New York, in the summer of 
1967. Diagnoses were obtained from hospital 
records. Forty of the 42 patients agreed to 
have finger and palm prints taken by the 
Faurot inkless method. The author analysed the 
prints, using criteria described by Cummins and 
Midlo (1). 

RESULTS 

In comparing fingerprint patterns of the 40 
schizophrenics with the 105 controls used by 
Rosner and Steinberg (4) several significant 
differences were found. Central pocket loops 
were significantly less frequent on the left index 
finger (p < 0-01) and right thumb (p < :05) of 
schizophrenics. Ulnar loops on the right index 
finger were more frequent in schizophrenics 
than in controls (42:5 per cent vs. 94:6 per 
cent), but the difference was not statistically 
significant. These findings are identical with 
those reported by Rosner and Steinberg (4), 
except that all of the above-mentioned differ- 
ences were statistically significant in their 
study. In comparing the combined frequencies 
of each of the three basic patterns (arches, loops 
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and whorls) on all digits of both hands, the 
differences were generally small. Both Rosner 
and Steinberg's (4) schizophrenics and the 
present group, however, had fewer arches 
relative to controls; the difference between the 
40 schizophrenics and 105 controls was statisti- 
cally significant (3:5 per cent vs. 6*1 per cent, 
p < 0:05). 

In palm prints, both Rosner and Steinberg’s 
(4) schizophrenics and the present group had 
fewer patterns in the grd interdigital area, more 
patterns in the 4th interdigital area, and more 
‘simian lines including transitional forms’ com- 
pared with controls (Table I). The only excep- 
tion was the 4th interdigital area of the left 
hand, where the 40 schizophrenics did not 
differ from controls. Only one difference was 
statistically significant (0:05 level), whereas 
Rosner and Steinberg (4) found 5 significant 
differences for the 6 characteristics listed in 
Table I. For dermatoglyphic characteristics 
not shown in Table I, differences between 
schizophrenics and controls were small and 
insignificant, as in the previous report (4). Since 
the classification of 'simian lines including 
transitional forms’ varies among observers, the 
significance of this finding is open to question. 

The general consistency in the findings of the 
two studies suggests that real differences in . 
dermatoglyphics may exist between Negro male 
schizophrenics and controls. The present study, 
however, involves small numbers. The controls 


- used in both studies may be inadequate, so that 


the dermatoglyphic differences found may 
reflect genetic differences between patient and 
contro] populations that are unrelated to 
psychiatric status. Variation in the contribution 
of Caucasian genes to the Negro population 
under study could affect the results of different 
studies; for example, the frequency of patterns 
in the 4th interdigital area is lower in Caucasians 
than in Negroes (1, 2). 
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DERMATOGLYPHICS OF NEGRO SCHIZOPHRENIC MALES 


Tase I 
Per cent frequencies of selected palmar dermatoglyphic characteristics of Negro male schizophrenics and controls 





Rosner and Steinberg's! Present series of 





Controls! schizophrenics schizophrenics 
(N — 105) (N = 207) (N = 40) 
I. Right hand N 9$ 
a, Patterns in interdigital areas 
III... Be Me 62:9 44:7 16  40:0* 
AU RT S 64-8 69:7 30 75:0 
b. Simian lines including transi- 
tional forms vs E 3:8 12:5 4 IO'O 
II. Left hand 
a. Patterns in interdigital areas 
IH . 89:1 27:6 I4 35°9? 
IV is is E E 7475 86-8 8 71-8? 
b. Simian lines including transi- 
tional forms fs "m 2:9 10°7 7 iy 





* From Rosner and Steinberg (4). 


2 Since the palm print of the left hand of one subject could not be obtained, the percentages are-based on a 


total of 39 subjects. 


* P < 0-05 (difference between the 40 schizophrenics and 105 controls). For significance of differences 
between Rosner and Steinberg’s schizophrenics and the 105 controls, see (4). 


In summary, in both finger and palm prints, 
differences between Negro schizophrenics and 
controls were generally similar to those pre- 
viously reported. The consistency of findings is 
impressive, but further studies are needed using 
more adequate controls (such as normal Negro 
males from the same neighbourhood as the 
schizophrenics). 
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Aldosterone Production Rates in Manic-Depressive Psychosis 


By M. N. E. ALLSOPP, M. J. LEVELL, S. R. STITCH and R. P. HULLIN 


In 1963 Coppen and Shaw reported that 
patients with manic-depressive psychosis showed, 
on clinical recovery, a significant decrease in 
exchangeable sodium, and in residual sodium 
(exchangeable minus extracellular sodium), 
presumed intracellular, per litre of body water. 
Coppen, Shaw, Malleson and Costain (1966) 
found a similar type of shift in mania but the 
deviation from normal was, on average, more 
extreme. Although low and high sodium diets 
had no effects on the distribution of sodium in 
manic-depressive psychotics, the administration 
of spironolactone resulted in a significant reduc- 
tion of residual sodium (Coppen, 1970). The 
possible involvement of aldosterone in these 
changes led Jenner et al. (1967) to examine 
aldosterone excretion in a 48-hour cycle patient 
and Murphy, Goodwin and Bunney (1969) to 
examine groups of manic and depressed patients. 
Murphy et al. found lower rates of excretion of 
aldosterone in depression than in mania, but 
Jenner et al. found the opposite. 

Hullin et al. (1967) studied a group of short- 
cycle patients and found that the transition from 
mania to depression was associated with a fall of 
extracellular fluid volume (ECF) and a loss of 
sodium sometimes greater than could be accoun- 
ted for by the changes of ECF: an observation 
consistent with the residual sodium changes of 
Coppen and Shaw (1963) and Coppen et al. 
(1966). We have examined aldosterone produc- 
tion rates (APR) in one of the patients studied 
by Hullin et al. (1967) and in a further patient 
showing similar changes of ECF. The transi- 
tional periods as the patients passed from one 
abnormal affective state to another were 
selected for study. Previous experience of these 
patients enabled us to predict impending 
changes of affect and to carry out measurements 
before and during the transition periods. 


SUBJECTS 
Patient 1. M.Wi. (aged 48). This post-meno- 
pausal woman has a history of recurrent attacks 


of mania and depression which usually alternate, 
giving cycles of roughly three months’ duration. 
She first became depressed at the age of 39 and 
except for brief periods of normality in 1962 and 
1963 has required in-patient care since 1964. 
Her depressive episodes are characterized by 
marked depression of mood accompanied by 
psychomotor retardation, anorexia, insomnia 
with early morning wakening and numerous 
somatic complaints. The periods of mania often 
present with marked pressure of talk with flight 
of ideas, restlessness, irritability, hyperactivity 
and elation of mood. She is of below average 
intelligence. Her mother suffers from manic- 
depressive psychosis. 

Patient 2. M.Wa. (aged 56). A summary of 
this case (Miss M.W.) has already been given 
by Hullin et al. (1967). Since 1967 she has 
continued to exhibit alternating cycles of 
mania and depression with brief periods of 
normality intervening in an irregular manner. 

The criteria for assessing affective state were 
as used previously (Moody and Allsopp, 1969). 

Throughout the study the patients received 
a diet containing go mmoles/day of sodium and 
65 mmoles/day of potassium. On the days when 
the APR was measured the patients were 
confined to bed in a sitting position until 17.00 


-hr., but were ambulant and engaged in normal 


ward activities from 17.00-21.00 hr. They were 
closely supervised throughout. At 9.30 hr., 
0:2—0:3 pCi of 1C-aldosterone (Radiochemical 
Centre, Amersham, U.K.) was given by slow 
intravenous injection. 


METHODS 

Portions of urine (usually one-third of the 
24-hour specimen) were hydrolysed at pH 1 
and extracted. The extract was chromato- 
graphed on silica gel followed by celite (Flood 
et al, 1961). The eluates containing 14C- 
aldosterone from each column were combined, 
and these together with standards ofo :2-1:0 ug. 
aldosterone containing 1C-aldosterone, and 
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blanks were acetylated using 3H-acetic anhy- 
dride (100 mCi/mmole, Radiochemical Centre, 
Amersham, U.K.) in the vapour phase. The 
subsequent purification involved partial hydro- 
lysis to monoacetate, two-dimensional thin-layer 
chromatography, reacetylation to diacetate 
with non-radioactive acetic anhydride, two- 
dimensional TLC and two successive stages of 
paper chromatography. The vapour phase 
acetylation and subsequent steps were those 
used by Fraser and James (1969) for the deter- 
mination of plasma. aldosterone. The specific 
activity of the aldosterone with respect to 4C 
was calculated by comparison of the 3H/4C 
ratios of unknowns and standards and the pro- 
duction rate was calculated as dose/specific 
activity. Aldosterone excretion was calculated 
from the 14C recovered from the celite column, 
and the final specific activity, and so was not 
corrected for losses in the first two chromato- 
graphic steps. 

Radio-activity was measured in a Packard 
liquid scintillation spectrometer, Model 4322 
(Shahwan, Oakey and Stitch, 1968). 

Aldosterone metabolism. Portions of urine from 
APR determinations were hydrolysed at pH 1 
for 24 hours then extracted to give an ‘acid- 
labile’ fraction. The extracted urine was treated 
with p-glucuronidase (Ketodase, Wm. Warner 
and Co.) and re-extracted to give the 3B- 
glucuronide fraction. The total 4C in each 
fraction was counted. 

Sodium and potassium were measured by flame 
photometry. 

ECF volume was measured as thiocyanate 
space as in Brown, Hullin and Roberts ( 1963). 


RESULTS 

Patient 1. M.Wi. Changes of ECF volume and 
of external sodium balance had been studied 
previously in this patient (1968), though un- 
published, and she showed the same recurring 
pattern seen in other patients (Hullin et al., 
1967). During the swing from mania to de- 
pression the ECF volume fell with a corre- 
sponding loss of sodium from the body. 

The APR measurements, made in 1970, are 
shown in Table I and Fig. 1. Values were high 
at the end of the mania and low in depression. 
The APR fell progressively during the transition 
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Studies on M.Wi. during transition from mania to 
depression. 


a. Extracellular fluid volume and sodium excretion (the 
diet contained 85 mmoles/day) measured in 1968. 


b. Aldosterone production rate (APR) and urinary 

aldosterone uncorrected for manipulative losses (AER), 

measured in 1970. Day 1 in figure corresponds to Day 33 
in Table I. 


period at the time when sodium was being lost. 
No consistent pattern was seen in the potassium 
excretion, the ratio of potassium to sodium, or 
the ratio of potassium to sodium + potassium, 
the last two being attempts to assess the activity 
of renal tubular exchange of sodium for 
potassium—a process believed to be influenced 
by aldosterone. The transition from normal to 
mania (Table I) was accompanied by a modest 
rise of APR to a value considerably less than those 
at the end of mania. 

Aldosterone excretion rose and fell with the 
APR though the ratio of the two measurements 
was not constant. 

Patient 2. M.Wa. Measurements of ECF and 
of sodium balance have been reported pre- 
viously (Hullin e£ al., 1967, patient M.W.) and 
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TABE I 
Daily urinary electrolytes and aldosterone in Patient 1 (M.Wi.) 











Day Mood Na K Na/K AER APR 
mmole/24 h mmole/24 h. ug./24 h. ug.[24 h. 
I Normal 43 17 2*5 1-9 44 
2 69 30 2:9 
3 102 24 4°2 
4 . 94 48 2:0 
5 Mania IOI 46 2:2 1:8 62 
6 69 54 1:8 
7 71 30 2:4 
9 38 6 6:9 
10 102 34 3'0 
12 78 24 3'3 2'I 60 
19 146 51 2*9 
83 235 49 4°7 10:5 160 
34 104 30 3:5 
35 100 34 2-9 
36 165 46 3°6 13°5 181 
37 135 43 371 
38 109 59 1:8 
39 99 20 4:8 6:3 107 
40 212 34 6-2 
41 146 24 6:1 
43 Normal 139 51 2:7 4'5 65 
44 - 122 37 3:3 
45 98 89 2:5 
48 Depression lig 3I 3:6 <o-l — 
49 104 35 3°0 





AER: aldosterone excretion rate uncorrected for manipulative losses. 


are similar to those of patient M.Wi. The APR 
results (Table II) showed a fall during both 


- transitions from mania to depression but without 


the initial high values seen in M.Wi. No APR 
values were obtained less than seven days prior 
to the change from mania to normality or less 
than five days prior to the change from mania 
to depression—on both occasions the patient’s 
co-operation was lost. A critical point in the 
cycle may therefore have been missed. 

The sodium excretion values were consistent 
with the stereotyped changes of sodium balance 
previously established in this patient. As in the 
case of M.Wi. the potassium excretion showed 
no consistent changes. 

Low results in depression. The urines from 
patients examined at the beginning of phases of 
depression showed very low or undetectable 
excretions of aldosterone, and very little of the 


administered radio-activity in the aldosterone. 
In some urines the excretion of 14C-aldosterone 
was too low to permit accurate determination of 
the 3H/4C ratio and the APR could not 
therefore be measured. 

The urines collected during mania, normality 
and depression were examined for the excretion 
of %4C as total acid-labile conjugates and as 
38-glucuronides. The results in Table III show 
that the low recovery of aldosterone was part of 
a general depression of the excretion of radio- 
activity in the two classes of metabolite but 
particularly of the acid-labile metabolites. 
Paper chromatography of the extract after acid 
hydrolysis showed that in specimens from 
depressed patients an unusually high pro- 
portion of the radio-activity ran in a less polar 
fraction than aldosterone. We are further 
investigating the nature of this metabolite. 
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l Tasre II 
Daily urinary electrolyte and aldosterone in Patient 2 (M.Wa.) 
Day Mood Na Na/K AER APR 
mmole/24h. mmole/24 h. ug./24 h. ug./24 h. 
I Mania 180 37 4'9 o-8 33 
2 132 41 3:2 
3 126 54 2:3 
IS Normal 71 23 9'1 0:7 94 
I4 87 22 4'0 
15 73 20 3:7 0*4 26 
16 62 18 3:4 
2I Depression 35 I5 2°3 Or! 13 
22 23 19 I:2 
70 Mania 64 27 2:4 2:0 42 
71 92 49 I'g 
72 128 22 5° 
77 Depression 93 28 3:3 «0:1 — 
III Normal 94 36 2:6 1'3 gI 
112 19 23 o-8 
113 27 39 0'7 


AER: aldosterone excretion rate uncorrected for manipulative losses. 


Taste III 
Excretion of 4C in Patient 2 (M.Wi.) 


a, We Ee NM 
As % Dose of aldosterone 








Affective APR 
state Acid labile 38-Glucuronides 
Mania 181 8:7 37 
Mania 107 9*5 69 
Normal 65 8.8 43 
Depressed — 1'9 14 
Discussion 


Manic-depressive psychotics raise unique 
problems as subjects for controlled electrolyte 
studies. Interest naturally focuses on com- 
parisons of different phases of the mood cycle, 
thus the studies must extend over a long period 
of time during which both the patients’ interest 
and co-operation and, if valid comparisons are 
to be made, laboratory precision must be 
maintained. An even greater difficulty arises 
from the effects of posture, activity and food 
intake on electrolytes and aldosterone—three 
factors which unless rigorously controlled’ will 
themselves vary cyclically with the mood state. 


For example, rising from prone to upright may 
increase APR seven-fold (Balikian et al., 1968). 
An increase of dietary sodium besides raising 
sodium excretion depresses the APR. 

In this study we chose a pattern of activities 
and dietary intake which represented a com- 
promise between the preferred patterns of 
hypomania and depression and endeavoured to 
enforce it by close supervision. Despite this 
supervision it is possible that the changes of 
APR and sodium excretion were in part con- 
sequences of changes in the patients’ activities 
and diet. This is, however, unlikely since the 
contrast of analytical results between depression 
and mania was greater at the end of the period 
of mania, whereas clinically the symptoms were 
more marked at the beginning of mania. 

We found that the APR values were higher 
during mania than during depression, an 
observation consistent with the findings of 
Murphy et al. (1969) that aldosterone excretion 
was lower in a group of depressed patients than 
in a group of manic patients. However, the 
change of APR during the transition from mania 
to depression was much greater than expected 
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and this appeared to be partly due to the value 
having risen during the period of mania: thus 
the cyclic changes of APR. appear to be more 
complex than previous studies have suggested. 

The apparent contradiction with the result 
of Jenner et al. (1967) may be due to Jenner's 
patient having too short a cycle: each affective 
state lasted only for the period of the collection 
of urine (24 hours). We have oursclves recently 
confirmed Jenner et al.’s results in their patient. 

The striking fall of APR in M.Wi. was asso- 
ciated with a sodium excretion higher than the 
intake. Previous studies on these patients 
showed that during this period of negative 
sodium balance there was a fall of ECF volume. 

The association (Fig. 1b) of a falling APR 
with a falling ECF volume is unexpected. The 
control of aldosterone production is inadequately 
understood but a potent stimulus is a fall of 
ECF volume acting through the renin-angio- 
tensin system and possibly other mechanisms, 
although an exception to this normal inverse 
relationship between ECF and APR occurs in 
situations where there is a gross disparity 
between plasma volume and interstitial fluid 
volume (e.g. in the nephrotic syndrome). 

A possible explanation of the relationship is 
that the APR changes are causing the ECF 
changes. It is difficult to evaluate this possibility: 
aldosterone is usually described as having only 
a minor role in controlling ECF, nevertheless 
chronic aldosterone deficiency and excess are 
normally associated with the corresponding 
changes of ECF volume. Other possible indi- 
cators of a causative role of aldosterone are 
provided by the modifying effect of lithium 
therapy in manic-depressive psychosis, lithium 
being known to inhibit sodium transport 
mechanisms (Schou, 1957), and the effect of an 
aldosterone antagonist in reducing residual 
sodium in patients with manic-depressive 
psychosis (Coppen, 1970). 

The APR measurements at the beginning of 
episodes of depression raised an unusual 
problem. It was found regularly that the excre- 
tion of aldosterone was very low and that little 
or none of the administered 14(1 was excreted as 
aldosterone. For this reason some of the APR 
values could not be calculated. 

The preliminary chromatographic investiga- 
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tions suggest that more than usual of the aldo- 
sterone was being converted to a less polar 
metabolite. Whether this was a consequence of 
the low APR or of depression we are currently 
investigating. 

Our observations suggest that aldosterone 
has a role in manic-depressive psychosis but 
whether it is causing or modifying or being 
caused by the electrolyte changes is not clear; 
moreover, the relationship between the electro- 
lyte changes and the changes of affect are 
similarly obscure. 


SUMMARY 


Aldosterone production rates (APR) were 
measured in two patients suffering from manic- 
depressive psychosis during transitions between 
normality and different mood states. There was 
a fall of APR during the transition from mania 
to depression at a time when the patients 
showed a negative sodium balance and their 
extracellular fluid volume was probably 
shrinking. 
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He is a phobic patient, living alone 





his fear and anxiety. Nardil, a pr 

mao inhibitor, will help bring him ba 
to the mainland of society 

The evidence of Nardil’s effectivenes 
in phobic states is increasing with usag 
One patient, 26 years of age, had 
suffered from phobic anxiety for over 
ten vears; a number of treatments had 
failed to alleviate his condition 
*Phenelzine was started in doses of 

r5 mg. t.d.s., and within two weeks 
there has been a complete change in hi 


behaviour. He looked relaxed, did not 





complain, talked freely and was able ti 
go to the town, which he had not been 
able to do for over twelve months” 

In 1970, the Practitioner published it 
first major review of psychotropic drt 
for three years; Nardil was selected as t 
most valuable drug for combination 
therapy in the treatment of phobi 
“And patients with atypical depressio 
particularly those in whom phobi 
anxiety symptoms are prominent, 

will respond dramatically and almost 
specifically to the combination 

of an MAO inhibitor, such as phenelzi: 
with chlordiazepoxide or diazepam" 
Nardil is supplied as tablets 
containing 15 mg. phenelzine as the 
dihydrogen sulphate 

1 Brit. J. Psychiat., 117, 237, 197 


2 Practit., 205, 307, 1970 


NARDIL 


Full information available on req 
William R. Warner & Co. Ltd., 
Eastleigh, Hants 


Telephone Eastleigh 3131 : 





FAT & ANXIOUS 





Inside every fat person is a thin person 
screaming to get out. 

Anxious obese patients are most resis- 
tant to simple dietary treatment of their 
obesity. Their anxiety is often tempo- 
rarily relieved by over-eating which in 
turn increases their obesity and causes 
further anxiety. 

Attempts at dietary treatment of obseity 
in the anxious patient often increase the 
anxiety. Appetite suppressants, such as 
the amphetamine-like compounds, with 


central stimulant properties, are best 
avoided. 

Ponderax (fenfluramine) has been 
shown to be effective at producing 
significant weight loss in obese anxious 
patients, where other measures have 
failed. In the majority Ponderax also has 
a direct effect in reducing anxiety and 
tension.* 


Gaind, R. (1969) Brit.J.Psychiat., 115, 963. 
Duncan, L. J. & Munro, J. F. (1968) Pract., 200, 167. 
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Full information available from: 


Servier Laboratories Limited 


Percival House, Pinner Road, Harrow, Middlesex, HA1 4HO 
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Urinary Excretion of Cyclic AMP and Manic-Depressive 
Psychosis 


By B. L. BROWN, J. G. SALWAY, J. D. M. ALBANO, R. P. HULLIN and R. P. EKINS 


INTRODUCTION 


Recently several communications have been 
published implicating impaired 3'5' cyclic 
adenosine monophosphate (cyclic AMP) meta- 
bolism as a causal factor in affective disorders 
(1, 3, 7, 8, 9, 11). In particular, the urinary 
excretion of cyclic AMP in manic patients is 
reported to be increased compared with that of 
normal subjects, whereas in depressed patients 
a decreased excretion has been observed (1, 7, 
8, 9). These findings form the basis of a theory 
explaining the systemic and mental symptoms of 
affective disorders (1). 

We have evidence, however, which suggests 
that abnormal cyclic AMP excretion is not a 
general feature of manic-depressive psychosis. 


MATERIALS AND METHODS 


Serial 24-hour urine collections were made 
from two short-cycle bipolar manic-depressive 
patients, one manic patient and one patient 
recovering from a schizophrenic episode who 
showed no affective disorder. The patients were 
admitted to a metabolic research unit and the 
mood-ratings assessed by psychiatrists and 
experienced nursing staff as described else- 
where (5). Urine was cooled to 4 °G until the 
collection was completed and was then deep- 
frozen and transported on solid carbon dioxide 
for cyclic AMP determination by the saturation 
analysis method of Brown eż al. (2). The urine 
was diluted 1 : 5o with buffer and an aliquot 
(equivalent to 0*5 or 1 ul. of undiluted urine) 
was assayed in duplicate or triplicate. Preli- 
minary treatment of urine by barium sulphate 
precipitation (6) gave results essentially identical 
to measurements of untreated urine. 

The new method for cyclic AMP determina- 
tion employed in this study is simple, reliable 
and specific (2). Semilogarithmic plots of serial 


dilutions of randomly selected urine samples 
produced curves parallel to the standard 
response curves. Removal of endogenous cyclic 
AMP by charcoal adsorption and the use of the 
extracted urine as diluent yielded response 
curves superimposable on curves with aqueous 
standards. Treatment of diluted urine with 
phosphodiesterase resulted in the reduction of 
measured cyclic AMP to zero values. 


RESULTS 


The 24-hour excretion of urinary cyclic 
AMP for normal volunteers as determined by 
the specific protein saturation assay is shown in 
Table I compared with values obtained by 
enzymatic-isotope displacement in other labora- 
tories. It should be noted that values from Paul 

















TABLE I 
24-hour urinary excretion of cyclic AMP in normal 
volunteers 
Urinary cyclic 
AMP umoles/ 
24 hr. n Method used Reference 
3°58 + 0°37 16 Saturation This paper 
(+ S.E.M.) analysis 
(Range 1:65-5:99) 
5°64 + 0-68 10 ‘Enzymatic- Paul et al. 
(+ S.E.M.) isotope dis- (7, 8) 
placement 
1°4-3°2 18 ‘Enzymatic- Abdulla e¢ al. 
isotope dis- (1) 
placement’ 
1*05-1*95 3 ‘Enzymatic Eccleston 
isotope dis- et al. (4) 
placement’ 





n = Number of volunteers. 
S.E.M. = Standard error of mean. 


406 
et al. (7, 8) are much higher than those of 
Abdulla et al. (1). The range we observed was 
considerably wider than previously reported 
and roughly spanned the other ranges. 

The results of our own studies are summarized 
in Fig. 1. 

Patients 1A (M. Wat.), female aged 55 and 1B 
(M. Wil.), female aged 48, were suffering from 
bipolar manic-depressive psychosis with manic 
and depressed episodes of 3-4 weeks duration. 
During the course of the 4-5 month period of 
investigation they received amitriptyline during 
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URINARY EXCRETION OF CYCLIC AMP AND MANIC-DEPRESSIVE PSY QHOSIS 


some of the depressed episodes and chlorpro- 
mazine or haloperidol during some parts of the 
manic phases. Patient M. Wat. also received 
a course of ECT' (4 applications) to alleviate 
one very severe depressed phase. No response of 
cyclic AMP excretion was observed as a result 
of any of these treatments. À 50 per cent increase 
in cyclic AMP excretion, did however, coincide 
with the administration of chloramphenicol to 
M. Wil. for 7 days for the treatment of a 
urinary infection. 

Patient 1C (C.C.), a female aged 66, was studied 
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Fro, 1.—Correlation of Daily Urinary Excretion of Cyclic AMP with Mood. 
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Prothiaden is an anti-depressant which not 
only treats depression, but also relieves the 
anxiety so often associated with depressive ill- 
ness. À recent study* has shown Prothiaden to 
be superior to amitriptyline in the treatment of 
depressive disorders, and to be much better 


e tolerated. With Prothiaden, your depressed 
Prothiade P Wen hee dee SEE 
breaks the web of depressive ilIness 


*Psychopharmacologia, 1971, 19, 153 

Prothiaden is dothiepin hydrochloride in capsules of 25 mg. 

Full information 12 available fi om el 
rJ The Crookes Laboratories Ltd.. Basingstoke. Hants. ic 
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Lentizol 
Three British 
clinical trials 











The effectiveness of Lentizol — 
the new sustained-release amitriptyline — 


has now been further confirmed by three 
British double-blind trials. 


One was a controlled hospital study', comparing Lentizol with 
ordinary amitriptyline. Lentizol, given as a single dose at night, 
showed equal therapeutic effect to ordinary amitriptyline, but 
at two-thirds of the dosage. The single dose was also regarded as 
a considerable advantage in psychiatric patients, in whom the 
default rate in taking prescribed drugs has been shown to be as 
high as 4895? 

Lentizol and ordinary amitriptyline were also compared in two 
multi-centre double-blind GP studies*. In one study 17 GPs 
treated 74 patients, and in the other 9 GPs treated a total of 58 
patients with mild to moderate depression. Results of both trials 
showed that Lentizol at two-thirds of the dosage of ordinary 
amitriptyline was equally effective. : 


1. Brit. J. Psychiatry (1972) 120: 65. 2. Brit. Med. J. (1965) 2: 790-792. 3. Brit. 7. Clin. Pract. (1972) 
26: 33. 4. Practitioner (in press) 


Capsules of 50 mg. and 25 mg. amitriptyline hydrochloride. Further Information is 
available on request. 





William R. Warner & Co. Ltd., Eastleigh, Hampshire, SOs 3ZQ. Tel: Eastlelgh 3131. 
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Relationship Between Serum Lithium Level and Clinical 


Response in Acute Mania Treated with Lithium*t 


By ROBERT F. PRIEN, EUGENE M. CAFFEY, Jr. and C. JAMES KLETT 


In 1968, the Veterans Administration and the 
National Institute of Mental Health organized 
a multi-hospital collaborative study on the 
effectiveness of lithium carbonate in acute 
mania. Two hundred and fifty five newly- 
admitted patients with this disorder were 
randomly assigned to lithium or chlorpromazine 
treatment for a three-week period. Patients were 
classified as highly active or mildly active on the 
basis of hyperactivity shown at admission. 
Results have been reported in a previous paper 
(7). Briefly, it was found that chlorpromazine 
was significantly superior to lithium in treating 
the highly active patient: chlorpromazine acted 
more quickly than lithium, produced sig- 
nificantly fewer treatment failures, and had a 
lower incidence of severe’ side effects. The 
difference between treatments was less clear-cut 
with mildly active patients, although lithium 
appeared to be the better treatment. Both drugs 
effectively reduced manic symptomatology, but 
lithium produced fewer severe side effects and 
left the patient less sluggish and fatigued. The 
poor results with lithium among highly active 
patients were attributed to the drug's relatively 
slow onset of action. As a group, highly active 
patients on lithium showed relatively little 
change in manic behaviour during the first 
week; it was ten days before some patients 
showed any improvement. Almost 40 per cent 
of the highly active patients had to be taken off 
lithium before the end of three weeks because of 
unmanageable behaviour or toxicity. In con- 
trast, chlorpromazine, with its quick onset of 
action, generally controlled manic symptoms 


* Report of the VA-NIMH Collaborative Study Group 
on Lithium Carbonate Therapy. 

T Supported by Public Health Service Grants 
MH14437, MH10892, MH14613, MH14611, MH14699, 
MH10294, and MH 16069. 


within a week and produced relatively few 
treatment failures among highly active patients. 
Only 8 per cent were unable to complete three 
weeks of treatment. 

One aspect of this study warrants further 
consideration. Clinicians experienced in the 
use of lithium have repeatedly stressed the 
importance of using adequate dose levels in 
treating acute mania. Since most of the study 
physicians were relatively inexperienced in the 
use of lithium, it is logical to ask whether they 
did employ adequate doses, particularly with 
highly active patients. 

Unfortunately, it is difficult to determine 
from the literature just what constitutes an 
adequate dose for acutely manic patients. 
Prescription guidelines for lithium carbonate in 
the United States (6) indicate that optimal 
response can usually be obtained with doses of 
about 1,800 mg. per day, which normally 
produce a ‘desired’ serum lithium range of 0:5 
to I:5 m.Eq./L.* However, some clinicians 
recommend more aggressive schedules. Gershon 
(1) recommends a dosage regimen ranging from 
54 to 108 m.Eq. of lithium per day (equivalent 
to approximately 2,000 to 4,000 mg. of lithium 
carbonate). Tupin (10) suggests that patients 
should be treated with doses ranging from 1,800 
to 3,000 mg. of lithium carbonate per day. 
Lynn (4) report success with a daily treatment 
schedule in which patients are administered 
15 mg. of lithium carbonate per pound of body 
weight (e.g. approximately 2,800 mg. per day 
for a 175 pound patient). He claims that this 

* The aim of lithium treatment is to establish and 
maintain an optimum level of lithium in the brain. Serum 
lithium level (measured in milliequivalents of lithium per 
litre of blood) reflects the level of lithium in brain tissue 
and thus provides an excellent monitor for lithium 
treatment. Consequently, lithium dosage is often expressed 
in terms of serum lithium level. 
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schedule usually produces serum lithium levels 
of about 1:5 m.Eq./L. Klein (2) advocates 
serum lithium levels ranging from 1:5 to 2:0 
m.Eq./L. 

Other clinicians are more conservative. 
Schou (8) feels that there is no therapeutic 
advantage in using serum lithium levels above 
1:3 m.Eq./L. He recommends levels ranging 
from 0:7 to 1:3 m.Eq./L; these levels dre 
generally achieved with lithium doses ranging 
from 25 to 60 m.Eq. per day (equivalent to goo 
to 2,200 mg. of lithium carbonate). This 
Schedule is supported by Spring (9), who 
reports that serum lithium levels of 1-3 m.Eq./L 
or less are adequate for treating acute mania. 

There is one point of agreement. All clinicians 
recommend that serum lithium levels not exceed 
2:0 m.Eq./L (because of the risk of toxicity). 
Otherwise, there appears to be no consistent 
guidelines regarding lithium dosage. 

To answer questions relating to lithium 
dosage, the collaborative study data were 
analysed in terms of serum lithium level. The 
three major purposes of this analysis were (1) to 
examine the relationship between clinical 
response and serum lithium level, (2) to deter- 
mine whether dosage guidelines could be 
established for the treatment of acute mania, 
and (3) to determine whether the poor response 
with highly active patients could be explained 
in terms of insufficient dosage. 


METHOD 


Patients were selected from 12 Veterans Admini- 
stration and six public or private hospitals. Each 
patient had to be diagnosed as manic-depressive, 
manic type, by two psychiatrists, on criteria 
established by Mayer-Gross et al. (5). In addition, the 
patient had to be under 6o years of age and with no 
history or evidence of cardiovascular, adrenocortical 
or renal discase, hypothyroidism, or brain damage. 

A complete description of the background charac- 
teristics of the study sample is provided elsewhere (7). 
Briefly, the sample consisted of 163 males and 92 
females. Age ranged from 17 to 60 with a median of 
44. The large majority of patients had had previous 
episodes of mania and/or depression; all but 15 per 
cent had been previously treated in hospital for an 
affective disorder. 

After a complete physical examination and a 
battery of laboratory tests, including blood studies, 


urinalysis, and EKG, patients who showed no contra- 
indications to the study treatments were randomly 
assigned to lithium or chlorpromazine for a three- 
weck period. Drugs were dispensed in identically 
appearing capsules containing 250 mg. of lithium 
carbonate or 200 mg. of chlorpromazine. On the 
first day, dosage was fixed at three capsules. There- 
after, the physician adjusted dosage on the basis of 
the patient's clinical condition and occurrence of 
side effects. 

Serum lithium levels were obtained three times 
weekly on blood drawn by venipuncture before the 
first morning dose (about eight to twelve hours after 
the previous dose). The level was not to exceed 2:0 
m.Eq./L. Serum lithium concentration was deter- 
mined by emission flame photometry or atomic 
absorption spectroscopy. 

During the treatment period patients were not 
given any psychotropic drug other than their coded 
capsules. If a patient required known medication he 
was dropped from the study. 

Only the treatment physician knew the identity of 
the patient's study medication. Other treatment 
personne] and the clinical raters operated under 
double-blind conditions. 

Manic behaviour was evaluated by means of the 
‘Excitement’ factor of the Inpatient Multidimensional 
Psychiatric Scale (IMPS), which was completed by 
two psychologists before and after treatment. This 
factor consists of nine items which measure key target 
areas of mania, such as elevated mood, hyperactivity, 
press of speech, and increased self-esteem (3). In the 
current report, this factor is referred to as ‘manic 
behaviour’. 

The IMPS was also the basis for classifying patients 
as ‘highly active’ or ‘mildly active’. At pre-treatment, 
the IMPS rater was asked to evaluate the degree to 
which the patient ‘exhibited overactivity, restlessness, 
and/or acceleration in body movement’. This beha- 
viour was rated on an eight-point scale: (1) not at all, 
(2) very slightly, (3) mildly, (4) moderately, (5) quite 
a bit, (6) distinctly, (7) marked, and (8) extremely. 
Patients with a rating of ‘5’ or more were designated 
as highly active, while those with a rating of less than 
*5! were classified as mildly active. 

Clinical status was also evaluated by the principal 
investigator, who judged whether the patient had 
shown complete remission of manic symptoms during 
the treatment period. In addition, each patient was 
evaluated weekly on a side effects checklist, Side 
effects were rated as slight, moderate, or severe in 
intensity. 

To examine the relationship between lithium dose - 
level and clinical response, patients were grouped 
according to the maximum serum lithium level 
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over a 19-day period following admission in an 
acute manic state. She also required treatment 
with phenothiazines and lithium carbonate. A 
70 per cent decrease of cyclic AMP excretion 
coincided with the commencement of lithium 
treatment. 


Patient 1D (7.W.), a male aged 58, was studied 
during ‘a 2-month period subsequent to re- 
covery from an episode of schizophrenic excite- 
ment. He received lithium carbonate and 
haloperidol and his mood remained normal 
throughout the investigation. 

It can be seen from Fig. 1 that there was no 
correlation between urinary cyclic AMP excre- 
tion and mood in the manic-depressive and 
manic patients studied. 


Discussion 


In spite of the very marked changes in mood 
of the manic-depressive patients no correlation 
between cyclic AMP excretion and mood was 
observed. There appears to be a much wider 
range of cyclic AMP excretion in the manic- 
depressive patients than in the recovered schizo- 
phrenic patient who showed no affective dis- 
order. This could be due to a sex difference and 
further work is needed to determine the signi- 
ficance of this observation. 

Clearly our findings differ from those of 
Abdulla e£ al. (1) and the initial reports of 
Paul et al. (7, 8, 9). More recently Paul, Cramer 
and Bunney (10) have reported their results of 
serial urinary cyclic AMP studies on manic- 
depressive patients. They too failed to show a 
correlation between mood rating and cyclic 
AMP excretion, which appears to contradict 
their previous work. However, they reported 
marked elevations of urinary cyclic AMP 
excretion on the day of ‘rapid switch’ from a 
depressed into a manic state in their patients. 
This latter phenomenon was not observed in 
our studies where the patients did not show a 
very rapid switch process. 

It must be emphasized that we have deter- 
mined cyclic AMP by a saturation assay tech- 
nique relying on a specific binding protein, 
whereas the other workers employed an enzy- 
matic method using cyclic AMP phosphodi- 
esterase. Our methodological studies have not 
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so far revealed drug interference with the cyclic 
AMP-binding protein interaction. Nevertheless 
further work is needed to ascertain whether our 
own findings, insofar as they differ from 
previous reports, can be ascribed to non- 
specific effects in either of the assay systems used. 

The recent failure to demonstrate a correla- 
tion between mood and cyclic AMP concentra- 
tion of cerebrospinal fluid by Robison et al. (12) 
does not support the theory that cyclic AMP is 
involved in the aetiology of affective disorders. 
Our results based on the long-term studies 
shown here and two other shorter studies not 
published suggest that a correlation between 
urinary cyclic AMP and mood is not a consistent 
feature of manic-depressive psychosis. 


SUMMARY 


Serial 24-hour urine collections were made 
from two short cycle bipolar manic-depressive 
patients and one manic patient and the samples 
assayed for cyclic AMP. There was no correla- 
tion between the patients’ mood and their 
urinary excretion of cyclic AMP. 
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reached during the first two weeks of treatment.* 
Three levels were examined: under 1:2 m.Eq./L, 
1:2 to 1:4 m.Eq./L, and over 1:4 m.Eq./L. Since 
subsequent analyses revealed no significant difference 
in clinical response or side effects between the two 
lower levels, they are combined in the presentation of 
results. 


RESULTS 

Each patient was classified as a ‘treatment 
‘failure’, ‘partial remission’, or ‘complete re- 
mission’. A patient was considered a treatment 
failure if (1) he was unable to complete the 
three weeks of treatment because of toxicity, 
poor clinical response, or unco-operative be- 
haviour, or (2) he showed no improvement in 
manic behaviour as measured by the IMPS. A 
patient was considered a complete remission if 
he was judged by the principal investigator to 
be free of manic symptoms by the end of the 
treatment period. Patients who were not treat- 
ment failures or complete remissions were 
classified as partial remissions. 


Highly active patients 

Table I gives the percentage of treatment 
failures, partial remissions, and complete re- 
missions by serum lithium level. In the high 
serum lithium group (over 1:4 m.Eq./L) 50 per 
cent of the patients were treatment failures as 

* Only 17 of the 18 hospitals were included in the 
analysis. One hospital had laboratory difficulties which 
resulted in inaccurate serum lithium readings. 
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compared to 33 per cent in the low serum lithium 
group (1:4 m.Eq./L or less). This difference was 
due mainly to the relatively high incidence of 
terminations for toxicity in the high serum group 
(25 per cent compared to 3 per cent in the low 
group). However, a chi square analysis indicated 
that this difference was not statistically signifi- 
cant (unless otherwise specified, statistical 
significance is based on the p < 0:05 level). 
Complete remissions occurred in only 12 per 
cent of the high serum group and 9 per cent 
of the low serum group. The IMPS measure of 
manic behaviour provided similar results. The 
high and low serum lithium groups were 
compared by analysis of covariance. The 
covariates were pre-treatment scores and the 
variates were scores obtained when the patient 
left the study (i.e. at the end of three weeks 
or at the time of early termination). This analysis 
revealed no significant difference in treatment 
outcome between the two groups. There was 
also no significant difference in manic behaviour 
between the two serum lithium groups at pre- 
treatment (t-test for independent means). The 
latter finding suggests that among highly active 
patients, level of manic behaviour was not a 
crucial factor in the clinician's decision to use 
higher serum lithium levels. 

Table-II gives the incidence of serious and 
severe side reactions for the two serum lithium 
groups. Serious side effects are defined as reac- 
tions requiring elimination of the patient from 


'TABLE I 
Clinical status of highly and mildly active patients by serum lithium level 

















Highly active Mildly active 
Over i:4. rÍ4m.Eq/L  Overr:4 r4 m.Eq./L 
Clinical status m.Eq./L or less m.Eq./L or less 
(N=16) (Nos) (N=8) (N-59 
Treatment failures % % % % 
Dropped for toxicity m ia is B 25 3 o o 
Dropped for poor clinical response, lack of co- 
operation .. E "T E 25 25 30 o IO 
Completed study with no improvement o o 25 10 
Total failures m £a 50 33 25 20 
Partial remissions 38 57 50 5I 
Complete remissions 12 9 25 29 
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Taste IT 
Serious and severe side effects in highly active patients 





Serum lithium (m.Eq./L) 








Reactions Over 1:4 1:4. or less 

(N —16) (N = 33) 

Total with reactions ro (63%)* 6 (18%}> 
Anorexia zd as 2. o 
Nausea 2 I 
Diarrhoea ise I’ o 
Vomiting .. es I o 
Abdominal pain o I 
Ataxia P. 2 o 
Tremor - E 3 I 
Parkinsonism I o 
Facial spasms o 1 
Toxic confusion på 2 [o 
Seizures i P I o 
Somnolence .. m 2 2 
Dry mouth m [o I 
Constipation .. ^s o I 
Skin rash. - o I 


a Includes 25 per cent with serious reactions and 
38 per cent with severe reactions. 

b Includes 3 per cent with serious reactions and 
15 per cent with severe reactions. 


the study. Severe side effects are reactions that 
were rated ‘severe’ on the side effects checklist 
but did not result in elimination from the study. 
The high serum lithium group showed signifi- 
cantly more serious or severe side reactions 
(55 per cent) than the low serum lithium group 
(19 per cent) (chi square analysis). Four of the 
five highly active patients with serious side 
reactions were in the high serum lithium group. 
Serious side reactions consisted of gastrointestinal 
disturbances (nausea, vomiting, and diarrhoea) 
in two patients, grand mal seizures (one patient), 
ataxia (one patient) and toxic confusion (one 
patient). 


Mildly active patients 

Results with mildly active patients were 
similar to those obtained with highly active 
patients. Chi square analyses of “treatment 
failures, partial remissions, and complete re- 
missions revealed no significant difference in 
clinical response between the two serum lithium 
levels (see Table I). Similarly, there was no 


significant difference in treatment outcome nor 
any significant difference at pre-treatment 
between the two levels on the IMPS measure 
of manic behaviour. 

The high serum lithium group had more 
severe side reactions (25 per cent) than the low 
serum lithium group (7 per cent). However, this 
difference was not statistically significant. There 
were no serious side effects in either group. 

It may be seen in Table I that the large 
majority of mildly active patients (87 per cent) 
had serum lithium levels of 1-4 m.Eq./L or less. 
Further analysis of this low serum lithium group 
produced an interesting finding: lithium therapy 
was not very effective at levels below o-g 
m.Eq./L. None of the 18 patients with levels 
under 0:9 m.Eq./L showed complete remission 
of symptoms; 33 per cent were treatment 
failures. By comparison, 40 per cent of the 
patients with levels of o-g to 1-4 m.Eq./L 
showed complete remission of symptoms; only 
15 per cent were treatment failures. A similar 
comparison was not possible in the highly 
active group because of the relatively small 
number of patients with low serum lithium 
levels. 


Rate of increase in lithium dosage 

Since the rate of dosage increase might be just 
as important as the maximum level, patients 
who reached levels exceeding 1-4 m.Eq./L 
during the first week were compared with 
patients who reached this level during week 2. 
There was no significant difference in clinical 
response or side effects between the two groups. 
High serum lithium levels produced a relatively 
high rate of side effects regardless of when the 
level was reached. 


Relationships between serum lithium level and dose of 
lithium carbonate 

Predictably, there was a positive relationship 
between dose of lithium carbonate and serum 
lithium level. Patients with blood levels exceed- 
ing 1:4 m.Eq./L received an average maximum 
dose of about 2,400 mg. of lithium carbonate per 
day; 71 per cent received daily doses of 2,000 mg. 
or more. The average maximum daily dose for 
patients with lithium levels of o'g to 1-4 
m.Eq./L was 1,800 mg. per day with 48 per cent 
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receiving daily doses of 2,000 mg. or more. Final- 
ly, patients with levels below 0-9 had an average 
maximum dose of only 1,350 mg. per day; only 
19 per cent were on doses of 2,000 mg. or more. 


Dose of lithium carbonate and clinical response 

Complete remission of symptoms occurred 
only at doses of 1,250 to 2,750 mg. of lithium 
carbonate per day (i.e. five to eleven 250 mg. 
capsules). Eleven patients received doses of 
less than 1,250 mg./day; four were treatment 
failures and seven were partial remissions. 
Another eleven were administered doses exceed- 
ing 2,750 mg./day (i.e. 3,000 mg./day or more). 
These patients not only showed poor clinical 
response (five treatment failures and six partial 
remissions) but had an extremely high incidence 
of serious and severe side reactions. Three of the 
five patients dropped from the study for toxicity 
were on doses of 3,000 mg. or more; one had 
seizures, another ataxia, and the third toxic 
confusion. Another four had severe side effects 
(facial spasms, gastrointestinal irritation, and 
two cases of toxic confusion). An eighth patient 
was eliminated from the study for poor clinical 
response with suspicion of toxic confusion. 
Interestingly, two of the four patients with 
severe reactions had serum lithium levels below 
114 m.Eq./[L. The others had blood levels 
ranging from 1-5 to 2-0 m.Eq./L. These results 
suggest that the clinician should be extremely 
cautious in using lithium carbonate at doses of 
3,000 mg. per day or above. 


COMMENT 

It should be stressed initially that this was not 
a dose response study with patients randomly 
assigned to various dose levels. The clinician 
selected what he considered to be the best 
dosage regimen for each patient. One factor 
which obviously influenced his choice of dose 
was degree of hyperactivity: 33 per cent of the 
highly active manic patients had blood levels 
over 1:4 m.Eq./L compared to 13 per cent of 
the mildly active patients. However, within each 
activity group patients on high and low doses 
had approximately the same pre-treatment 
levels of manic behaviour and hyperactivity. 
It is possible that other patient characteristics 
may have contributed to choice of dosage and 
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subsequent outcome, but we were unable to 
identify these in our analyses. 

Our results indicate that serum lithium levels 
of 1:4 m.Eq./L are adequate for treating acute 
mania. Patients with levels exceeding 1:4 
m.Eq./L showed no greater improvement than 
patients on lower levels. It is true that some 
patients showed major improvement on high 
serum lithium levels; a few even had complete 
remission of symptoms; however, patients with 
similar levels of manic behaviour did just as 
well on lower doses—with less risk of toxicity. 

There is no indication that the relatively poor 
response to lithium carbonate among highly 
active patients resulted from insufficient dosage. 
The high serum lithium group had as many 
treatment failures as the low serum lithium 
group and significantly more side reactions. 

The results with mildly active patients suggest 
that the lower level of 0:5 m.Eq./L recom- 
mended in the prescription guidelines for 
lithium carbonate (6) may be too low to provide 
optimal benefit for even mildly ill manic 
patients. In this stüdy, complete remission of 
symptoms was not achieved with levels lower 
than 0-9 m.Eq./L. 

To summarize, a serum lithium range of 0:9 
to 1-4 m.Eq./L appears adequate for treating 
acute mania. This level is generally achieved 
with doses of lithium carbonate ranging from 
1,200 to 2,400 mg. per day. If this level does not 
adequately control manic behaviour, the physi- 
cian should consider supplementing or replacing 
lithium therapy with a quicker acting treatment 
such as chlorpromazine. This would appear 
preferable to raising lithium dosage, particularly 
with highly active patients. 


SUMMARY 
In a multihospital collaborative study on the 
efficacy of lithium carbonate in acute mania, 
results were analysed in terms of serum lithium 
levels. It was found that there was no advantage 
to serum lithium levels exceeding 1-4 m.Eq./L; 
higher levels increased the risk of side effects 
without providing better clinical results. The 
results also showed that levels under o'g 
m.Eq./L were ineffective in treating even 
mildly disturbed patients. The implications of 

these findings are discussed. 
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Pitts’ and McClure's Lactate-Anxiety Study Revisited" 


By HANUS J. GROSZ and BARBARA B. FARMER 


INTRODUCTION 

Pitts and McClure (Pitts and McClure, 1967; 
Pitts, 1969) have recently suggested that all 
symptoms of anxiety and anxiety neurosis 
itself are caused by a raised blood and body 
fluids lactate level. As the biochemical mecha- 
nism underlying anxiety neurosis they proposed 
that the excess lactate complexes with, and 
reduces, the concentration of ionized calcium 
at the surface of excitable membranes to an 
extent that causes a disordered nerve activity 
to manifest itself in the form of anxiety symp- 
toms. In support of this speculation, according 
to which anxiety neurosis is a biological disease 
essentially brought on by a lactate-induced 
hypocalcaemia, Pitts and McClure (1967) 
quote investigations that have shown that on 
standard exercise anxiety neurotics tend to 
produce higher blood lactate levels than do 
normal controls, and their own lactate infusion 
study. As pointed out elsewhere (Grosz and 
Farmer, 1969), neither the former nor the 
latter, however, can be considered satisfactory 
evidence. 

The purpose of this paper is to report our 
attempt to replicate Pitts and McClure's in- 
fusion study in a group of normal subjects but 
with a crucial modification in the control 
. experiment. Pitts and McClure had infused 
intravenously into a group of anxiety neurotics 
and into a group of healthy normal controls, 
in random order, solutions of sodium (DL) 
lactate, sodium (DL) lactate with calcium 
chloride, and glucose saline. They reported that 
the infusion of sodium (DL) lactate produced 
more, and more severe, symptoms of anxiety in 
the experimental subjects than it did in the 
control group. In both groups, the symptoms of 


* Based on a paper presented at the annual meeting of 
The American Psychiatric Association in San Francisco, 
in May 1970. 
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anxiety were attenuated by the addition of 
calcium chloride to the lactate solution. They 
concluded that the symptoms of anxiety were 
due to a raised blood lactate level. 

Ignored in this experimental design is the fact 
that an infusion of sodium (DL) lactate initiates 
a major shift in the acid-base balance of body 
fluids: indeed, as we have demonstrated (Grosz 
and Farmer, 1969) the infusion by Pitts and 
McClure of 500 millimoles sodium (DL) 
lactate, 10 ml./kg. of body weight, given over 
a period of 20 minutes, leads quite rapidly to a 
pronounced metabolic alkalosis—the result of 
the well known conversion, mole for mole, of 
sodium lactate to sodium bicarbonate. Even 
before the end of the infusion it was not unusual 
for us to find a blood pH of 7-6 and a blood 
bicarbonate level 50 per cent above the pre- 
infusion level. 

Such changes in the acid-base balance of 
the blood raise the question whether the symp- 
toms produced by the sodium (DL) lactate 
infusion are not in some measure due to the 
induced metabolic alkalosis. Anxiety neurotics 
are notoriously prone to suffer from anxiety 
symptoms associated with an involuntarily self- 
induced state of hyperventilatory alkalosis, 
and forced voluntary hyperventilation also often 
succeeds in triggering symptoms of anxiety. It 
is possible, therefore, that an experimentally 
induced alkalosis produced by the infusion of 
any alkalizing agent may have a similar effect. 


` Moreover, since an alkalosis leads to a definite 


reduction in the free ionized calcium concentra- 
tion it would be understandable on this ground 
alone that the addition of calcium chloride 
effectively lessened the severity of the hypo- 
calcaemic symptoms. 

In the present study we compared in a double 
blind experiment the symptomatic effects of 
infusing sodium (DL) lactate with the sympto- 
matic effects produced by the infusion of another 
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alkalinizing agent, namely sodium bicarbonate. 
We decided to infuse only normal subjects 
because Pitts and McClure (1967) reported 
that the infusion of sodium (DL) lactate induced 
anxiety symptoms also in their normal controls 
and it therefore seemed unnecessary to expose 
patients with anxiety neurosis to the distressing 
experience of this experiment. 


MATERIALS AND METHODS 


Our subjects were ten young healthy men 
unfamiliar with the purpose of our study who 
for pay volunteered to undergo three infusion 
experiments. The three infusions which were 
administered double-blind in random order 
and on different days were: 500 millimolar 
sodium (DL) lactate, 500 millimolar sodium 
bicarbonate, and 555 millimolar glucose in 
150 millimolar sodium chloride. All solutions 
were infused as a dose of 8 ml. per kg. of body 
weight given over a period of thirty minutes. 

Before and immediately after the infusions 
the subjects were asked to record the presence or 
absence of twenty symptoms explained in lay 
terms. With a couple of minor exceptions the 
list of symptoms was identical with the inventory 
of anxiety symptoms that Pitts and McClure had 
administered to their subjects. In addition, all 
subjects were interviewed to record their 
personal experiences and any unusual responses 
evoked by the infusions. 


FINDINGS 


Fig. 1 shows separately for each of our ten 
subjects the distribution of symptoms produced 
by the lactate and the bicarbonate infusions. 
The former produced a total of 51 symptoms, 
the latter a total of 42 symptoms. The difference 
between the number of responses to the two 
treatments is not statistically significant. In 
contrast, the glucose saline infusions produced 
only three symptoms in two subjects: shakiness 
on two occasions and nervousness on one 
occasion. 

Of the 51 symptoms produced by the lactate 
infusion, 25 symptoms, or 50 per cent, were also 
produced in the same subjects by the bicarbo- 
nate infusions. Similarly, 60 per cent of the 
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bicarbonate induced symptoms were also evoked 
by the lactate infusions. 

The identity of effects was most pronounced 
in the five most commonly reported symptoms, 
namely paraesthesia, tremor, shakiness, dizzi- 
ness and palpitation. T'hese symptoms were also 
most commonly recorded in Pitts and McClure's 
group of anxiety neurotics. In our study, over 
60 per cent of these symptoms associated with the 
lactate infusions were also evoked by the bi- 
carbonate infusions. Paraesthesia, perhaps the 
commonest of all alkalotic hypocalcaemic 
symptoms, was reported by all except one of the 
ten subjects: six subjects complained of it 
following the infusion of both alkalinizing agents. 

If we treat these findings as a 2 x2 contingency 
table (Table I) and test for the significance of 
the correlation, that is, we ask what is the pro- 
bability that out of the 50 opportunities (10 
subjects X 5 symptoms) 17 double responses 
and 17 double non-responses would occur by 
chance, we find this to be less than -o2. In other 
words, there is a significant tendency among the 
ten subjects to respond either to both or to 


neither of the two infused alkalinizing agents. 
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'Tanre I 
Symptomatic responses of ten subjects on five items to 
infusions of sodium lactate and sodium bicarbonate 





Proportion of 

opportunities 
Response to on which a 
nse to 


bicarbonate respo 
——— — Total lactate 
occurred 


Yes No 





Response Yes 17 9 26 
to 





26/50 = :52 
lactate No 7 17 24. 





Total: 24 26 50 


Proportion of 
opportunities on 





which a response 24/50 = +48 
to bicarbonate 
occurred 

Discussion 


Our present findings, as well as our previously 
reported observations (Grosz and Farmer, 1969), 
leave little doubt that Pitts and McClure’s 
(1967) experiments lacked the necessary con- 
trols to substantiate their claim that it is the 
elevated blood lactate concentration, and parti- 
cularly its direct effect on ionized calcium, that 
is responsible for the symptoms produced by the 
massive and rapid infusions of sodium (DL) 
lactate. Thus our present study demonstrates 
that a significant proportion of the common 
symptoms associated with anxiety triggered by a 
sodium (DL) lactate infusion can be just as well 
produced by the infusion of another alkalinizing 
agent such as sodium bicarbonate. For example, 
both solutions were equally effective in pro- 
voking paraesthesia. This alkalotic hypocalc- 
aemic symptom was strongly present because 
in a state of alkalosis there is a reduction in the 
physiologically active ionized calcium level. 
Besides, we found that the infusions lowered the 
total blood calcium level by over 10 per cent. 
This would naturally increase the likelihood of 
hypocalcaemic symptoms, especially with a 
superimposed alkalosis. Yet Pitts singles out this 
one symptom to exemplify the specific effect of 
the lactate ion. ‘It is noteworthy’, he writes 
(Pitts, 1969), ‘that with the lactate infusion all 
subjects in both groups experienced paraesthesia.” 
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More than that; Pitts (1969) was led to erect a 
whole theory of anxiety neurosis on the occur- 
rence of these largely alkalotic hypocalcaemic 
symptoms which he erroneously assigned to the 
calcium-binding action of the lactate ion. 

Pitts’ and McClure’s (1967) reasoning was 
based essentially on two assumptions: one, that 
there is associated with these symptoms of 
anxiety a blood lactate level of 12 to 15 milli- 
moles per litre, and two, that these blood lactate 
levels can lower to a clinically significant degree 
the concentration of ionized calcium. 

Both assumptions are false (Grosz and Farmer, 
1969). In the first place, owing to its rapid 
conversion to bicarbonate, the infused lactate 
does not lead to any really marked blood 
lactate elevations. Admittedly, Pitts and 
McClure (1967) reported that the venous lactate 
levels were raised by 12 to 15 millimoles per 
litre. But this turns out to have been at the end of 
the infusion and not at the onset of the symptoms, 
which came on within a minute or two after the 
infusion was started. At that crucial phase of the 
infusion the subjects received no more than 
about ro per cent of the administered sodium 
lactate. Had Pitts and McClure measured the 
venous lactate levels then, when the symptoms 
appeared, they would have found, as we did 
(Grosz and Farmer, 1969), that the blood lactate 
levels were barely 3 millimoles per litre above 
the pre-infusion level. Moreover, we observed 
that by slightly lowering the infusion rate, the 
onset of symptoms coincided with even more 
trivial blood lactate elevations—say, around one 
millimole per litre—and the immediate post- 
infusion blood lactate levels were also propor- 
tionately much lower. The bicarbonate infusions 
also produced no significant changes in the 
blood lactate levels at the onset of symptoms 
as would be expected from Huckabee’s (1968) 
findings that bicarbonate infusions only lead to 
a reactive blood lactate elevation as a later effect. 
(Similarly, the rise in blood lactate levels in 
respiratory alkalosis only takes place after severe 
and prolonged overbreathing.) This means first 
of all that for anxiety symptoms to occur as a 
result of either lactate or bicarbonate infusion it 
is unnecessary that the blood lactate level be 
raised above its normal range; and secondly, it 
means that a raised blood lactate level cannot be 
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made to account for the symptoms produced by 
either the sodium (DL) lactate or the sodium 
bicarbonate infusions. 

Since the symptoms produced by the infusions 
do not coincide with a raised blood lactate level 
it is merely of academic interest to know what 
blood lactate concentrations can directly reduce 
the ionized blood calcium concentration to 
clinically symptomatic hypocalcaemic levels. 
Suffice it, therefore, to say here that the blood 
lactate concentration would need to be at least 
60 millimoles per litre (Grosz and Farmer, 
1969), that is, it would need to be about fifty 
times higher than it actually was at the onset of 
symptoms and five to ten times higher than it 
was even at the very end of the infusion. 

Although our paper has concerned itself 
primarily with certain technical aspects of 
Pitts and McClure's study one cannot ignore 
the fact that Pitts’ (1969) lactate-anxiety theory 
suffers from serious weaknesses also on clinical 
grounds. For while it is true that anxiety 
neurotics have a tendency on exercise to produce 
higher blood lactate levels than do normal 
controls, the same can be said of patients who 
are free from anxiety neurosis but who suffer 
from such physical disabilities as cardiac and 
pulmonary disease. Moreover, unless exercised, 
anxiety neurotics do not as a rule have elevated 
blood lactate levels even when acutely anxious. 
They may bring about some elevation in the 
blood lactate level by hyperventilating, but this is 
also true for normal subjects. Indeed, the eleva- 
tion in the blood lactate level is most likely the 
result of, and to compensate for, the shift in the 
acid-base balance of the body fluids brought 
about by the induced respiratory alkalosis. 
Finaly, as we have pointed out elsewhere 
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(Grosz and Farmer, 1969), anxiety neurosis is 
not typically present in patients with lactic 
acidaemia, that is with very marked and chronic 
blood lactate elevations. 

SUMMARY 

Pitts and McClure proposed a new theory of 
anxiety neurosis based on an experiment in 
which they induced anxiety symptoms by 
infusing into their subjects a solution of sodium 
(DL) lactate. They claimed that the symptoms 
were produced by an elevated blood lactate 
concentration. ' 

Because the infused sodium lactate becomes 
rapidly converted into sodium bicarbonate and 
leads to a marked metabolic alkalosis, we 
repeated this experiment including as control 
infusion of a solution of sodium bicarbonate. 
We found (1) that there was little difference in 
the major symptoms produced by the two 
substances, and (2) that with neither the sodium 
lactate nor the sodium bicarbonate infusion was 
the onset of symptoms associated with any 
significant blood lactate elevations. We con- 
cluded that neither their study nor their theory 
is soundly based. 
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Early History of Psychiatry in Newcastle upon Tyne 


By JOHN LE GASSICKE 


INTRODUCTION 

The development of psychiatry in England.in 
the eighteenth century is particularly interesting 
because it shows the growth of public concern 
for the insane which led to the establishment 
of Public Subscription Hospitals and, later, 
the County Asylums. The general history of the 
period has been covered in works by Kathleen 
Jones, Denis Leigh, and Hunter and Macalpine, 
and books have also been devoted to the history 
of individual hospitals founded during those 
years, such as Bethel Hospital, Norwich (1725), 
St. Luke's Hospital, London (1751), the 
Manchester Lunatic Hospital (1766), and the 
Retreat, York (1792). For affluent patients 
there were, of course, a number of private 
madhouses, later officially “Licensed Houses’, 
scattered about the country; in 1880 there were 
40 of these outside the metropolitan area, 
and in London and Middlesex 14 are recorded 
in 1807 and 20 in 1815. The Private Mad- 
house Act (1774) provided for the provincial 
houses to be inspected by the local justices. In 
practice this Act was not very effective (11). 

In this paper an attempt is made to relate 
something of the history of two lesser-known 
institutions, one a Public Hospital, the other a 
private Licensed House, which were established 
in the City of Newcastle upon Tyne in the 
latter part of the eighteenth century. References 
to them elsewhere are scanty, and they have 
sometimes been confused with each other. 

At this time, Newcastle had a truly mediaeval 
appearance, with a huge Norman castle 
and an enormous defensive wall, built in the 
reign of Edward I. There were a number of 
hospitals of charitable and religious foundation, 
of which the Holy Jesus was the most notable. 
The General Infirmary, the first public sub- 
scription hospital, was opened on the Forth 
Banks in 1752, and remained in use until 
1906 when the present Royal Victoria Infirmary 
replaced it. 


Tue Lunatic HOSPITAL 

In the Lunatic Hospital records, City 
Archives, Newcastle upon Tyne, there is a 
conveyance of 1686 between Dr. William 
Luck and Newcastle Corporation (12) for a 
room in a place called Shoulder of Mutton 
Close, in close proximity to the place where 
the Lunatic Hospital came to be built in 1767. 
Although the details of the conveyance do not 
specify for what use this room was to be used 
it is possible that it was for the care of lunatics 
from the neighbouring workhouses. Shoulder 
of Mutton Close subsequently became known 
as Luck’s Close. The first definite record of 
public provision was in 1763 (14), when the 
Common Council raised a subscription of £50 
per annum for a Lunatic Hospital, and this 
was opened in 1764, with accommodation 
for 19 patients. But in the following year 
the Common Council (15) noted this house 
to be too small and made plans for a new one 
to be built in the Wardens Close. This was an 
area of open fields and copses on the west side 
of the city outside the wall. The new hospital 
was opened in 1767; it could accommodate 30 
patients and was designated “The Pauper 
Hospital for Lunaticks for Newcastle, Northum- 
berland and Durham’, Printed Rules (20, Fig. 1) 
were published in 1766. There are no other 
official records of the early years of the new 
Lunatic Hospital, but a lay account (9) in 1795 
describes it as ‘an elegant extensive brick 
building with a neat pediment in the centre and 
spacious gardens', and also records that patients 
were treated humanely. 

The ensuing years, however, became in- 
creasingly difficult for the hospital. The popula- 
tion of Newcastle upon Tyne in 1770 was 
21,000, in 1800 28,000 and in 1830 54,000. 
Around this time there was rising national 


"concern for the idiot and lunatic paupers in 


poor-houses, and in 1808 the County Asylums 
Act was passed to remedy conditions by 


419 


420 


authorizing the building of County Asylums. 
Appalling conditions in already existing hos- 
pitals and asylums were also causing public 
concern and were exposed in 181 5-16 by the 
Reports of Select Committees of the House of 
Commons. Perhaps prompted by these investi- 
gations, an enquiry was held in 1817 into the 
conditions of the Newcastle Lunatic Hospital 
(16). The Report pointed out that the Hospital 
was not only for the cure of the insane but was 
also an asylum for the incurable and a place 
of relief for the overcrowded poor-houses in the 
area. It is here that the word ‘asylum’ is first 
used in connection with this Hospital. The 
Report gave statistical details of admissions 
since the first hospital was opened in 1764. 
It showed a dramatic increase in admissions 
in the period 1806 to 1817: 402 compared 
with 172 in the decade 1764 to 1774. A Table 
classifies the sexes and attempts to record the 
outcome of admissions, and it compares the 
Newcastle results favourably with those of The 
Retreat, Bethlem and St. Luke’s, London. 

No definite action was taken at that time, but 
in 1824 a further Committee was appointed 
to report on the conditions of the Asylum (17). 
It revealed that the public subscription had 
failed and that the Asylum, as it was now 
referred to, was being run on a private basis. 
It was grossly overcrowded and ill-ventilated. 
Chains were in use, there were iron bars on 
the windows, and the cells resembled dungeons. 
There was no differentiation between mental 
diseases, no separation of the sexes, and restraint 
and coercion were to be seen everywhere. The 
Report led to a period of hectic reform, and 
the Council appointed Dr. Noel Smith as 
Physician-in-Charge. Extensive alterations to 
the building were made by John Dobson 
(1787-1865), the celebrated Newcastle architect 
of the classical style, to provide accommodation 
for 80 patients in three social classes, one of 
which was private patients. The new Asylum 
became known as the Bath Lane Asylum, the 
street in which it stood being named after the 
public baths. It continued in use until 1856, 
when the patients were moved to the new 
Durham County Asylum (now Winterton" 
Hospital). This, however, became overcrowded, 
and in 1864 it was decided to build a new 


EARLY HISTORY OF PSYCHIATRY IN NEWCASTLE UPON TYNE 


asylum for Newcastle Borough; in the meantime 


‘the Newcastle patients were accommodated 


in the old Bensham Asylum, previously a rather 
notorious Licensed House. The new Borough 
Asylum was opened in 1869, and is now St. 
Nicholas Hospital, Gosforth. The Bath Lane 
building became a warehouse; it was demolished 
about the middle of this century. Some of the 
stone wash-basins are kept as a memento in 
front of the main entrance of St. Nicholas 
Hospital. 

The Physician-in-Charge of the first two 
Lunatic Hospitals was Dr. John Hall (1733- 
1793), a prominent Tyneside physician. He 
was a man of great enterprise. It was he who 
founded the public baths in 1781, after which 
Bath Lane, and hence the Bath Lane Asylum, 
received their names some decades later. He 
was the son of a barber-surgeon, was educated 
at the Royal Grammar School in Newcastle, 
studied medicine in Edinburgh, and in 1755 
wrote a thesis on Fevers (7). He was Physician 
to the General Infirmary, and was President 
of the Newcastle Philosophical and Medical 
Society in 1786-87. When the second 
Lunatic Hospital was being built Hall wanted 
to provide an extra storey to house private 
patients. When this was refused by the Common 
Council he entered into discussion with some 
of his colleagues about opening a private 
house elsewhere. For some reason he backed 
out of the plan; instead he secretly purchased 
a property which he named St. Luke's House 
and which he opened in October 1766 as 
a private madhouse. His action incurred the 
displeasure of his colleagues, and he felt it 
necessary to publish a book giving his account of 
the affair (8). 


ST. Luxe’s HOUSE, LATER BELLEGROVE RETREAT 

St. Luke's House prospered, and when Hall 
died in 1793 it was purchased by Dr. R. 
Steavenson, another prominent Newcastle phy- 
sician. He enlarged the premises and renamed 
them ‘Bellegrove Retreat’, a name probably 
inspired by the York Retreat which was 
then being projected. The house now had 
24 apartments, a separate building for disturbed 
patients, pleasant gardens for exercise, recrea- 
tion and convalescence (13). It remained in 
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use until 1857, when it was closed. The reason 
was probably financial because the numbers 
of patients were falling off. In 1852 there were 
only ro patients compared with 27 private 
patients in the Bath Lane Asylum. The house, 
much altered, still exists as a delightful 
seventeenth-century residence called White 
Knights. 


Discussion 


Previously published accounts of the early 
hospitals in Newcastle confuse the Pauper 
Hospital for Lunatics and St. Luke’s House as 
one institution, when in fact they were quite 
separate. The Pauper Hospital was run by 
public subscription; St. Luke’s House was a 
private venture. Furthermore, there was a 
tendency to speak of the Pauper Hospital 
rather obliquely because of the scandals that 
surrounded it in 1824.* At that time it had been 
in existence for some 58 years, and there is no 
reason to believe that in earlier years, especially 
those in the eighteenth century, there was 
any irregularity in its administration. 

The Hospital’s first Rules are one of the few 
records extant laying down procedure for the 
administration of Lunatic Hospitals, in the eigh- 
teenth century. They set out in detail the 
function of the Committee, and the procedure 
for the admission of patients. They stated that 
the Physician and Surgeon should visit the 
hospital three times a week. The duties of the 
Keeper are of particular interest. The Keeper, 
later often identified with the ‘Apothecary’, was 
a key person in these early lunatic asylums, 
and the Matron was designated below him. 


* Leigh (1961), in The Historical Development of British 
Psychiatry, refers to St. Luke’s House as a Public Hospital 
set up by Dr. Hall, and states that ‘the hospital was 
evidently ill conducted’, necessitating an enquiry. Nesta 
Roberts (1967), in her history Cheadle Royal Hospital, refers 
to the adoption of the Newcastle set of Rules by the 
Manchester Lunatic Hospital in 1766 as ‘a curious decision 
because the Hospital mentioned, St. Luke’s House, 
Newcastle upon Tyne had been opened a year earlier 
by Dr. John Hall but it had little to commend it—indeed 
its management later provoked a public inquiry’. The 
Inquiries referred to in both these works were in reality 
the 1824 Inquiry of the Pauper Asylum, nearly sixty years 
after its establishment and the adoption by Manchester 
Lunatic Hospital of its set of Rules. St. Luke’s House was a 
separate, unrelated, private venture. 
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The Keeper was directly responsible to the 
Committee and the Physician. These Rules 
also stated that the Nurses and Servants should 
‘behave themselves with tenderness to the 
patients and with civility and respect to all’. 
It is not known who was responsible for drawing 
up these rules. They were adopted by the 
Manchester Lunatic Hospital in 1766 (19). 

Another aspect of the influence of these 
early hospitals is on the place names in 
Newcastle upon Tyne. Hall’s public baths, built 
in 1781 on the same road as the Lunatic 
Hospital, have already been mentioned; Bath 
Lane has remained a prominent road in 
Newcastle right down to the present day. 
The private hospital, St. Luke’s House, 
subsequently named Bellegrove Retreat, was 
situated on a strip of land one and a half miles 
north-west of the city’ centre, called Spital 
Tongues. This name is so derived because the 
land was formerly the property of a hospital 
called St. Mary Magdalen, founded in the reign 
of Henry I in the centre of the city. Bellegrove 
is now a district on the Spital Tongues and there 
is a Place, a Terrace and a hotel bearing that 
name. The same name, Bellegrove, was adopted 
for a Licensed House in Leicester owned by 
Dr. Thomas Arnold (1742-1816) (10). Thus 
both Physicians, Hall and Steavenson, have 
left permanent place names behind them as a 
result of their endeavours. 

Another aspect is the literary association 
with James Boswell (1740-95), the famous 
diarist and biographer. He gives us some 
glimpses of Hall as a person. Boswell’s younger 
brother John (1743-98) was a lieutenant in 
the Army; he suffered from periodic attacks 
of insanity and was several times a patient under 
Hall’s care in St. Luke’s House. In 1764, when 
a lieutenant in the Army, John Boswell felt 
an urge to resign and take up farming. His 
father, Lord Auchinleck, made arrangements 
for him to live with a farmer called John 
Bruce of Mountain, in County Durham near 
Newcastle (apparently on leave from the Army). 
Bruce was probably one of the Bruce family 
who had been gardeners and overseers on the 
Auchinleck estates in Scotland (18). Lord 
Auchinleck also had connections in Newcastle 
through a Reverend Edward Aitkin whom 
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Boswell described as *Old Mr. Aitkin, the 
dissenting clergyman who was my father's 
governor’. John was first treated by Dr. John 
Hall in 1766, presumably for a breakdown, and 
it may be that his wish to leave the Army two 
years previously had been connected with 
the onset of his mental illness. He had a second 
attack in 1774, and in October of that year 
James Boswell describes him as being in a 
‘silent state’; in the December a state of 
excitement is vividly described, and a few days 
later he was in a ‘gentle torpor’, when he was 
taken to Newcastle (2). Hall prepared an 
affidavit to enable him to be retired from the 
Army on half pay in 1775 (3). Hall and James 
Boswell became friendly, and Boswell often 
called on him on his frequent journeys between 
London and Edinburgh. At one meeting he 
describes Hall as ‘a sensible, pretty kind of 
man and of a humane appearance’ (4). On 
this occasion they discussed Battie’s Treatise on 
Madness (1). Boswell sometimes stayed with 
Hall at his private house in Pilgrim Street, 
Newcastle, and Hall’s sons visited him in 
London in 1786 (5). James Boswell did some 
legal work for Hall in 1784-85 over a reclaim- 
ing petition for the freight of a ship (6). John 
Boswell was recurrently ill until his death, 
and in periods of remission spent most of his 
time lodging with Mrs Aitkin. He had to 
return to St. Luke’s in 1789, and news of him 
ceases with the death of James Boswell in 1793 
and the consequent cessation of his diary. 
It is presumed that John died in 1798, as it was 
then that his name left the Army half pay list (18). 
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A Psychiatric Unit for the Deaf 


By JOHN C. DENMARK and FRANK WARREN 


INTRODUCTION 

Lack of speech, i.e. dumbness, has long been 
equated with backwardness, and probably for 
this reason and because of success in teaching 
some hearing impaired children to speak, the 
terms ‘deaf and dumb’ and ‘deaf mute’ have 
fallen into disrepute. When deafness is pro- 
found and prelingual (i.e. congenital or acquired 
in early infancy), there is a formidable barrier 
to the development of language. Many deaf 
children still leave school with poor language, 
incomprehensible speech and little ability in lip 
reading and consequently come to rely upon 
manual communication methods (finger spelling 
and signing). 

Communication is a pre-requisite for psychi- 
atric diagnosis and treatment. The need for 
specialist psychiatric services for deaf patients, 
with personnel trained in manual communica- 
tion methods, is being increasing recognized 
(Kallmann, 1963; Denmark, 1966; Denmark 
and Eldridge, 1969). Minski, who did pioneering 
work in relation to non-communicating children, 
was also aware of the need for comprehensive 
psychiatric services for the deaf (Minski, 1966). 
In 1968, a psychiatric unit for deaf patients was 
opened at Whittingham Hospital, near Preston. 
This unit is a part of a more comprehensive 
service, with additional out-patient clinics in 
Manchester and London. There is close liaison 
with Calderstones Hospital for the Subnormal, 
which accepts non-communicating children and 
emotionally disturbed deaf children for assess- 
ment. This hospital also provides facilities for 
intellectually handicapped deaf patients. The 
Department of Audiology and Education of the 
Deaf, Manchester University, provides help 
with special investigations, including evoked 
response (EEG) audiometry. 

The purpose of this paper is to describe the 
development of the unit and to discuss some of 
the difficulties encountered. 


SITE AND PHYSICAL CHARACTERISTICS 

The decision to develop the unit within a 
mental hospital was taken for two main reasons: 
firstly, it seemed that it might be necessary 
occasionally to transfer disturbed patients to 
other accommodation, and secondly, it seemed 
that the rehabilitation facilities of a large 
hospital would be helpful. Whittingham Hospi- 
tal is within easy reach of the M6 and M61 
motorways, and this has proved convenient for 
patients, relatives and visitors travelling from 
distant parts of the country. 

The unit was initially a ward for 50 long-stay 
male patients but, with financial help from the 
Royal National Institute for the Deaf and the 
British Deaf and Dumb Association, was con- 
verted to include dining accommodation, two 
dormitories with 13 beds for each sex, a lounge 
and a large room for occupational therapy and 
social activities. Offices and toilets were added 
to the original structure (Figs. 1 and 2). 


PATIENT POPULATION 


Because this is the only unit of its kind in the 
United Kingdom, patients are accepted from 
all areas. If possible, all are seen before admission 
on an out-patient basis. However, because it is 
often impossible to make a comprehensive 
assessment in one session, especially when 
patients live at great distances from the unit 
and from out-patient clinics, we have admitted 
some for observation without prior screening. 
Many of these patients have remained with us 
for much longer periods than initially antici- 
pated; in some cases we have been unable to 
make a satisfactory assessment in a short 
period, and others have remained for treat- 
ment. Before the unit was opened it was expected 
that most patients admitted would be suffering 
from formal mental illness coincidental to their 
deafness. However, many additional problems 
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have been encountered. Patients suffering from 
developmental disorders of communication and 
those with problems relating to their deafness 
have also been admitted (Table I). Three deaf- 
blind patients havereceived in-patient treatment. 


To date, 57 males and 52 females have been 
admitted, their ages ranging.from 13 years 
6 months, to 73 years 1 month, on admission; 
16 patients have been re-admitted on more than 
one occasion. 
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TABLE I 
Diagnosis of 109 patients admitted to a psychiatric unit 
Jor the deaf 





Diagnosis No. 
Mental illness coincidental with a 
Personality disorder 
Hysterical reaction .. 
Endogenous depression š 
Depressive state (unspecified) 
Hypomania .. 
Schizophrenia 
Organic dementia 





A D R 


Developmental disorders of communication 
Deafness and subnormality 
Deafness and autism T 
Gentral language disorder .. 
Educational deprivation 
Undiagnosed ei 


Problems related to 
Behaviour disorder due to deafness 
and blindness .. I 
Depressive reaction to postlingual 
deafness . I 
Problems of behaviour and mal- 
adjustment related to deafness 34 


No final diagnosis .. iis is és 2 
Total .. 


nop O09 








FUNCTIONS 


The prelingually profoundly deaf are a 
minority group with unique problems of com- 
munication, maturation and adjustment; conse- 
quently many of the problems referred to our 
services are atypical. For this reason, and 
because of the dearth of facilities elsewhere, the 
unit has many functions, as follows: 


I. Assessment 

(a) Psychiatric diagnosis: To determine the 
psychopathology underlying abnormal beha- 
viour in a deaf child, adolescent or adult, 
requires not only an understanding of general 
psychopathology and the psychological and 
psychiatric implications of deafness, but also 
facility in manual communication methods. 
Even so, the poor language ability of many of 
the prelingually profoundly deaf makes diagnosis 
extremely complex and time-consuming 
(Kallmann, 1962; Denmark and Eldridge, 1969). 

(b) Developmental disorders of communication: 
Failure to develop communication may be due 
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to one or more of a number of factors, including 
mental retardation, deafness, autism and specific 
disorders of language (Denmark, 1971). Adults 
and adolescents are admitted to the unit; 
children are admitted to Calderstones Hospital. 

(c) Educational placement: Many deaf children 
have additional handicaps, and their educa- 
tional placement presents difficulties. Com- 
prehensive assessment requires a multidiscipli- 
nary approach (Denmark, 1971) and some 
children are referred to our services for advice 
regarding their educational placement. Where 
possible, assessment is undertaken on an out- 
patient basis, but some ‘children require 
observation and are admitted. 

(d) Vocational assessment: Prelingually pro- — 
foundly deaf adolescents often leave school 
linguistically retarded, have poor oral skills and 
poor cognitive development, and are socially 
and emotionally immature. Their communica- 
tion difficulties prevent their.taking advantage 
of facilities for further education and vocational 
training, and they are denied many types of 
employment. Some cases are referred specifically 
for vocational assessment. 

(e) Psychological assessment: The relationship 
between prelingual profound deafness and 
intelligence is complex, and psychometric 
assessment presents many difficulties. It is im- 
portant that such assessment is undertaken by 
psychologists with experience in this field. 


2. Treatment 

Many of our patients, especially those 
admitted from other hospitals, but also from the 
community, have suffered varying degrees of 
isolation. The fact that members of staff and 
other patients are able to communicate with 
them is in itself beneficial. 

Patients suffering from formal mental illness 
coincidental to their deafness receive the usual 
forms of treatment, including individual and 
group psychotherapy and physical.methods of 
treatment where indicated. (Psychotherapy with 
persons suffering from prelingual profound 
deafness is a complex subject and will be dealt 
with in a later paper.) 

Most of the patients with disorders related to 
their deafness present with problems of beha- 
viour and adjustment. Described by Basilier 
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(1964) as suffering from ‘surdophrenia’, they 
are invariably immature, egocentric, labile or 
explosive personalities. Their language, oral 
skills, general knowledge, educational achieve- 
ments and work records are usually unsatis- 
factory; they may have disturbed family rela- 
tionships and are poorly integrated into society. 
These patients derive great benefit from the 
therapeutic environment, and especially from 
individual and group therapy, which enables 
them to gain insight into their problems and to 
develop increased social maturity. 

It would seem that almost all patients improve 
their communication skill, including many 
with developmental disorders of communication. 
The facilities available throughout the hospital 
are utilized for patients for vocational and 
rehabilitation training. 


3. Educational 

The unit has attracted many visitors, lay and 
professional, from this country and abroad. 

Social work students who intend to specialize 
in deaf work are accepted regularly for field- 
work placement and qualified nursing staff 
have been seconded from other hospitals for 
training. It is hoped that a residential post- 
registration course for nurses will soon be estab- 
lished. This course will cover the psychological 
and psychiatric aspects of deafness and include 
training in manual communication methods. 


STAFFING 

Facility in manual communication is not 
easily acquired and necessitates high motivation 
and understanding of the psychological implica- 
tions of deafness. However, because the majority 
of patients admitted to the unit have poor oral 
skills, it is essential that all the staff, including 
secretarial and domestic personnel, should 
acquire such ability. 


(i) Medical 

The unit is directed by a Consultant Psychi- 
atrist who acquired facility in manual com- 
munication in childhood in a residential school 
for the deaf where his father was Headmaster. 
In addition to the Medical Director there is a 
part-time Clinical Assistant and a Medical 
Assistant with main duties in the parent 
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hospital. However, the former has no training 
in psychiatry and the latter has, at the date of 
writing, just been appointed. Neither have any 
real ability in manual communication methods, 
and this precludes effective clinical involvement. 
The lack of effective medical cover presents 
problems during the Director's absence, and it 
Is obvious that more psychiatrists should obtain 
the necessary experience and training, not only 
to satisfy the requirements of the existing unit 
but in order that other regional units may be 
developed. It is hoped that trainee posts at the 
appropriate grade will be established in the 
near future. 


(ii) Nursing 

Communication between staff and patients 
has already been stressed—it is of fundamental 
importance if the nurses are to employ their 
skills effectively. 

Twelve months before opening the unit 
attempts were made to train nursing staff in 
manual communication methods. However, 
owing to duty arrangements, it was not possible 
for all staff to meet regularly. Furthermore, it is 
our experience that ability in finger spelling and 
signing is only acquired after continual efforts 
to communicate with deaf people. 

The first patients admitted were transferred 
from other hospitals and were all known to the 
Medical Director. They were thought to present 
no serious behaviour problems. This type of 
patient was accepted in order to help the 
nursing staff adapt to their new roles of working 
with profoundly deaf patients. In spite of these 
precautions, problems were soon encountered. 
It became obvious that many patients did not 
present problems in their parent hospitals 
because nobody communicated with them; 
many became overtly disturbed in their new 
environment where they were able to com- 
municate with others. Many problems arose as 
a result of misunderstanding between patients 
and staff, for at that time the Medical Director 
was the only member of staff with any ability in 
manual communication. 

The senior nursing staff consists of a Charge 
Nurse, Deputy Charge Nurse and Deputy 
Sister. Because of promotions there have been 
some changes in these posts, but the greatest 
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problem bas been that of junior nursing staff. 
Owing to overall shortage of nurses in the 
hospital, changes have been frequent, and this 
has made it impossible for many to acquire 
sufficient skill in manual communication me- 
thods to fulfil their full role. It is important to 
note the nurses’ comments that until they had 
some ability in manual communication the 
discussion of even the simplest of problems 
with patients often proved impossible. This led 
to frustration for both patient and nurse, 
leaving the patient dissatisfied and the nurse 
feeling inadequate. 


(iii) Psychologist 

The relationship between deafness and intelli- 
gence is a complex one. Failure to develop 
speech because of deafness is often mistakenly 
regarded as due to intellectual retardation 
(Denmark, 1966); on the other hand, the poor 
language development of the deaf child must 
have some retarding effect upon intellectual 
development. Psychologists should be aware of 
the problems presented by deafness and of the 
many pitfalls of psychological testing. 

There is a shortage of standardized tests for 
the deaf, both for intellectual and for personality 
assessment. Moreover, the communication pro- 
blems in the test situation create difficulties (a) in 
establishing a satisfactory relationship, (b) in 
explaining the nature of the situation and (c) in 
giving test instructions. 

It is of vital importance that appropriate 
test material is used. We have frequently seen 
psychometric assessment where verbally loaded 
test material has been employed, with dire 
consequences. M.T., aged. 19, was referred with 
a history of maladjustment and disturbed 
behaviour. He had undergone psychometric 
testing elsewhere and been given an Intelligence 
Quotient of 54. However, when non-verbal 
tests were employed he achieved an Intelligence 
Quotient of 114. 


(iv) Social Worker 

Social Workers for the Deaf receive training 
in manual communication methods and in the 
psychology of deafness. Many are now receiving 
generic training in addition. 

Our Social Worker was previously employed 
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as a Social Worker for the Deaf in the com- 
munity. He fulfils many roles in addition to 
those of formal social work. He acts as group 
therapy leader; as teacher of manual com- 
munication methods to other members of staff; 
and when necessary he acts as interpreter. 


(v) Teacher 

Many of the patients admitted have poor 
language, are educationally retarded, and have 
limited general knowledge. A part-time teacher 
of the deaf helps to correct these deficiencies. 


(vi) Occupational Therapist 

Formal occupational therapy is undertaken. 
In addition, many patients require vocational 
assessment, guidance and training. The unit 


has the services of a full-time Occupational 
Therapist and Occupational Therapist’s Aide. 


DISCUSSION 


In 1963, Kallmann wrote, ‘It may not bc 
generally known that capricious community 
attitudes towards human disability tend to be 
epitomized by a flagrant lack of understanding 
of what early total deafness means in matura- 
tional terms) It would seem that all the 
difficulties encountered in the establishing and 
running of our unit result directly or indirectly 
from the lack of awareness, in both lay and 
professional circles, of the unique problems 
presented by early profound deafness. 

The difficulties resulting from shortage of 
trained staff with ability in manual communica- 
tion methods has been discussed previously, but 
many additional difficulties have arisen because 
the unit is the only one of its kind in the United 
Kingdom. Table II shows the place of residence 
of patients at the time of admission according to 
Regional Hospital Board Area. The lack of 
psychiatric services for the deaf in other parts 
of the country has resulted in very long waiting 
lists for out-patients and for admission. At the 
date of writing there is a waiting time of twelve 
months, both for male admissions and for out- 
patients of both sexes at the London Clinic. The 
need for the further development of psychiatric 
services for the deaf on a regional basis has been 
stressed elsewhere (Denmark and Eldridge, 1969’. 

Discharged patients have on occasions pre- 
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sented themselves for readmission to the unit 
after having travelled long distances, only to 
find no beds available. They have been admitted 
to other wards in the hospital. We have had 
frequent requests for readmission from patients 
themselves, relatives, doctors and workers in the 
field. If readmission is thought necessary the 
patient's name is again put on the waiting list. 


"TABLE II 


Place of residence of patients admitted according to 
regional hospital board 


Regional hospital board 


North West Metropolitan .. 
North East Metropolitan 
South West Metropolitan °. 
South East Metropolitan 
Newcastle E 
Leeds .. 

Sheffield Er 

East Anglian 
Manchester .. 
Birmingham .. 
Liverpool 

Wessex 

Oxford v 

South Western e 
North Eastern Scotland 
South Eastern Scotland 
North Scotland e 
East Scotland 

West Scotland 

Northern Ireland 

Welsh Hospitál Board 


Total 
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Disposal frequently presents difficulties. Many 
patients are thought to need care and super- 
vision, yet do not require to be in hospital. 
Although the British Deaf and Dumb Associa- 
tion, the Royal National Institute for the Deaf 
and other voluntary organizations have some 
Homes for the Deaf, these cater mainly for the 
elderly and infirm. The North and East Lan- 
cashire Welfare Association for the Deaf has 
recently opened a hostel for young deaf persons 
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of both sexes in Preston, and some of these 
attend the unit on a day basis for assessment 
and for rehabilitation. In addition, the Royal 
National Institute for the Deaf is attempting to 
provide hostel accommodation for younger 
clients. The greatest disposal problems, however, 
occur when a patient is thought to require 
prolonged residence in hospital. If long-term 
patients are retained in the unit, there is a 
danger that we may become ‘silted up’. The 
alternative, to send or return patients to 
hospitals in their own areas, where they will be 
deprived of one of the most basic of all human 
needs, communication, is far from satisfactory. 
There is an urgent need for the training of 
personnel in this much neglected field, and for 
the further development of specialized psychi- 
atric services for the deaf on a regional basis. 


SUMMARY 
This paper describes a 26-bedded unit for 
deaf patients, the only one of its kind in the 
United Kingdom. The need for staff with 
ability in manual communication methods is 
again stressed, and some of the difficulties in 
developing and running such a unit are dis- 
cussed. We stress once more the need for the 
development of psychiatric services for deaf 

patients on a regional basis. 
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A Psychiatric Service for the Disturbed Adolescent 


By J. EVANS and W. P. ACTON 


. The recognition of the need for psychiatric 
services for disturbed adolescents led to the 
opening of the first two adolescent in-patients 
units in Great Britain in 1949. As a result of 
community pressures and active encouragement 
by the Department of Health and Social 
Security since 1964, an increasing number of 
units have opened. Although the provision of 
psychiatric services specially designed to cater 
for the adolescent has gained momentum only 
in the past three to five years, the demands of 
this section of the population is underlined by 
Rosen et al. (1965) who showed, in an American 
survey of 750,000 clinic patients seen in 1962, 
that approximately one-quarter were aged 
between’ ten and nineteen years—a number 
representing 6-2 per thousand adolescents of the 
population served. Similar figures, namely, 6:6 
per thousand (Kidd et al., 1968), were found in 
Aberdeen, and 5:6 per thousand (Henderson et 
al., 1967) were found in Edinburgh. Since an 
adolescent psychiatric service was opened in 
Edinburgh in 1967, there has been a continual 
increase in the demand for its services, as follows: 


Year New referrals 
1966 Fa 53 
1967 fe 81 
1968 133 
1969 180 
1970 224 


This suggests that the previous figures were an 
underestimate and that psychiatric disturbance 
amongst adolescents may be much greater than 
formerly estimated. Furthermore, such referrals do 
not indicate the demands for help that Approved 
Schools and children’s homes have made. 
The authors believe that psychiatric skills are 
most effectively deployed in these settings if the 
psychiatrist acts as a consultant to the staff, 
rather than by assessing and treating individual 
children (Evans, 1963). Even so, demands have far 
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outstripped the available supply of psychiatric 
time. 

Hardly any information exists on the adole- 
scent psychiatric population, although surveys 
have been made of in-patient adolescents 
(Warren, 1965; Annesley, 1961; Hartmann et al., 
1968), while epidemiological surveys have been 
carried out by Henderson et al. (1967), Kidd et 
al. (1968), and Csillag (1970). However, the 
present authors are not aware of any published 
survey by an adolescent unit in Britain of its 
population and its community. Since it seems 
that new adolescent units are being planned and 
opened with insufficient information about the 
type of disturbance for which they must cater, it 
was considered that relevant data should be 
collected. Accordingly a routine assessment was 
made of adolescents referred to the staff of the 
Y.P.U. In this paper some of these findings are 
presented. 


METHOD 


A consecutive series of 239 adolescents referred 
to the staff of the Young People’s Unit was 
assessed between 1 June 1968 and 30 October 
1969. The data were collected on an assessment 
form, principally during the initial clinical 
interview, which usually consists of a joint 
interview with parents and adolescent followed 
by separate interviews. 

The assessment form used was modified over 
two trial periods before being used in the survey. 
The authors saw 73 per cent of the referrals, and 
another.24 per cent of the remainder were seen 
by a third colleague. - 

The diagnostic classification used was based 
on that proposed by the Group for the Advance- 
ment of Psychiatry (1966). This classification, 
while not ideal, is the most thorough and pro- 
found currently available. Recent work by 
King and Pittman (1969) and Freeman (1971) 
confirms its usefulness. As with this system 
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adolescents can be classified under more than 
one diagnostic category, it was decided after the 
experience of two trial periods to use three 
separate rating scales, covering (i) the diagnostic 
category of mental illness, (ii) the presence or 
absence of personality disorder, and (iii) the 
presence or absence of mental retardation. 
Adolescents were also rated for the presence or 
absence of a number of specified symptoms. 

The diagnostic categories used are as follows: 
developmental crisis, including identity crisis; 
situational crisis; reactive disorder—a patho- 
logical reaction to events; developmental devia- 
tions; psychoneurotic disorder; psychotic dis- 
order; psychosomatic disorder; organic brain 
syndromes; no psychiatric illness; and other— 
used when the adolescent was rated as mentally 
retarded or had a personality disorder only. 

Personality disorders were divided into tension 
discharge disorders—that is, impulsive, poorly 
organized personality disorders—and others. 
Symptoms selected because of their frequency 
were: depression, anxiety, delinquent acts, 
work difficulties, learning difficulties, bodily 
symptoms, phobic symptoms, hypochondriasis, 
attempted suicide, pregnancy, drug abuse and 
serious drug abuse.* 

RESULTS 
Age; Sex; Referral; Diagnosis; Symptoms 

It was unit policy to accept referrals aged 12 
to 19 years of age. However, 39 per cent of all 
cases referred were 15 or 16 years of age, whilst 
70 per cent were aged 14 to 17 years.,The sex 
distribution showed twice as many males as 
females, with minor fluctuations only according 
to age. 

Inspection of the initiating source of referrals 
indicated that 43 per cent came from general 
practitioners, 14 per cent from psychiatrists, 
18 per cent from Courts, Probation Officers and 
solicitors, 5 per cent from child care age agencies, 
5 per cent from schools, 4 per cent from the 


* Detailed definitions can be obtained from the authors. 
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Poisons Unit, 4 per cent were self-referrals, while 
the remaining 7 per cent were from other sources. 

Diagnostic categories of youngsters, excluding 
personality disorders and mental retardation, are 
shown in Table I. 

Of the youngsters referred 70 per cent were 
classified as having a personality disorder, of 
whom 30 per cent were classified as Tension 
Discharge Disorder and 40 per cent as Other. 
Nine per cent of referrals were classified as 
suffering from mental retardation. Frequently 
occurring symptoms with sex distribution are 
contained in Table II. Since our original 
assessment the incidence of drug abuse has 
changed dramatically. A recent consecutive 
hundred referrals revealed an incidence of 20 
per cent drug abuse and 10 per cent severe drug 
abuse. 


Discussion 


Of the youngsters referred, 67 per cent were 
males and 33 per cent females, compared with 
62 per cent and 38 per cent females in the child 
psychiatric population in Edinburgh. The ratio 
is similar to that found by Rosen in the American 
survey, 1965, namely, approximately two males 
to one female between the ages of 12 and 15. 
As for age distribution, the peak age of referrals 
was 15 to 16 years. The probable reason for this 
is that this section of the population is regarded 
as too old for the child psychiatric clinics and 
too young for the adult services. This age 
group requires help of a specialized kind, not 
readily available in either adult or child 
psychiatric clinics, to deal with the complexity 
of adolescent disturbance; the need to deal with 
the family and not the youngster alone, and 
time is required for liaison with agencies such as 
Youth Employment Agencies. 

A breakdown of the referral sources reveals 
that less than half were referred by general 
practitioners, while one-third were referred by 
non-medical sources, underlining the manner in 
which adolescents present as social problems. It 


TABLE I 


Develop- Situa- 


Develop- Psycho- 


Organic Psycho- 


mental tional Reactive mental neurotic Psychotic brain somatic 
crises crisis disorder deviation disorder disorder syndrome disorder Other None 
96 49 13 7 3 8 I I 2 8 8 





BY J. EVANS AND W. P. ACTON 431 
Taste IT 
Selected symptoms 
Present 
Significant sex 
Total % % of males % of females difference 

Dep Task Se hse X» FS 
wd o um Ae 35 bes xs 
Delinquent acts .. i. - 47 54 33 x7 = 9°23 

P < :005 
Work difficulties .. ES id 47 48 45 N.S. 
Learning difficulties bes T 37 40 32 N.S 
Bodily symptoms .. x - 28 22 40 x = 8-88 

P < -:005 
Phobic symptoms a T 24. 21 29 N.S 
Attempted suicide oe EM 16 II 27 x? = 10°40 

P < -:005 
Hypochondriasis .. Se E 12 II 14 N.S. 
Pregnancy Pige toh a — — II — 
Drug abuse is M hs 9 15 41 N.S. 
Severe drug abuse x e I — — N.S. 
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should be noted that this figure remains an 
under-representation of the involvement of 
adolescent psychiatric services with non-medical 
agencies such as Approved Schools and 
children’s homes. In their assessment the 
authors considered it valuable to make a 
psychiatric diagnosis, but the difficulties with 
adolescent cases are well known, and the assess- 
ment of personality disorders is even more 
difficult (Walton et aL, 1970). It was not 
surprising that 49 per cent of the cases were 
diagnosed as developmental or identity crises, 
but what was unexpected was the high inci- 
dence (70 per cent) of adolescents who were 
considered to be suffering from personality 
disorders, whether of the impulsive Tension 
Discharge type, or others. A smaller percentage 
were regarded as undergoing a situational 
crisis, reactive disorder or psychoneurotic 
disturbance. 

In contrast, the combined incidence of 
psychotic disorders, organic and psychosomatic 
disorders is only 4 per cent. The incidence of 
schizophrenia in this age group is low. The 


figures for bed occupancy of adolescent schizo- 
phrenics in the Royal Edinburgh Hospital reveal 
a total hospital stay of 42 weeks only for schizo- 
phrenic patients aged 18 or less in one year, 
which parallels our experience. 

In contrast, g per cent were mentally retar- 
ded, and of these 60 per cent were referred from 
the Courts for a psychiatric report. 

It is on inspection of selected symptoms that 
one has more of an impression of the type of 
disturbance with which adolescents commonly 
present. The most frequent symptom was that 
of depression, namely, 64 per cent, although 
rated as ‘mild’ in two-thirds of the cases. This 
symptom was significantly greater (p < 001) 
in females. There was a similar incidence of 
anxiety though there was no significant sex 
difference. In general, our experience suggests 
that these symptoms were due to maturational 
and environmental stresses, and for that reason 
were reactive in origin rather than endogenous. 

Delinquent acts were frequently in evidence 
in this age group, though less frequently the 
reason for referral. No one acquainted with 
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adolescents will find the predominance in males 
(p < :005) surprising. Of the other symptoms 
and difficulties which occurred regularly in our 
clientele, work difficulties after leaving school 
and learning difficulties while still in study were 
very common, with no significant sex difference. 
In our practice, we were surprised to find the 
number of youngsters who had serious and 
crippling difficulties with their employment for 
psychological reasons. 

Bodily symptoms were quite common, but not 
severe. As such symptoms are often associated 
with a depression, it was not surprising that they 
were more common in females (p < -005). 
The same sex difference applies to suicidal 
attempts (p < -005). This figure, however, is 
an underestimate of its incidence in the adole- 
scent population, for during the period of the 
review approximately 180 teenagers were 
admitted to the Regional Poisoning Treatment 
Centre in Edinburgh because of overdose or 
self-injury, of whom only 1 1—that is, some of the 
more seriously disturbed—were referred to the 
Young People's Unit. It should be noted that the 
adolescent suicide rate is low in the Edinburgh 
region,and there were no teenage suicides in 1970. 

Amongst other symptoms, phobic symptoms 
were .reasonably common and sometimes 
crippling. This contrasted with hypochondriasis, 
which though not uncommon was of little 
significance in practice. Illegitimate pregnancy 
occurred in 11 per cent of the females referred, 
but was rarely the direct cause of referral. 

In this survey, the incidence of drug abuse 
was minimal, and caused little concern. But 
since completion of the survey, the picture 
has changed, and for that reason a sample of a 
recent hundred consecutive referrals was taken. 
It revealed that, with no change of referral 
policy, the incidence of drug abuse at a mini- 
mum estimate had doubled, while the incidence 
of serious drug abuse had increased from 1 per 
cent to 10 per cent. Clearly, one will have to 
deal with this adolescent problem, difficult and 
complex though it is. 
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CONCLUSIONS 

When an adolescent psychiatric service opens, 
there are constant and increasing demands for 
its service. Less than half of this demand comes 
from general practitioners, while increasing 
requests come from other agencies, and the 
need to involve the parents, as well as other 
agents, makes the assessment and treatment of 
adolescents time-consuming. Psychotic illnesses 
are rare. The symptomatology reveals a high 
incidence of depression and anxiety among 
youngsters, with delinquent acts, work diffi- 
culties and learning difficulties prominent. 

Recently there has been a rapid increase of 

youngsters involved in severe drug abuse. 

Recognition by the Departments concerned 
that there is a need for development of specialist 
adolescent services is supported by our findings. 

At present, these requests are hampered by 

lack of sufficient staff, which, in turn, arises out 

of the paucity of training programmes in 
adolescent psychiatry. 
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Psychiatric In-Patients and Out-Patients: 
A Reply to Mezey and Evans 


By D. G. MORGAN and R. M. COMPTON 


Department of Health and Social Security 
statistics show a steady rise in the use of out- 
patient services from the inception of the 
National Health Service; since the Mental 
Health Act of 1959, the numbers of new out- 
patient and clinic attendances have increased by 
one-third and one-fifth respectively (D.H.S.S., 
1971). However, as our knowledge of the actual 
functions of out-patient services and their 
relationship to in-patient care is at best only 
rudimentary, the recent article by Mezey and 
Evans (Journal, June 1971, 118, p. 609) is a 
much needed contribution towards evaluating 
these different facilities ofthe psychiatric services. 

Mezey and Evans examine the extent to which 
out-patient and in-patient services are either 
‘complementary’—dealing with different popu- 
lations in terms of diagnostic and socio-demo- 
graphic characteristics, or ‘substitutive’, dealing 
with populations similar in these respects. 
From their study they conclude that patients 
receiving out-patient care are a social and 
clinically distinct population, and that ‘the two 
facets of the hospital service perform, therefore, 
functions which to a large extent are comple- 
mentary’. 

The authors collected data supporting these 
conclusions from patient populations in the 
former borough of Edmonton during a twelve 
month period between 1963 and 1964. Com- 
paring their findings with material for some 
Regional Hospital Board areas, they advance 
two important claims: 

(1) “There is a definite suggestion of an 
inverse relationship for a given area between the 
rates for admissions and those for‘ out-patient 
consultations’, and (2) ‘an increase of new out- 
patient referrals, i.e. for diagnostic assessment, 
can prevent admission or prove an alternative 
to it’. Neither of these generalizations we 
believe is fully supported by their evidence. 
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The claims are based upon statistics relating to 
out-patient consultations and admissions for 
selected Regional Hospital Board areas. Of 12 
Regional Hospital Board areas in England and 
Wales for which data are readily available, 
Mezey and Evans cite 1964 data for only three 
Regions. While they admit these are ‘extreme 
figures’ they also happen to offer the most 
support for their hypothesis. If all Regions are 
taken into account, the correlation between 
admissions and what they use as data represent- 
ing out-patient services, is reasonable and 
negative (r = —o-696; df = 10; p < 0-1). 
However, these latter data they describe in the 
heading to Table X as being ‘new out-patients 
per 1,000 of population’, but in fact this is not 
the case. Perhaps inadvertently, the figures used 
relate to an index devised by the D.H.S.S. to 
compare the amount of in-patient care with that 
given in out-patient clinics—gross out-patient 
attendances per 100 in-patient days—and not 
new out-patient attendances as claimed. The 
actual correlations between admission rates and 
out-patient rates for all Regions for several 
years are shown in Table I. More recent 
D.H.S.S. statistics are useful in allowing an 
extension of this analysis to the level of psychi- 


TABLE I 


Product-moment correlations between admission rate and 
new out-patient rate for hospital regions in England and 
Wales 





Hospitals included Correlation 





1964, R.H.B. hospitals only 

1966, R.H.B. hospitals only 

1969, R.H.B. hospitals only 

1969, R.H.B. and teaching 
hospitals 


—0:077; df = 10; ns 
-F0:039; df = 10; ns 
+0-194; df = 10; ns 


+o:185; df = 10; ns 





Sources: Ministry of Health (1968). 
D.H.S.S. (1969, 1970). 
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atric hospitals and units having defined catch- 
ment areas; these figures are shown in Table II. 
There is considerable variation in the levels of 
new out-patients and hospital admissions be- 
tween one Region and another, and even 
greater variation between one hospital and 
another. Nonetheless, although no significant 
correlation exists for all Regions, there is a 
small one for individual hospitals, but it indi- 
cates a direct relationship, not an inverse one. 


'TABLE II 
Produci-momeni correlations between new out-patient rate 
and admission rates for individual hospitals in England 
and Wales 








First 
Hospitals Admission admission 
included rate rate 
1966, 98 hospitals +0-256 +0:254 
df = 96 df = 96 
: p«ooo p<o-oo1 
1969, 99 hospitals +0-216 
df = 97 Not 
p < 0-00! available 





Sources: D.H.S.S. (1969, 1970). 


Fuller analysis for a number of years fails to 
support Mezey and Evans’ main hypothesis, 
which predicts a tendency for admissions to 
decline as out-patient consultations increase. 
On the contrary, it suggests that a high rate of 
new out-patients at a hospital is likely to be 
associated with a high rate of admissions. Nor 
is this altogether surprising: in some areas it is 
usual practice for in-patients to be discharged 
to out-patient clinics for follow-up consulta- 
tions and thus be counted as new out-patients: 
6 per cent of out-patients in Kessel and Hassall’s 
Plymouth study (1965) were-referred in this 
way, and 26-32 per cent of in-patients were dis- 
charged into out-patient treatment at Black- 
burn (Silverman, 1968); Mezey and Evans, 
however, do not include follow-up cases in their 
survey. Conversely, many in-patients are ad- 
mitted from out-patient clinics, indeed 30 per 
cent of the author’s in-patient sample were 
admitted from clinics; 22 per cent of out- 
patients included in Kessel and Hassall’s study 
were admitted during the course of a year, and 
26-6 per cent in North East Scotland over a 
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similar time period (Baldwin, 1971). This two- 
way traffic is likely to contribute to a tendency 
towards a direct relationship between new out- 
patient and hospital admission rates. 

What is striking, however, is not so much a 
tendency towards a direct relationship, but the 
enormous variation between hospitals and 
Regions in the rates of admission to different 
treatment facilities (D.H.S.S., 1970). Table III 


Tase III 
Treatment rates for four contrasting hospitals, 1969 


Rates per 
1,000 population 


Region Hospital out- Admis- 

patients sions 

Leeds Stanley Royd 
group 1:58 2:5 

S.W. Holloway 

Metropolitan Sanatorium 2:72 7'4 
Welsh St. Cadoc’s 9:36 9-0 
Wessex St. James’ group 8:92 4'1 


Source: D.H.S.S. (1970). 


shows contrasting hospitals which illustrate this 
clearly. It is unlikely that these wide variations 
can be adequately accounted for by gross 
differences in morbidity between catchment 
areas; they are more likely to follow from local 
differences in the resources and organization of 
hospital services, varying admission policies, 
and different referral practices from the large 
pool of psychiatric morbidity existing in the 
community (Shepherd et al., 1966). 

The flow of patients between out-patient 
clinics and psychiatric hospitals throws some 
doubt on Mezey and Evans' claim to have 
demonstrated that in-patients and out-patients 
constitute two clinically and socially distinct 
populations. They admit there is some overlap 
between the two populations; but what is in , 
question is the extent of this overlap, and hence 
the extent to which the two facets of hospital 
service have complementary or substitutive 
functions. 

They report clear clinical differences between 
out-patients, and in-patients, and between out- 
patients not admitted and those subsequently 
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admitted, in the distribution of cases of schizo- 
phrenia, organic and personality disorders and 
psychoneurosis. However, the largest diagnostic 
category in their survey, affective disorders, 
which includes almost half of the total sample, 
contributes much the same proportion to out- 
patients (46-9 per cent) and hospital admissions 
(41:9 per cent) Again, out-patients diagnosed 
as cases of affective disorders were subsequently 
admitted to hospital in exactly the same propor- 
tion as their representation in the total out- 
patient population (46-9 per cent). If there are 
clinical differences between in-patients and out- 
patients, and those in-patients admitted from 
out-patient clinics, there is also considerable 
overlap. A measure of clinical severity, which 
the authors do not include as a dimension of their 
study, would perhaps allow a finer distinction 
to be made between these populations. 

Social differences appear to be much less 
marked. The elderly, the single and ‘previously 
married? are very slightly under-represented in 
the out-patient population, while the social class 
composition of the two groups is much the same. 
Comparison between out-patients who were 
subsequently admitted and those not admitted 
is not made. 

The differences revealed by the indices used 
by Mezey and Evans do not unequivocally 
demarcate two clinically and socially distinct 
populations. On the other hand, the data 
collected make it difficult to say to what extent 
the populations overlap, and hence decide the 
extent to which in-patient and out-patient 
facilities are substitutive or complement each 
other. 

Our criticism of Mezey and Evans’ thesis is 
not that an expansion of out-patient services in 
a given arca will not for some cases prevent 
hospital admission or prove an alternative to it, 
but rather that the indices of a patient's clinical 
and social characteristics used in their study 
do not adequately account for the distribution 
of a large proportion of patients to different 
facilities. They are aware that social and 
domestic situations are likely to be involved in 
the referral and disposal of patients, but the 
socio-demographic data they collect, while basic, 
are insufficiently sensitive to discriminate 
between the overlapping populations of hospital 
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and out-patients. That it is possible to make 
discoveries important to the clinical manage- 
ment of psychiatric patients by using more 
sophisticated social indicés is shown by studies 
such as those by Brown et al. (1962) and Wing 
and Brown (1970). 

A similar criticism can be made against their 
use of diagnostic categories as the only clinical 
dimension; a more sensitive measure of clinical 
severity within diagnostic categories would have 
made it possible to estimate the importance of 
other factors held to account for the distribution 
of the patient population: the evenly distributed 
and large category of ‘affective disorders’ is an 
obvious case in point. Similarly, a comparison 
of measures of severity between patients admit- 
ted as in-patients after referral to out-patient 
clinics and those not so admitted would be 
particularly interesting. It might suggest that a 
high rate of new out-patient referrals results 
from a large number of cases of mild disorder 
that are referred to psychiatrists for whom 
admission to hospital is in any case an unlikely 
alternative. This tendency would inflate the 
rate of new out-patients but have little or no 
effect on the rate of hospital admissions, suggest- 
ing the possibility of an inverse relationship but 
not entailing the inference that ‘an increase of 
new out-patient referrals . . . can prevent 
admission or prove an alternative to it. This 
conclusion could only be drawn from a com- 
parison of clinically matched populations. 

Finally, the entry of cases to different patient 
statuses is influenced by the patbs by which 
patients reach psychiatric care. Mezey and 
Evans show, for example, that patients referred 
by G.P.s are more likely to be seen at out- 
patient departments, whereas referrals involving 
Mental Welfare Officers and legal authorities 
are more likely to be admitted directly to 
hospital. The referral careers of mental patients 
are contingent upon a complexity of social and 
clinical factors: an adequate evaluation of the 
functions of psychiatric facilities in different 
areas would require a detailed analysis of the 
modes and circumstances by which people 
come to be referred to these different services. 

If these considerations are taken into account, 
together with the use of more sensitive clinical 
and social measures, it might become possible 
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to account for a greater part of the distribution 
of patients between services, and at the same 
time give a clearer understanding of the extent 
to which the management of psychiatric dis- 
order is based upon the characteristics of the 
patient, or his illness. 
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Institute of Group Analysis. 


Information from The Hon. Training 
Secretary, 88 Montagu Mansions, 
W1H 1LF. Telephone: 01-935 3085. 
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years, told by the editor, Dr Muriel 
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D. W. Winnicott 


Over a period of several decades, Dr 
Winnicott evolved a personal way of 
relating to and communicating with 
children, and up to now only a few of 
these consultations have been printed. 
This important book presents a repre- 
sentative selection of his work in this 
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the drawings that are so fundamental to 
his therapeutic consultations. 

(L.P.A.L. 87) £4.50 


‘He has not blinded us with science but 
has expressed, albeit in unfamiliar 
language, what will surely soon be seen 
as common sense.’ 

Times Literary Supplement 
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The Measurement of Work Performance of Psychiatric 
Patients: A Reappraisal 


By A. J. CHEADLE and R. MORGAN 


In a previous paper (Cheadle et al., 1967) we 
described a form in use in this hospital since 
1961 for rating the work performance of psychi- 
atric patients. The form was shown to possess 
adequate inter-rater reliability and predictive 
validity, but it had certain shortcomings which 
we have tried to remove in a revised version. 
This (Fig. 1) consists of 16 items of work 
behaviour each rated on a five point scale and 
scoreable by awarding o for each tick in the 
left hand column, 1 for each in the next column 
and so on, 4 being given for each tick in the 
right hand column. The lower the score the 
better the performance. 

This revised form has now been in use in this 
hospital since July 1966, and we present below 
our findings derived from its routine use and 
from some special trials. 


METHOD AND RESULTS 


Ability to predict success or failure on discharge 

All patients (a) fully discharged since 1966 
and (b) whose work performance in hospital 
had been rated on the form before their dis- 
charge were included, and the sample contained 
82 names. The case records were consulted and 
those of 71 patients were found to contain 
follow-up data adequate to our purpose. The 
other 11 patients were written to, and 7 replied. 
We have information therefore on 78 (95 per 
cent), and these were classified into success and 
failures according to their work record after 
discharge. Successes (a) started a job (in open 
employment) within four weeks of discharge, 
(b) were still at work, though not necessarily in 
the same job, six months after discharge, and 
(c) had in the meantime worked without a 
break of more than a fortnight. Those who did 
not satisfy all three criteria were counted as 
failures. 


Each patient’s last work report in hospital 
was consulted. Mean scores on each of the 
sixteen items and mean total scores were 
calculated for the two groups, and the results 
are shown in Table I. Current behaviour scores 
are included (Wing, 1961). There was a 
significant difference between the mean total 
scores and between the mean scores of 5 of the 
16 items; these denoted persistence, eagerness 
to work, welcoming supervision, initiative and 
getting on well with others. There was also a 
significant difference in socially embarrassing 
behaviour, but not in social withdrawal. These 
qualities describe a person who is keen, co- 
operative and easy to handle, though slow and 
not very skilful. The type of jobs to which these 
patients went required just such qualities. 


Correlation of in-patients’ earnings with work score 

Most of the in-patients are paid on a piece- 
work basis. On the whole those with the highest 
pay should be the best workers. We were able 
to correlate average pay with work score in two 
samples. In the first (N = 56) the average 
weekly pay over a period of six months was 
£1.36 (range 83p to £1.90) and the mean work 
score for the same period was 30 (range 16-55). 
Rho = 0:416, t = 3:33, ‘01 > p > ‘oor. In 
the second sample (N — 30) the average pay 
was £1.46 (range 66 p to £1.84) and the mean 
work score 21:5 (range 7-41). Rho = 0-464, 
t = 2:76, p < ‘Ol. 


Inter-rater trials 

We did four inter-rater trials, and they all 
produced similar results. In the first we used 
three charge nurses as raters and asked them to 
rate nine patients once a month for two months. 
In the second we extended the trial to include 
state-enrolled nurses and got all the staff on one 
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E WORE REPORT 
NAME UNIT 


PERIOD COVERED TO 
WORK DONE 





1 Does complicated jobs Can only do simple jobs 





2 Grasps instructions quickly 
3 Works very quickly , 


4 Works continuously 
5 Eager to work 


Cannot grasp instructions 





Works very slowly 
Works for short periods only 
Avoids work 


Clumsy with hands 
Cannot use tools /equipment 
Gets on badly with other people 


Does not communicate 





| 7 Needs no supervision 
[10 Always uses good judgement | 


411 Excellent standard of work 
12 Skilful with hands 
Uses tools /equipment well 


Pf LLLI | | ù| | | | [inclined to B 


LLLI LLLLLLLLIJseese | 








Gets on well with other people 











Communicates spontaneously 





Never arrives late or leaves early Always arrives late and leaves early 


i GRAND TOTAL (0-64) 


ee ee le oP ee aa applies: O 
[ | | | | et S l  inelined to A 
pe ee ITE p About midowa 


REMARKS 


Supervisor 


Date:- 


workshop (two charge nurses and 4 S.E.N.s) to natural changes in the patients’ performance. 
rate ten patients on the same day. This appeared Details of the product-moment correlations and 
to be the most reliable method, as it ensured that the differences in the means of the total scores 
all the patients were rated over a very short can be found in Table II. The six raters pro- 
period, eliminating any differences due to duced 15 pairs of ratings which could be 
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TABLE I 
Mean behaviour and work scores of 78 patients before discharge success or failure after discharge 


Successes Failures Difference 


N=38 N=4o _ of means t P 

Social withdrawal score .. zu ys .. 0:580 0-825 0:295 I'OI N.S. 

Socially embarrassing behaviour score .. .. 0:000 0-125 0*125 2-06 «0*05 
Work score: 

1. Complicated tasks 17552 1-600 0:048 0°25 NSS. 

2. Grasp instructions 1:158 1:175 0:017 0-09 N.S. 

3. Speed .. EN 1'421 1'750 0*329 1°44 N.S. 

4. Persistence  .. 0:815 1*525 0-710 2:84 «Oo'01 

5. Eager to work «e 1-000 1*500 0-500 2:50 <0'02 

6. Attitude to supervision o-868 1:375 0*507 2:25 «0:05 

7. Need of supervision .. I:71O 1:825 0*115 0:46 N.S. 

8. Change jobs 0°973 1*325 0:352 1°59 N.S. 

9. Initiative 1:296 2-025 o: 789 3:26 «0:01 

10. Judgement . vs - e .. 1-500 1:600 0'100 0°59 N.S. 

II. Standard of work .. E on ~. I*815 1'400 0:085 0*45 N.S. 

12. Dexterity s vs . 1:526 1'425 O*IOI 0°53 N.S. 

13. Use of tools 1:184 1'350 0:166 0:89 N.S. 

14. Get on with people 0:894 1'550 0:656 2:80 «CO*OI 

15. Speak to people I'447 1:725 0:278 I'00 N.S. 

16. Time-keeping A 1*000 I'225 0:225 1*07 N.S. 

Total 19:605 24°375 4°770 2-08 «0:05 


Tass II 


The significance of the correlations of the total scores 
between all possible pairs of the six raters in Trial 2 




















Raters B [e D E F 
A * *** we * ck 
B * * ** * 
C ** ** ** 
D Mock =m 
E ** 





* The correlation was not significant at the 5 per 
cent level. 

** The correlation was significant at the 5 per cent 
level but the means of the total scores were signi- 
ficantly different. 

*** The correlation was significant at the 5 per 
cent level and the means of the total scores did not 
differ significantly. 


correlated, and 11 of these were significant. 
However, six of these significant correlations 
were around significantly different means. This 
shows that the raters agreed on the relative 
merits of the patients, but were using the form 
differently and scoring consistently either higher 
or lower. Four of the five non-significant corre- 
lations. involved rater B, who disagreed with 


four other raters on the relative merits of the 
patients and scored consistently lower than all 
of them. 

So far we have been concerned with the total 
score awarded by raters. While this provides a 
useful summary of the patient’s performance, it 
gives no indication of inter-rater reliability for 
the individual items on the form. When we 
examined the scores awarded by all the raters 
to all the patients for each item, we found that 
there was 45 per cent total agreement to the 
precise mark on the five-point scale, and if we 
allowed raters to agree to within one point this 
rose to 93 per cent. 


DISCUSSION 


To increase the reliability of rating scales 
Knowles (1963) recommends three things. The 
people concerned should (a) be acquainted with 
the scales, (b) be given training in their use and 
(c) be able to discuss among themselves any 
difficulties of interpretation which may arise. 
In trial 1 (a) and (c) could be said to apply, 
but in trial 2 they applied to only two nurses, 
and for the other four only (c) applied. When the 
form was revised the wording of the extremes of 
each item was meantto be as absolute as possible, 
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so that a patient's score would be based on his 
performance compared to these two extremes 
rather than to some hypothetical average or 
indeed an actual average patient in the work 
situation. We discovered from these trials that 
staff had not used the form in the way we 
intended, and it became obvious that the precise 
agreement between raters was so low because 
they were using different yardsticks to arrive at 
a score. For this reason we thought it worth 
while to do two more trials in a different work- 
shop using 10 staff (3 charge nurses and 7 
S.E.N.s). In between these two trials we gave 
formal instruction on the use of the form, but 
we have to report that there was no improve- 
ment in the percentage of precise agreement over 
the three days between instruction and the last 
trial. It is possible that after further instruction 
and experience, agreement would be more 
precise, and we reproduce these instructions in 
the Appendix. 


SUMMARY 


A method of rating the work performance of 
psychiatric patients has previously been de- 
scribed. A revised version of this method has 
now been in use for nearly five years. This 
revised version is described, together with 
instructions for its use, and data are given 
about its predictive validity and inter-rater 
reliability. 
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APPENDIX 
INSTRUCTIONS FOR THE Use OF THE Wonk REPORT 
General principles 

1. The 16 questions are worded in such a way that 
the two extremes (A and B) are easy to define in an 
absolute rather than a comparative way. This makes 
it reasonably easy to decide whether a patient is A, 
B or about midway. If he is none of these, then he 
must be inclined to A or B. 

2. Forget about the ‘average patient? and com- 
parisons with him. Let the words printed on the 
report set the standard. 

3. Consider each question separately without 
thinking, for the time being, of the others. When you 
have marked it, go on to the next one and consider 
this all by itself again. Avoid the tendency to be lured 
into one column. 

4. The patient may well have changed during the 
period under review. This makes it more difficult to 
mark him according to his usual performance for 
most of the time but this should be your aim. If 
performance on different jobs, or at different times, 
is so extreme that you cannot possibly decide on the 
‘usual’, make out two reports and explain in the 
remarks what you have done and why. 

5. The work report is not meant to be a test of the 
rater’s knowledge of the patient but to be an accurate 
assesament of all aspects of his work. In order to 
achieve any degree of accuracy it is necessary to 
consult with all members of the staff that have been 
involved with the patient’s work and make full use 
of their comments on the back of the form. 

6. In some cases, some of the questions do not apply 
to a particular patient in a particular situation. For 
instance, the use of tools and equipment by many 
patients on C.S.S.D. If the mark is omitted this will 
distort the total score, so score the patient in the 
middle column and put a circle round the tick to 
indicate that the question is not applicable. State 
what you have done, and why, in the remarks. 

7. Some of the questions are quite specific and the 
two extremes mean exactly what they say. Others, 
however, leave a lot more to the imagination and it 
should help if we set certain standards for these. 


Questions which nsed some standard to be set 

1. Complicated tasks. This does not mean the most 
complicated task in the workshop at any particular 
time. The best indication as to whether a job is 
complicated or not can be found in the Kardex 
system where all jobs are rated 1 (simple) to 5 (com- 
plicated). This should enable you to mark the exact 
column in the 5 point scale. (A job rated 1 is scored as 
4 and a job rated 5 is scored o.) 
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3. Works very quickly should only apply to patients 
who would be able to earn a living in the community 
by virtue of their speed. Works very slowly would apply 
to patients who are not able to earn say 50p here 
because of their slowness. 

4- Works continuously means exactly what it says and 
should not be related to speed. If a patient works very 
slowly but continuously he should score o. (He will 
score 4 for slowness.) The patient who works for short 
periods only is difficult to define but he is the one who 
has stopped work whenever you look around. 

5. Always uses good judgement. A humble level of this 


A. J. Cheadle, R.M.N., Research Assistant, 
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quality may be called for more often than is realized 
in doing simple repetitive jobs. It is required when- 
ever a patient is faced with the possibility of having to 
reject a proportion of raw materials as sub-standard or 
defective; and whenever a patient is required to decide 
if the quality of his own or another patient’s workman- 
ship is good enough. His success or failure in doing 
whatever is appropriate in these situations depends 
upon his exercise of judgement and should be scored 
accordingly. The only time that the question is not 
applicable is when the job literally requires no 
judgement. 


R. Morgan, M.B., M.R.C.Psych., Director of Rehabilitation, 


St. Wulstan’s Hospital, Malvern, Worcestershire 


(Received 23 July 1971) 
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A Case of Oxazepam (Serenid D) Dependence 


By S. M. HANNA 


INTRODUCTION 

There is evidence that dependence can 
develop to tranquilizers and that they can 
cause states of physical dependence similar to 
those obtained with barbiturates. Withdrawal 
manifestations are usually less severe and of 
shorter duration. They include agitation, rest- 
lessness, tremor, muscle twitching, insomnia, 
anxiety, depression and confusional states with 
disorientation. After high doses hallucinations, 
delirium and convulsions can occur. 

Meprobamate and chlordiazepoxide are 
specially liable to cause dependence of the 
barbiturate type, ie. the desire to continue 
taking them is ‘strong’ rather than ‘over- 
powering  (B.M.j. Leading article 1964). 
There have been reports of meprobamate 
dependence (Haizlip and Ewing, 1958; Little, 
1963). Probably there is less risk of drug de- 
pendency to one of the diazepines derivatives 
than to meprobamate and barbiturates; however, 
it does occur in predisposed individuals. 

Cases of dependency to benzodiazepine 
derivatives have been reported mainly for 
chlordiazepoxide and diazepam. Withdrawal 
reactions to these drugs have also been reported 
(Hollister et al, 1961, 1963; Guile, 1963; 
Barten, 1965; Krypsin-Exner, 1966; Bakewell 
and Wikler, 1966; Essing, 1966; Gordon, 1967; 
Ewing and Bakewell, 1967). 

Oxazepam, although a benzodiazepine deri- 
vative, has not so far been reported to cause 
dependency. Only one case of possible oxazepam 
withdrawal psychosis was found in the literature 
(Selig, 1966); in that case other drugs were also 
being given and these could have been re- 
sponsible. The rarity of published reports of 
oxazepam dependence may be due to the less 
frequent use of this drug in therapy as com- 
pared with tranquillizers of similar chemical 
composition. To emphasize the reality of such 
dependence the following case is reported. 


Case REPORT 


D.C. was a male skilled technician, aged 29. He 
was the youngest of two boys. There was no family 
history of mental illness. He was average at school 
and had six ‘O’ levels. He left school at 16 and had 
several jobs varying from insurance clerk and office 
work to metal window frame factory work. He started 
his present job six years ago. He had been married 
nine months. 

The first episode of illness started nine years ago, 
when he became anxious, tense, worried and low 
spirited. He recovered after a few weeks without 
medical help. He stayed well for six years, then he 
had a similar but more severe episode. He stayed 
away from work for eight months and was treated by 
his own doctor. He again recovered. A year later (i.c. 
two years ago) his present illness started. He began to 
feel tense, worried, tired and low-spirited. He suffered 
from lack of concentration, loss of interest and lack of 
confidence. He consulted his own doctor, who 
prescribed oxazepam (Serenid D) for him, starting 
with a dose of 15 mg. t.d.s. which was increased to 
30 mg. t.d.s. In spite of the high dose, he was asking 
for more, and his doctor realized that he was becoming 
dependent on the drug. This was nearly 18 months 
after he had been on it. He was then referred for the 
first time to a psychiatrist, who diagnosed an anxiety 
state with mild depression. Oxazepam was dis- 
continued and replaced by amitriptyline 25 mg. t.d.s. 
and D.C. started to attend as an out-patient. Within 
a short time he developed a severe reaction, which 
seemed to be due to oxazepam withdrawal. He 
became very anxious, agitated and depressed, and 
stopped going to work. Amitriptyline was dis- 
continued; Parstelin (one tablet twice a day) was 
started, and oxazepam, ro mg. t.d.s, was given 
again. He felt much better and went back to work, 
still attending the out-patient clinic. Three months 
later he complained that he could not manage on so 
little oxazepam; he asked for increasing doses and 
was full of reasons why the next few weeks were 
going to be particularly important to his career. As a 
temporary measure the dose was increased to 30 mg. 
td.s. then to 30 mg. q.d.s., and Parstelin was dis- 
continued. At this time the patient was seen by the 
author in the out-patient clinic. The patient tried to 
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take advantage of a new doctor. He wanted to 
continue with as bigh dose as possible of Oxazepam 
as it was the ‘only drug which did any good’. By then 
he had been taking it for nearly two years, and all 
efforts to discontinue the drug had been unsuccessful. 
He was in fact taking more than the prescribed dose 
of go mg. q.d.s., as he sometimes got the drug from 
both the hospital and his own doctor. Oxazepam was 
therefore reduced to 15 mg. t.d.s. and trifluoperazine, 
2 mg. t.d.s. was added. His anxiety and apprehension 
increased at the prospect of oxazepam being stopped 
altogether, and 80 it was arranged for him to attend 
the clinic weekly for supportive psychotherapy. The 
oxazepam was discontinued three weeks later and 
he now took Trifluoperazine only. His condition 
deteriorated, he became extremely anxious, agitated 
and quite depressed—he stopped going to work 
altogether and stayed at home; he said he could not 
concentrate on his job. Imipramine 50 mg. t.d.s. was 
given for the depression; trifluoperazine was dis- 
continued and chlordiazepoxide was given in a high 
dose of 20 mg. t.d.s. A week later he said he felt much 
better, but it was obvious that we had replaced an 
oxazepam with a chlordiazepoxide dependence; the 
chlordiazepoxide was therefore reduced to 10 mg. 
t.d.s. Two weeks later the patient again became 
anxious and agitated and asserted that the chlor- 
diazepoxide was not as effective as the oxazepam; 
this confirmed our fear that chlordiazepoxide 
dependence was developing, so the drug was dis- 
continued. The patient was still very anxious and 
depressed. As he had now been on imipramine for 
over four weeks and was still depressed, this was 
discontinued, and amitriptyline 50 mg. t.d.s. was 
tried. At the same time the drug firm was approached, 
and a placebo that looked identical to oxazepam was 
supplied. The patient was given two weeks’ supply of 
this and was told it was oxazepam, only the author 
being aware that it was not. The patient was very 
pleased to think that he was having oxazepam again, 
but a week later his wife asked to see me urgently, 
and complained that the patient had become worse 
and that the tablets were not effective, her husband's 
condition being as bad as ever. A few days later the 
patient himself was seen. He was, as before, agitated 
and depressed. He said that he was surprised that 
the oxazepam he had been taking was not effective 
this time, he had several times taken double the 
prescribed dose but still without much benefit. As he 
was quite depressed and had responded to neither 
imipramine nor amitriptyline, it was decided to try 
a monoamine oxidase inhibitor, and phenelzine 
30 mg. t.d.s. was prescribed. 

À week later he started to feel much better, and 
within three weeks he became quite well. He was no 
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longer depressed and his anxiety was much less. 
The phenelzine was gradually reduced to 15 mg. b.d. 
over a period of six weeks and his attendance at the 
clinic was also gradually spaced out. When the author 
left the area the patient had been well for seven 
months, without oxazepam and with no medication 
at all for the last three months. 


COMMENT 

This case shows clearly that oxazepam de- 
pendence does occur. It is in this respect like the 
other benzodiazepine derivatives, chlordi- 
azepoxide and diazepam. It is not as widely 
reported as the other two probably because it is 
not as commonly prescribed. Withdrawal 
manifestations occurred in the form of severe 
agitation, anxiety, attacks of panic and de- 
pression. Although in this case these manifesta- 
tions were in some ways similar to those of the 
patient’s underlying illness, it is probable that 
they were withdrawal symptoms. In support of 
this view is the fact that they occurred immedi- 
ately after withdrawal of the drug and were 
each time alleviated by its reinstatement. 
Moreover, only certain symptoms became 
distinctly severe when the drug was dis- 
continued, namely depression and agitation. 
The severe attacks of panic which were never 
seen during the original illness, appeared 
for the first time immediately after the drug 
withdrawal and became a constant feature 
whenever the drug was discontinued. The 
patient became so fearful of meeting people 
that he stayed at home and stopped going to 
work. That the oxazepam dependence was not 
psychological was clearly demonstrated by 
replacing the drug with placebo, which proved 
quite ineffective. The depression did not 
respond to either imipramine or amitriptyline, 
but responded to an amino-oxidase inhibitor. 
Whether the depression was a withdrawal 
symptom or a manifestation of the original 
chronic anxiety state is difficult to say; nor can 
one be certain whether the monoamine oxidase 
inhibitor acted through treating the depression 
which was a withdrawal symptom, or whether 
it was effective on the underlying anxiety state. 


SUMMARY 


A case of oxazepam dependence with with- 
drawal symptoms has been described. These 
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were not relieved by a placebo. A monoamine 
oxidase inhibitor (phenelzine) releved the 
withdrawal symptoms and probably the drug 
dependence. 
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Neurological Anomalies in XYY Males 


By M. J. G. HARRISON and T. G. TENNENT 


A high incidence of men with the 47 XYY 
karyotype has been repeatedly demonstrated 
amongst inmates of prisons (Bartlett et al., 1968; 
Griffiths et al, 1967) and institutions of psycho- 
logically abnormal offenders ( Jacobs et al., 1968; 
Casey et al, 1968). Although genetic surveys 
of the newborn suggest that there must be many 
more males with this karyotype who remain 
undetected in the general population, the high 
incidence of this karyotype amongst these 
highly selected groups remains unexplained. 
The initial hypothesis that the extra Y chromo- 
some was associated with aggressiveness no 
longer appears tenable, at least in its extreme 
form, as studies indicate that men with this 
karyotype are less aggressive than other men 
in the same institution (Price and Whatmore, 
1967). It has also been suggested (Hunter, 
1966) that because of their increased stature 
they are more likely to be seen as aggressive 
and dangerous, and that emotional disturbances 
arise from problems consequent to being tall. 
Forssman and Hambert (1969) have suggested 
that some cerebral abnormality might account 
for the behaviour of these individuals, and 
point to reports of EEG abnormalities as being 
in keeping with this. In support of this idea, 
Daly (1969) has reported finding neurological 
abnormalities in 10 out of 12 XYY males that 
he examined. He further suggested that neuro- 
logical deficits might prove valuable in identi- 
fying individuals of this karyotype. Criticism 
has been made of such conclusions (Kessler and 
Moos, 1970) on the grounds that all such 
studies have been carried out on patients in 
special institutions, and that the prevalence of 
similar abnormalities in the rest of these 
populations is not known. The following report 
describes neurological findings in 23 XYY men 
and in a group of patients with a 46 XY karyo- 
type from the same institution, matched in 
respect of age (6 months), intelligence (15 points 
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on WAIS), and length of stay (within two years). 
All patients were from Rampton and Moss Side 
Hospitals (two of the English Special Hospitals) 
and had been karyotyped in a previous survey 
(see Casey, 1971). Apart from those on anti- 
convulsant medication, all patients had been off 
drugs for at least the preceding four weeks. 
Controls and index cases were seen in a random- 
ized order by one of us (M.J.G.H.) who did 
not know at the time of examination to which 
group the patient belonged. The neurological 
anomalies detected in the two groups are shown 
in the table below. 





TABLE I 

Abnormalities 
Patient Chromosome Previous 
no. complement Neurological history 





I 47 XYY  WastedL.calf Poliomyelitis 


Asymmetrical and epilepsy 
U.L. reflexes in childhood 
2 47 XYY Intention tremor 
non-dominant 
U.L. 
3 47 XYY Unsteady 
heel-toe 
5 47 XYY R. homonomous Cerebral 
hemianopia haematoma 
evacuated 
6 47 XYY Unsteady 
heel-toe 
7 47 XYY R.ulnarnerve Fractured arm 
lesion 
Controls 
12 46 XY Intention tremor 
non-dominant 
U.L. 
16 46 XY Pes cavus 
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Two index cases and three controls showed a 
physiological tremor, and three index cases and 
no controls showed functional disorders (e.g. 
unilateral glove and stocking sensory loss). The 
occurrence of neurological abnormalities in this 
group of XYY males is much lower than in 
Daly's study, and the persistent pattern of motor 
dysfunctions described by him were not appa- 
rent. Although there were more neurological 
abnormalities amongst the XYY cases than 
amongst the controls, the numbers are too small 
to allow the significance of these differences to 
be assessed, and in three cases there was a 
possible explanation for the anomaly in the 
patient's previous history. The hypothesis of an 
association between XYY karyotype and cere- 
bral dysfunction remains unproved, although 
the preliminary results of EEG studies on this 
same group of patients (Fenton et al., 1971) can 
be interpreted in this way. These results also 
suggest that neurological signs fer se are not 
likely to be of much assistance in identifying 
males with the 47 XYY karyotype. 
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The Royal College of Psychiatrists’ Memorandum on the 
Abortion Act in Practice* 


The College strongly supports the Abortion Act 
which, as the growing number of unwanted pregnan- 
cies terminated indicates— 37,736 in its first calendar 
year, 54,819 in 1969 and 80,723 in 1970—has worked 
well since its inception and has been widely applied 
throughout the country. We are concerned, however, 
by the fact that is some areas patients are being 
denied terminations that they would readily obtain 
elsewhere. In consequence they have either to persist 
with an unwelcome pregnancy, resort to the private 
sector in London (or in some other large city) or have 
recourse to a back-street abortionist. As a result, 
commercialization of abortion (the ‘abortion racket’) 
bas developed; this has been attended by adverse 
publicity in the press which threatens to bring a 
humane, socially enlightened measure into un- 
necessary disfavour. There are doubtless many 
reasons why so few terminations are being performed 
in some parts of the country, but amongst the more 
obvious would seem to be: regional disparities in 
numbers of gynaecologists and gynaecological beds; 
the influence of certain dominant gynaecologists in 
swaying their colleagues for or against therapeutic 
abortion; and the different constructions put on the 
wording of the Act by gynaecologists, the lay public 
and non-gynaecological physicians. 

We would urge that no effort be spread to ensure 
the provision of a country-wide network of N.H.S. 
facilities for termination of pregnancy with additional 
beds, facilities and staff provided in places where 
services are at present inadequate. We have every 
sympathy with the position of the gynaecologists, in 
that against the wishes of a majority among them the 
Act has been imposed by Parliament with the 
approval of public opinion, the majority of psychi- 
atrists and a high proportion of general practitioners. 
Clearly the gynaecologist, whose vocation and duty it 
is to facilitate the inception of new life may well be 
averse to performing, often on ‘social’ grounds, a 
destructive, technologically-unchallenging operation 
necessitated usually by human carelessness, which 
contravenes his ethics, imperils his relationship with 
nursing staff, and could in time, he may feel, adversely 
affect recruitment into his specialty. If he refuses to 


* Submitted to the Departmental Committee on the 
Working of the Abortion Act, November 1971. 


perform terminations on other than strictly medical 
grounds, patients are diverted to his more liberal 
colleagues, who in their turn are so flooded with 
requests that they set up strict catchment areas for 
their own protection. On the other hand many 
women would like to see legal abortion, at least in the 
early stages, available on request; and in this they 
have the sympathy of many non-gynaccological 
members of the medical profession. 

It is likely that many more women would request 
termination of their unwanted pregnancies were it 
not for ignorance, religious inhibitions or an acquired 
habit of being inured to hardship. Furthermore, in 
small settled communities and elsewhere a single girl 
or woman may be reluctant to ask her general practi- 
tioner for a termination, or even for advice on 
contraception, if he has known her all her life and 
she fears her parents may learn of her request. 
Gynaecologists and the medical profession generally 
have understandably been loth to draw attention to 
the services that are legally available, lest rising 
demand should further overwhelm existing resources. 
On the other hand, a proportion of intelligent or 
determined women who approach a doctor for 
termination may increasingly feel justified in the 
view that their own distress, or even their unwilling- 
ness to continue with the pregnancy, are adequate 
grounds for termination, and that the doctors who 
oppose them are acting against the law as set out in 
the Act. 

Contemplating the wording of the Act, and in 
particular (1) (a) and (2) of Section 2 (which is the 
part of most concern to psychiatrists), any medical 
practitioner can take either of two extreme views. 
He can argue that since the danger of death as a 
consequence of legal abortion (21 per 100,000 cases 
in the first year of the Act) is lower than that of 
dying in childbirth (24 per 100,000 cases) he is 
justified in recommending or performing an abortion 
on any or every case presented to him. On the other 
hand, by interpreting risk to mental health as a risk 
of ‘insanity’ in the literal sense, he can reasonably 
take the view on the available evidence that whatever 
he decides is unlikely to make any difference to the 
‘medical’ outcome of the case, so that he can feel 
justified in applying his moral rather than his scientific 
criteria to his recommendations on therapeutic 
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abortion. It is significant in this context that women 
practitioners appear in general to be more sympathetic 
to members of their own sex who are ‘in trouble’, and 
that, as in such controversial issues as capital punish- 
ment, emotional rather than scientific evidence is 
prone to be the ultimate deciding factor. Such latitude 
in interpretation was in a sense intentionally provided 
in the Act’s wording, which was in part dictated by 
the necessity of not confining attesting physicians in a 
strait-jacket (1); and it is therefore not surprising 
that many disagreements have arisen between doctors 
in regard to the decisions they make. In the long run 
it seems that decisions are likely to be reached accord- 
ing to the views held by the doctor on the amount of 
unhappiness and distress a patient and her family 
should be allowed to endure, and his personal views 
about the morality of legal abortion. In practice, as 
opposed to theory, a good doctor can usually assess 
the situation in a realistic matter-of-fact way since he 
realizes that in considering therapeutic abortion 'in 
addition to traditionally accepted medical and 
psychiatric criteria, all social circumstances should be 
taken into account’ (2). 

From enquiries among our members it is clear 
that the number of patients referred to psychiatrists 
for an opinion on the advisability of termination of 
pregnancy has dwindled sharply since the Abortion 
Act became law; but in some areas psychiatrists are 
still frequently being asked to help with the decision. 
In such cases the psychiatrist, because of his orienta- 
tion, is inclined to adopt a broad interpretation of the 
*mental health of the woman. He will tend to take 
all the factors of the case into consideration, not least 
any suggestion by the patient that if the termination 
is not sanctioned she may commit suicide, even 
though he may believe that the threat is unlikely to 
be translated into action. He will usually consider 
whether, should legal abortion be refused, she is 
likely to have recourse to a back-street abortionist 
with all the complications that this could entail. 
There is an increasing body of opinion amongst 
psychiatrists, as well as amongst some general 
practitioners, that there should be abortion on 
demand, at least in the first three months of preg- 
nancy, and that more discrimination should be 
reserved for patients in the second and third 
trimesters in whom abortion is more difficult and 
hazardous. 

Broadly, the types of patient in whom termination 
of an unwanted pregnancy is often advisable on socio- 
psychiatric grounds include the schoolgirl, the older 
girl with a career at stake, the single woman who is 
supporting a family, the professional woman, the 
‘worn out’ mother with a feckless or psychopathic 
husband, the married woman with a completed 
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family, the married woman with an extramarital 
conception, the divorced, the separated and the 
widowed. Clearly, it is wrong, even in a woman who 
is thought to be promiscuous, not to consider termina- 
tion sympathetically should she request it, for such a 
woman may not wish or be able to provide her child 
with an advantageous start in life. The doctor will 
seldom if ever advise termination against his patient’s 
wishes (her true wishes may be hard to ascertain) or 
in circumstances where the issue has not been 
raised (3). 

The increased numbers of patients requesting 
termination, and the increased number of legal 
abortions performed since the Act became law, have 
put great pressure on gynaecologists and their 
facilities; they have also stimulated the development 
of more effective, less hazardous methods of termi- 
nating pregnancy and have drawn attention to the 
widespread prevalence of defective fertility control. 
Some of the irritation and much of the revulsion of 
the gynaecologist can arise in two ways. He may feel 
that he is being degraded to the status of technician, in 
that he is expected to perform terminations at the 
behest of others and is unable to exercise his own 
judgement; and in the past he may have had to 
perform abortions unduly late in pregnancy when as 
well as being distasteful the procedure can be 
hazardous and followed by complications. Clearly it 
is advisable for gynaecologists wherever feasible to see 
the patient for termination before the psychiatrist 
does so, so that he can satisfy himself of the existence 
and duration of pregnancy and assess the problems 
that would be associated with termination should he 
decide to perform it. 

It is striking that the latest methods of terminating 
pregnancy efficaciously and safely have all come from 
abroad—vacuum termination from China, Russia 
and Eastern Europe, prostaglandin from Uganda, 
and termination with the Karman catheter from 
New York. Vacuum termination in the first 12 or 1 8 
weeks of pregnancy is preferable to dilatation and 
curettage in that it is simpler, safer and less beset 
with complications, though both techniques usually 
require general anaesthesia. Prostaglandin given by 
intravenous infusion in the second trimester may well 
in time replace intra-amniotic saline and abdominal 
hysterectomy and, given locally in a vaginal pessary 
as a ‘morning after’ pill, may place the whole question 
of early abortion in the woman's hands, thus render- 
ing the present controversy on abortion superfluous. 
Most striking of all at present, however, employment 
of the Karman catheter offers the possibility in the 
first nine weeks of pregnancy of safe, rapid out- 
patient terminations which do not require general 
anaesthesia and are seldom followed by significant 
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sequelae. It is daunting to realize that the State of 
New York, which enacted a liberal abortion law 
much more recently than our own, had in the first 
18 months of its new law registered in the City of 
New York alone 123,832 operations, with 14 deaths 
and a rate of complications of only 0:63 per cent in 
patients terminated when under 12 weeks pregnant. 
The City of New York has thus after a delayed start 
outstripped the performance of Great Britain (4). 
'The high proportion of women presenting them- 
selves for termination who have failed to employ 
efficient contraception or have ignored contraception 
completely has been commented on in investigations 
carried out by psychiatrists, as well as those performed 
by gynaecologists. In the most recent psychiatric 
study to be published it was found that only 19 of the 
75 patients under scrutiny claimed to have used a 
reliable contraceptive method; 14 had used un- 
reliable methods, and 42 (64. per cent) had taken no 
precautions whatsoever (5). In another article some 
of the factors, community and individual, which 
have led to this state of affairs are reviewed (6). 
Clearly, despite all the public discussion that has 
taken place, a remarkable state of ignorance still 
exists in regard to sexual physiology and contracep- 
tion. It is apparent that many doctors, whether 
specializing, working in general practice or teaching 
in hospitals and universities, have been slow to 
involve themselves in counselling patients on sexual 
and family planning problems, in imparting informa- 
tion on these subjects to medical students, nurses and 
paramedical personnel, and in helping to promote 
wider education on reproductive biology in the 
home, at school and on the media. This state of affairs 
requires rectification by governmental expenditure of 
further large sums of money on education. Informa- 
tion should be made freely available under the 
National Health Service at hospitals, in clinics, at 
doctors’ surgeries and elsewhere, and domiciliary 
services should be organized whereby persons in need 
of family planning help are routinely visited. Tt is for 
consideration whether contraceptive supplies should 
not also be made freely available at National Health 
Service clinics. Early pregnancy diagnostic facilities 


should be provided, and no pregnancy should ever: 


be terminated without the operator ensuring that the 
woman is subsequently instructed in contraception. 
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Consideration should also be given to extending the 
availability of male sterilization. 

Underlying the changing point of view of psychi- 
atrists since the passing of the Act is the realization 
that as a nation we are now very much less concerned 
to promote increased reproduction. We have become 
increasingly aware that we live on an overcrowded 
island in which severe problems are arising through 
over-population. Because of better social and health 
measures, and in spite of a relatively low reproductive 
rate, the population is expanding so that greater 
demands are now made on those of working age to 
supply the demands of the dependent younger and 
older generations, while the environmental hazards 
arising from over-population and over-industrializa- 
tion are increasing dangerously. As compared with 
only a few years ago, and because of the more 
responsible and healthy attitudes on the part of the 
community, there is more acceptance of the need for 
contraception. 

Abortion, despite its unpleasantness, is currently 
necessary for the mental health of the nation, at least 
in the present transitional period before a completely 
safe and reliable contraceptive method is developed 
and widely used, or inducements, financial or other, 
are made available to encourage people to limit their 
families. A major aim of social policy should be to 
ensure that every child is wanted and can enjoy a 
loving and secure environment for his upbringing, an 
essential requirement for good mental health. 


October 1971 
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Synopses of Papers Awaiting Publication 


Influence of Family Life on the Course of 
Schizophrenic Disorders: A Replication. 
By G. W. Brown, J. L. T. Brey and J. K. 
Wine. i 

The main results of a previous family study of 
discharged schizophrenic patients have been repli- 
cated and extended. A measure of emotion (mainly 
negative) expressed about the patient by relatives 
at home at the time of key admission was found to be 
strongly associated with symptomatic relapse during 
the nine months following discharge: 58 per cent of 
patients who returned to relatives showing ‘high’ 
emotion relapsed, but only 16 per cent of those who 
returned to relatives showing ‘low’ emotion. Analysis 
clearly indicated that expressed emotion is inde- 
pendently associated with relapse, and that previous 
work impairment and social disturbance of the patient 
are only associated with relapse because of their 
association with level of expressed emotion. Nor can 
the ability of the index of expressed emotion to predict 
relapse be explained by the action of other variables 
investigated, such as type of illness or length of 
clinical history. The action of this factor can be 
mitigated to some extent by two environmental 
variables: regular phenothiazine medication, and the 
extent to which the patient avoids too close contact 
with highly emotional relatives. Schizophrenic sub- 
type was independently (and less highly) related to 
relapse, and so was the attitude of the patient towards 
the key admission. There is some suggestion that the 
relatives’ response to the patient is partly determined 
by social factors, such as amount of contact with 
relatives and friends. 

The results are discussed in terms of a theory 
dealing with the relationship of the course of schizo- 
phrenia to the social environment; and there is a final 
discussion of the relevance of the results for clinical 
practice. 

G. W. Brown, Ph.D., 
Department of Sociology, 
Bedford College, 
University of London, 
Regents Park, N.W.r. 


Divorce Among Psychiatric Out-patients. By 
RosERT A. WOODRUFF, JR., SAMUEL B. GUZE 
and PAULA J. CLAYTON. 

An evaluation of divorce and of various environ- 
mental, social, family history, and diagnostic variables 


among 500 patients randomly selected from a psychi- 
atric clinic indicates that alcoholism is particularly 
associated with divorce. Divorce also occurs frequently 
among married patients with homosexuality, drug 
dependence, hysteria, sociopathy, and sexual devia- 
tion other than homosexuality. Some of those 
diagnoses may be significantly associated with 
divorce, but studies of larger samples of patients will 
be required to reveal such associations. 

The evaluation of numerous family history, social, 
and environmental variables does not reveal clusters 
of those variables correlated with divorce independent 
of alcoholism. This suggests that many social variables 
formerly thought to be independently predictive of 
divorce are actually functions of alcoholism. The 
authors do find that parental divorce, by itself, is asso- 
ciated with divorce of subjects. That finding is inter- 
preted as suggesting that divorce may beget divorce. 

The most impressive finding of the study is a clear 
association between divorce and one diagnosis, that 
of alcoholism. 

Robert A. Woodruff, Jr., M.D., 
Washington University School of Medicine, 
St. Louis, Missouri 63110, 

U.S.A. 


A Study of Depersonalization in Students. By 
D. H. Myzrs and G. GRANT. 


Students providing virtually unprompted accounts 
of depersonalization were compared with those who 
denied the experience when given its full description. 
These accounts of depersonalization were strikingly 
similar to those given by patients. 

It was found that depersonalization in students 
resembled that encountered in clinical practice in 
being more common in women than in men and in 
being associated with (symbol in brackets indicates 
sex in which association attained p < 0-05): déjà vu 
(d); agoraphobia (9); neuroticism ($3); and recent 
disturbances in emotional health (9). 

Of a sample of students interviewed 11:4 per cent 
had mild agoraphobia. In students with depersonali- 
zation agoraphobia was found to be more common 
in women than in men. Some aspects of the relation- 
ship between agoraphobia, dà vu and depersonali- 
zation are discussed. 

D. H. Myers, B.M., M.R.C.P.,  M.R.C.Psych., 
Consultant Psychiatrist, Shelton Hospital, 
Shrewsbury, Shropshire. 
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Homogamy in Intellectual Abilities: An Abnor- 
mal Case. By A. E. May and D. Cups. 

A case of abnormal lack of homogamy in intellectual 
abilities is described. Neither husband nor wife seemed 
to be aware of this discrepancy, although one would 
be classified ‘borderline subnormal’ and the other 
‘very superior’ in intelligence. This discrepancy is 
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calculated to occur in approximately one couple per 
five thousand and to have a direct bearing on the 
psychiatric problem. 

A. E. May, B.A., 

Psychology Department, 

Mendip Hospital, 

Wells, Somerset. 
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Book Reviews 


FREUD: A PHILOSOPHICAL 
ASSESSMENT 


Freud and Philosophy: An Essay on Inter- 
pretation. By PAuL RICOEUR; translated 
by Denis Savace. Yale University Press. 
New Haven and London. 1970. Pp. xvi + 
573. Price £6.75. 

Paul Ricoeur is Professor of Philosophy in the 
University of Paris, and this impressive work is 
the first study in depth by a professional 
philosopher of the development of F reud’s 
thought and of psychoanalytical theory in all 
the stages of its growth. Ricoeur is a sympathetic 
critic, convinced of the great value and signi- 
ficance of Freud’s investigations and teachings, 
and concerned that they should find their right 
place in the philosophy of language and 
communication. 

The development and evolution of Freud’s 
ideas, to which rather more than the first half 
of the book is devoted, receive discriminating 
appreciation and awaken his warm admiration. 
Thus of the Oedipus complex Ricoeur writes: 


‘Every reader of Freud’s early writings is struck by 
the decisive manner in which the Oedipus complex 
was discovered; in one stroke it was revealed both as 
an individual drama and as the collective fate of 
mankind, as a psychological fact and the source of 
mortality, as the origin of neurosis and as the origin 
of civilization.’ 


Ricoeur believes, however, that psycho- 
analysis tends to be considered in the wrong 
frame of reference. He thinks that one does 
psychoanalysis no service by defending its 
status as a science, when it must rather be 
interpreted as myth. The speculative hypotheses 
in Freudian theory cannot be justified by 
themselves. ‘Their meaning is determined in the 
interplay between interpretation and explana- 
tion) He admits that the scientific claims of 
psychoanalysis have been severely criticized. 
Its concepts, propositions, argumentation and 
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structure as a theory have been examined by 
epistemologists, logicians, semanticists and philo- 
sophers of language; and they have generally 
come to the conclusion that psychoanalysis does 
not satisfy the most elementary requirements ofa 
scientific theory. Analysts have reacted in a 
variety of ways, all in effect skirting the 
'agonizing revision? that is called for. Ricoeur 
concedes that psychoanalysis is not a science 
of observation; it is an interpretation, more 
comparable to history than to psychology. He 
thinks that as long as one tries to place psycho- 
analysis among the observational sciences the 
epistemological attack, for example by Nagel, 
is unanswerable. Ricoeur's answer, placing 
psychoanalysis in a different frame of reference, 
takes the form of a counter-attack. 

Ricoeur is not interested in trying to break 
down Freudian theory into part-theories, which 
could then be used to make predictions and be 
tested empirically: 


‘I do not dispute the legitimacy of reformulating 
psychoanalysis in operational terms; it is inevitable 
and desirable that psychoanalysis be confronted with 
psychology and the other sciences of man, and that 
the attempt is made to validate or invalidate its 
results by those of other sciences. However, it must be 
realized that this reformulation is only a reformula- 
tion, that is, a second operation with respect to the 
experience on the basis of which the Freudian con- 
cepts have arisen. Reformulation can only deal with 
results that are dead, detached from the analytic 
experience, with definitions isolated from one another, 
cut off from their origin in interpretation, and extrac- 
ted from academic presentations where they had 
already fallen to the rank of mere magical phrases.’ 


Psychoanalysis must be maintained intact. 
Freud’s originality consists in maintaining that 
the strange phenomena which had previously 
been left to physiology are explainable in terms 
of intentional ideas. The relationship between 
motivation and language means that in principle 
it is possible to give a verbal account of such 
phenomena; this is what distinguishes a rational 
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agent, however irrational, from non-rational 
creatures. The object of analytic therapy is to 
extend the patient's area of rationality, to 
replace impulsive conduct by controlled con- 
duct. Psychoanalysis is remote from the sciences 
because there is no possible translation from 
causal language into motive language, nor 
vice versa. Explanation through motives is 
irreducible to an explanation through causes. 
Reformulation by certain analysts to meet the 
requirements of a theory of science do not 
satisfy anyone, because they betray the very 
essence of analytic experience: 

“The psychologist speaks of environmental variables, 
How are they operative within analytic theory? For 
the analyst, these are not the facts as known by an 
outside observer. What is important to the analyst are 
the dimensions of the environment as ‘believed? by 
the subject; what is pertinent to him is not the fact, 
but the meaning the fact has assumed in the subject’s 
history. Hence it should not be said that “early 
punishment of sexual behaviour is an observable fact 
that undoubtedly leaves behind a changed organism". 
The subject of the analyst's study is the meaning for 
the subject of the same events the psychologist 
regards as an observer and sets up as environmental 
variables,’ 


For the analyst, Ricoeur says, behaviour is 
a segment of meaning. The real history is 
merely a clue to the figurative history through 
which the patient arrives at self-understanding. 
Psychoanalytic experience unfolds in the field 
of speech, and what comes to light is another 
language, which has to be deciphered through 
its meaningful effects in such things as symptoms 
and dreams. The psychoanalyst is neutral 
between social demands and instinctual de- 
mands; he sides neither with society nor with 
the infantile demands of the patient. This is 
because he is not concerned with adjustment 
but with ‘true discourse’. 

It is not clear to the reviewer that Ricoeur 
shows successfully on what grounds psycho- 
analysis could be subjected to any criticism 
whatever. On this aspect he writes: 

"The concepts of analysis are to be judged according 
to their status as conditions of the possibility of 
analytic experience, insofar as the latter operates in 
the field of speech. Thus, analytic theory is not to be 
compared with the theory of genes or gases, but with 
a theory of historical motivation. What differentiates 
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it from other types of historical motivation is the 
fact that it limits its investigation to the semantics of 
desire. In this sense the theory determines, i.c. both 
opens and delimits, the psychoanalytic point of view 
on man; by this I mean that the function of psycho- 
analytic theory is to place the work of interpretation 
within the region of all the particular concepts 
appearing in this field. One may, if he so wishes, 
speak of "'deduction"', but in a “transcendental”? and 
not in a "formal" sense; deduction is concerned here 
with what Kant calls the quaestio juris; the concepts of 
analytic theory are the notions that must be elabora- 
ted so that one may order and systematize analytic 
experience. I will call them the conditions of possibility 
of a semantics of desire. It is in this sense that they can 
and should be criticized, perfected, or even rejected, 
but not as theoretical concepts of an observational 
science.’ 


This seems to mean that psychoanalytic’ theory 
cannot be validated, but can only, perhaps, 
be shown to be inconsistent with itself, or 
perhaps with our interpretations of our mental 
experiences along other lines. It may, perhaps, 
be found in some way unsatisfying. 

The whole matter of psychoanalysis is endo- 
psychic, as Ricoeur repeatedly points out. It 
touches the external world at no point whatever. 
The psychoanalyst enters into a discourse with 
his patient, by which he can to some extent 
enter into the same subjectivity. But there is 
no possible check on the extent to which they 
are communicating. When the analyst says 
something to his patient, how can he know that 
the patient has understood, from what he 
heard, what the analyst had it in mind to 
communicate? And vice versa. 

Let us suppose that the analyst is tempted to 
form the view that his patient suffered a devia- 
tion in personality development from what he, 
that is the patient, now retrospectively sees as 
a punitive attitude on the part of others towards 
his early sexuality. There would seem to be 
absolutely no way in which the analyst himself, 
or his patient, or indeed anyone else, could 
check this opinion to see whether it is right or 
wrong. Right and wrong, i.e. true and false, 
correct and erroneous, seem to be concepts 
which, depending on check and validation, 
have no application in analytic theory. If it 
does not matter whether the patient actually 
was subjected to a punitive attitude, and 
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matters only whether he now thinks, feels and 
believes that he was subjected to a punitive 
attitude—if, indeed, on the patient's side, there 
is no meaningful difference between a real 
historical fact and a mythical historical fact, as 
long as both are believed—then we can ask, 
what does it matter whether the conclusions 
that the analyst himself reaches are true or 
false, as long as he believes them and continues 
to believe them? 

If the events, the phenomena with their 
meanings, are enclosed in an inner world that 
makes contact with the external world at no 
point whatever, then these events and these 
phenomena and their meanings are irrelevant 
to any events in the external world. Those who 
are concerned with the patient's external world, 
his family, his doctor, his employer, his judge 
and his jailer, will be properly advised not to 
pay the slightest attention to what the patient's 
analyst may have to say. Is this the conviction 
which Ricoeur wished to bring home to us? 
If so, is it one we can accept? 

ELIOT SLATER. 


CHILDHOOD 
Disadvantaged Child. Volume 3, Compensatory 
Education: A National Debate. Edited by 
Jerome HELLMUTH. Brunner/Mazel Inc. 1970. 
Pp. 466. Price $12.50. 

Operation Head-Start was the most ambitious 
educational experiment ever to have been mounted 
in an advanced country. (This needs to be said, since 
there have been more ambitious programmes than 
this in the U.S.S.R. after the Revolution, in China 
and in Cuba.) The scale of the operation and the 
rapidity with which it was executed are impressive. 
Following on the passage of the Economic Oppor- 
tunity Act in 1964, a Planning Committee was set 
up in November of that year, a public announcement 
was made in January 1965, and by the Summer of 
1965 over half a million children were involved in 
Head-Start courses. By 1970 the enrolment ran into 
millions. Approximately 70 per cent of courses were 
Summer courses and 70 per cent full year courses. 
The annual budget was about $350 million. In 
1968—69 there was increasing pressure for evaluation 
of this work, and this resulted in a large scale, but in 
some ways hurried, survey, the Westinghouse Ohio 
Report, which was completed in April 1969. The 
National-Impact Study, as it is called, was based on 
tests of achievement, language and attitudes from 
nearly 2,000 Head-Start ‘graduates’ in 104 centres 
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in the U.S.A., and an equal number of controls. No 
differences were found between Summer Course 
Head-Start children and controls. Full year Head- 
Start children gained significantly higher scores in 
the Metropolitan Achievement test a year after the 
completion of the special programme. Two or three 
years latér, these differences had faded. Almost 
simultaneous with the publication of the National 
Impact Study, came Jensen’s article in the Harvard 
Educational Review questioning the very foundations 
of the Head-Start programme, reviving the heredi- 
tarian view of intelligence (in the U.S.A., for it 
never died in this country) and raising the hypothesis 
of racial inequality in I.Q. The controversy that 
arose around the article is as unprecedented as 
the Head-Start programme itself and as a consequence 
it is difficult to say anything about Head-Start 
without being driven into saying something about 
Jensen. 

The main Head-Start programme entailed setting 
up thousands of centres, teaching over two million 
children each year, employing very large numbers of 
untrained personnel. There was no agreed theory 
about what should be taught or how. In both 
respects there is considerable variation from centre 
to centre. Head-Start must not be confused with 
such small scale experiments as the Bereiter- 
Engelmann work. The latter involved only 15 
disadvantaged children, expert teachers, a 5-I 
teacher-pupil ratio, and a highly-structured intensive 
programme, The Bereiter-Engelmann work is a good. 
education experiment in the tradition of scientific 
laboratory research. Its findings were encouraging, 
even startling. But it would not be easy to convert the 
main Head-Start programme to conform with such 
a rationale. There would not be sufficient trained. 
personnel. Nor is it certain that alternative pro- 
grammes might not prove equally valid. Head-Start 
itself was as much a moral and political act as an 
educational experiment. Insofar as it was the latter, 
it was a major piece of action research or social 
engineering, and not à controlled scientific enquiry. 

The volume under review consists of 21 contribu- 
tions by leading scholars bearing on the many issues 
raised. There is wide disagreement among experts, 
and this is reflected in the book. Also there are many 
different issues: political, scientific, educational and. 
technical. This variety too is apparent as one moves 
from one section to another. 

Perhaps the most important single chapter is that 
by Sheldon White, who provides a detailed historical 
account of Head-Start, and a balanced scientific 
analysis of the evaluation and its results. My only 
criticism of the editing is that this chapter should. 
have been the first, rather than Chapter 9. The social 
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and political prospectives are detailed by Miller 
(Ch. 3), and commented on by Winschel and 
Wilkerson (Chs. 1 and 2), as well as in the penulti- 
mate chapter by Mendelsohn. Jensen himself con- 
tributes two scholarly but tendentious chapters, 
recapitulating the arguments, and some of the data, 
of his Harvard Educational Review paper. Among the 
comments one is particularly struck by the serious 
misgivings of Cavalli-Sforza who, writing as a 
geneticist, questions the validity of Jensen’s inferences 
and their scientific plausibility. An important chapter 
by Campbell and Erlebacher pinpoints a systematic 
error arising out of the analysis of covariance as used 
in the evaluation of Head-Start. Although obviously 
more technical than any of the rest of the book, this 
will certainly be a key reference in educational 
statistics. Chapters by Sigel and Olmsted, Engel- 
mann, Lambie and Weikart, and Meier et al. detail 
some of the small scale projects associated with the 
main programme. Siegel’s presentation is confusing 
and his findings equivocal. Both the Lambie and 
Meier papers are more accounts of what is being 
tried (in the education of mothers and babies) than 
statements of results. The Engelmann work is clearly 
the most arresting small scale study in the field. In 
this connection, one is surprised to find Bereiter 
(Ch. 15) and Engelmann (Ch. 17) taking almost 
diametrically opposed views with regard to the 
Jensen issue. Bereiter accepts the view that heritability 
accounts for 80 per cent of the variance in I.Q. but 
demonstrates that an effective compensatory pro- 
gramme could nevertheless raise the average of a 
disadvantaged minority by as much as 20 points. 
This too is an important chapter. Engelmann takes 
the view that all competences can be taught, including 
the I.Q. 

Clearly the issues remain open. But equally clearly 
the present volume is an excellent guide to the current 
state of knowledge in this area, one which is full of 
interest here and critical in the U.S.A. 

One cannot but agree with Sheldon White’s 
conclusion that it will be many years before one can 
undertake a definitive evaluation of Head Start. I 
would add that such an evaluation would need to 
take much more careful account of differences 
between programmes such as the degree of structuring 
of the learning situation, qualifications and training 
of staff, teacher-pupil ratios, and so on. Moreover, as 
Mendelsohn stresses, Head Start is a part of the War 
on Poverty. It is not enough to give disadvantaged 
children an extra year's schooling and then leave 
them to fend for themselves within an unchanged 
system. If condemnation of Head Start is premature, 
then so are Jensen’s conclusions. Nor is his recipe for 
a different education suitable for blacks, one that 


BOOK REVIEWS 


can be countenanced by a democratic society. For 
it amounts to little more than a reliance on rote 
principles to teach these children just enough to fulfil 
the menial roles to which they are predestined. 

E. A. LUNZER. 


Education, Health and Behaviour. Edited by 
MICHAEL RUTTER, Jack TIZARD and Kinasiry 
WnurrMOoRE. Longmans. 1970. Pp. 474. Price 
£3-50. 

This is a massive survey of the education, health 
and behaviour of a group of school-age children on 
the Isle of Wight. One must begin by congratulating 
the researchers on successfully organizing and 
completing this monumental work which has re- 
quired the co-operation of many educational and 
medical organizations, both locally and nationally. 
The researchers have also devised a number of 
valuable questionnaires for the accurate systematic 
collection of large amounts of medical, social and 
educational data. 

From all this work we have a very clear picture 
of the prevalence and characteristics of psychiatric 
disorders, chronic physical disorders and intellectual 
and educational retardation in a circumscribed but 
representative group of school-age children in this 
country. This work thus forms an indispensable 
background to the planning of services for children. 
It also provides a yardstick against which all other 
prevalence studies can be measured. 

The study, as might perhaps be expected, under- 
lines the extent to which social factors enter into the 
prevalence of psychiatric disorders and educational 
retardation, even in children who have undoubted 
physical disorders, such as epilepsy. From the study's 
very nature, however, possible genetic factors may 
have been underplayed, and in any case could not 
be specially investigated in a research plan of this 
design. It is also a little disappointing that this 
thorough work does not throw up many new lines 
for further investigation, though it does confirm 
correlations long suspected but not so far proved that 
require further intensive study; for example the 
relation between reading difficulties and antisocial 
behaviour, and between delinquency and family 
size. Psychiatric epidemiology, generally, has been 
disappointing in this respect, perhaps because the 
handicaps are formulated in mainly symptomatic 
terms such as reading retardation, antisocial beha- 
viour, epilepsy. More subtle, interpersonal inter- 
actions could not have been picked up by the 
instruments these authors used. Nevertheless, . they 
have provided us with a model survey that will be 
of fundamental importance for years to come. 

D. A. Poup. 
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The Psycho-analytic Study of the Child. Vol. 
XXV. Edited by Anna Freup et al. The Hogarth 
Press. 1971. Pp. 543. Price £5.00. 


The appearance of a twenty-fifth volume in an 
annual series is an important event. The Psycho- 
analytic Study of the Child, Vol. X XV, is in the tradition 
of its distinguished predecessors and maintains the 
same high standard. There are twenty articles grouped 
under four principal headings: Contributions to 
Psychoanalytic Theory; Aspects of Normal and 
Pathological Development; Clinical Contributions; 
and Applications of Analysis. It closes with a useful 
list of the complete contents of Volumes I to XXIV. 
The book, manufactured in the United States of 
America, is clearly printed and comfortable to read. 

In each of the articles there is something of interest 
to those professionally concerned with children, who 
also have some psychoanalytic knowledge. However, 
the reader without such knowledge might at times 
be forgiven for being impressed at the depth of the 
understanding displayed, but being uncertain whither 
the path leads. The book probably correctly reflects 
the state of psychoanalysis of children today, which 
emerges as a highly specialized form of treatment, 
research and knowledge, having only indirect benefits 
to offer to workers outside the discipline. 

An outstanding paper on ‘The Symptomatology of 
Childhood: A Preliminary Attempt at Classification’, 
by Anna Freud, deserves the attention of all child 
psychiatrists. This paper makes some attempt to 
bridge the gap between pure psychoanalysis and the 
more empirical approaches preferred by other workers 
with children. It may be that future volumes in this 
annual will come to reflect a growing wish amongst 
some analysts to share knowledge from other different 
disciplines. Meanwhile, as a collection of writings on 
current thinking in psychoanalysis, this volume is 
admirable and deserves to be widely read. 

H. C. Cameron. 


Autistic Children. A Guide for Parents. By 
Lorna Winc. Constable. 1971. Pp. 157. Price 
£2.00. 


This is an expansion in book form of an earlier 
pamphlet written by Dr. Wing for a lay audience. 
Dr. Wing’s accounts have been of great value to 
many parents of autistic children because she 
describes constructive means of overcoming the 
serious behaviour problems shown by many of these 
children. The present volume has allowed her to 
expand some of her ideas at greater length. It can be 
whole-heartedly recommended to parents, and 
professional workers will find it helpful in counselling 
families with an autistic child. 
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I would have preferred a more extended discussion 
of the relationship of mental retardation and child- 
hood autism. It would have been more logical to 
treat mental retardation as an associated handicap, 
rather than in the chapter dealing with other condi- 
tions with which autism might be compared. I noted 
a few omissions—epileptic fits which are relatively 
common, go almost unmentioned. These minor 
reservations apart, the book provides a clear and 
dispassionate guide for parents of affected children. 

Pur GRAHAM. 


The Discovery of Death in Childhood and After. 
By Svrvi4 Antuony. Allen Lane The Penguin 
Press. 1971. Pp. 280. Price £2.95. 

Young Children and Their Drawings. By 
Joszpu H. Dr Leo, M.D. Constable, London. 
1971. Pp. 386. Price £6.00. 

Each of these volumes is a scholarly work, generous 
in bibliographical references, indices of names and 
records. Each would be a welcome addition to a 
reference library. 

Mrs. Anthony is a Fellow of the British Psycho- 
logical Society and has much experience in research. 
The Discovery of Death in Childhood and After is a revised 
version of an earlier book by her on the subject, 
first published in 1940. Children of several cultures 
are considered. This is not a book that can be read 
lightly; the greater one’s literary and philosophical 
background, the easier it will be. 

Young Children and Their Drawings is a lovingly 
prepared book by Dr. Di Leo, after over twenty 
years of interest in the drawings of young people. 
The first part of the book gives a collection of draw- 
ings in sequential stages of a child’s normal mental 
development. The drawings are seen by the author 
as expressions 'of the artist's personality—thought 
coloured by feelings. The second part is concerned 
with the work of deviant and unusual children. 
The author annotates the drawings of children with 
known disorders, e.g. cerebral dysfunction, com- 
munication problems, mental handicaps, etc., and 
comments on how their drawings can be used as 
diagnostic aids. 

STEPHENIE M. LEESE. 


Learning Disorders in Children. Edited by 
Lester TARNOPOL. Churchill Livingstone, for 
Little, Brown and Company, Boston, U.S.A. 
Pp. 366. Price £4.75. 

There is something attractive about diagnosis in 
the medical tradition, and consequently, many 
disorders of function are fitted uncomfortably into its 
patterns. Even the word ‘disorder’ in the phrase 
‘learning disorder’ tends to be envisaged as a disease. 
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This book, which is a record of a symposium held 
in San Francisco, strongly emphasizes medical 
diagnosis and medically directed drug treatment for 
failures in learning in school. 

The Editor's own first chapter is headed ‘Introduc- 
tion to Neurogenic Learning Disorder', and it would 
require strong evidence of relevant neurological 
factors to justify the use of this term when it is stated 
that ‘this difficulty seems to affect between 5 per cent 
and 20 per cent of the non-retarded child population, 
depending upon how learning disabilities are 
defined’. One section deals with recommendations 
to the school, with a specimen letter which is de- 
scribed as ‘similar to the letter we write, on each 
school child diagnosed in our Center as having learn- 
ing disabilities’, This is somewhat reminiscent of 
some of our own neurologists who have many 
investigations for reading difficulties, but only one 
diagnosis, and only one treatment (passed back to 
the Educational System). 

The section on drug therapy is more serious in its 
far-reaching effects. Two chapters are devoted to a 
verbatim account of the proceedings of a panel on 
medication, This must be read against the back- 
ground of the statement that ‘leaming disabilities 
represents the largest single class of medical problems of 
American children today". 

The content of one of the contributions must be 
read to be disbelieved: 

‘Dr. Richanback: This was brought home to me 
last night. I got a call from Jerry Mednick who is a 
.pediatric neurologist here at Children’s Hospital. 
He had just seen a patient of mine with hyperkinetic 
behaviour that was driving the mother clean out of 
her skull. I had also seen the child not too long ago. 
"The mother was disgusted with my failure to intervene. 

‘Apparently the child in my office did not bother 
me too much and the mother had not tried to impress 
upon me how badly this child was behaving. She 
went to see Dr. Mednick and he got the story, and 
he could see it was an obvious case for medication. 
It depends on how they come to you.’ 

If intransigence (hyperkinensis) is associated, along 
with learning difficulties, with disorder of the brain 
in numbers of children on-this scale, the administra- 
tion of drugs such as amphetamine and chlorpromasol 
could become the modern equivalent of the one-time 
practice of giving Gin or Laudanum to restless 
children. 

The final chapter is a very clear summary of the 
clinical pharmacology of psychotropic drugs. Warn- 
ing is given that physicians using these potent agents 
'should be familiar with the chemistry, animal and 
human pharmacology, indications, contraindications, 
precautions, warnings, adverse reactions, available 
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dosage forms, duration of action, and treatment of 
adverse reaction’. One wonders how far this warning 
will be heeded in view of an earlier statement that 
‘medication is an carly and effective step in differential 
diagnosis as well as treatment’. 

Is it too late to discard all the medically biased 
terms and to start with the observation of a difficulty 
in (say) reading and then to recognize that the 
acquisition of the ability to read can be studied in 
different dimensions of human functioning and 
relationships? 

J. H. Kann. 


The Child in his Family. Edited by E. JAwzs 
ANTHONY and CYRILLE Kouprrnm. Chichester: 
John Wiler. 1970. Pp. 492. Price £6.00. 

This is the first volume in a projected series. The 
International Association for Child Psychiatry and 
Allied Disciplines has decided to produce a Year Book 
of which this is the first issue, though there have been 
previous collections of Congress papers published at 
less regular intervals. The title is topical, the contri- 
butors follow a variety of disciplines and the largest 
number, though not the majority, come from the 
U.S.A. 

The first of the four sections ‘Family Dynamics’, 
contains two theoretical papers and a clinical study 
on family therapy, and the second headed ‘Family 
Vulnerability and Family Crises’ covers a wide field 
and ranges through ego development, temperament 
as a feature of child development, a case of anorexia 
nervosa in which the symptom was shifted by mani- 
pulation of family attitudes and ends with an investi- 
gation into the effect of unemployment on family life. 
The section entitled ‘Chronic Family Pathology’ 
includes a fascinating study of interlacing patho- 
logical reactions within families and an interesting 
collection of studies on eating disorders. The con- 
cluding part ‘Family Variations in Mental Health’ is 
composed of studies of family life in differing cultures, 
the most impressive contribution being on ‘The 
Black African Family’. 

Considered as a whole, the volume contains con- 
trasting papers: on the one hand a theoretical group, 
mostly on psychoanalytic metapsychology (by 
Levovici, Lidz, Murphy, Bowlby and Parkes), and 
on the other hand phenomenological studies of 
various kinds with several investigations that use 
questionnaires and projective tests. The contrast is 
striking and the theoretical presentations seem 
divorced from the main body of the book, even 
though psychoanalytic ideas recur through the articles 
and there are attempts to use interpretative tech- 
niques in a somewhat unsophisticated manner. 

A recurrent theme is that child psychiatry has 
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become excessively child centred. Here the authors 
do not always seem to appreciate that psychiatry 
needed to develop skills of its own and theories of 
maturation. That this often led to a failure to 
consider child pathology as a facet of family life or 
even a symptom of family disease or social pressure 
was an admitted but necessary failing. 

"There are now indications of a swing back towards 
family studies which can safely be taken up without 
eliminating the child's status as an individual person 
with a psychology of his own. The picture of family 
psychiatry given in this Annual here reflects the 
amount of disorganized but useful knowledge that 
is accumulating, and the editors recommend the 
reader to ‘^. . . bear in mind his own subtle and 
sophisticated system of prejudices which help to give 
him a coherent but personal view of the matter'. 
Maybe, but some will prefer to dip into this book of 
good standard papers and use it for reference, read 
the interesting editorial comments and use the good, 
sometimes extensive, bibliographies. In view of the 
difficulties in producing this book the editors have 
done an admirable job which makes a hopeful 
beginning to the series which can be welcomed, 
especially as it makes available some work not 
previously published in English. 

MICHAEL FORDHAM. 


SEXUAL INADEQUACY 


Human Sexual Inadequacy. By W. H. MASTERS 
and V. E. Jounson. J. & A. Churchill. 1971. 
Pp. 467. Price £5.25. 

It is an intriguing paradox that the field of research 
into sexual behaviour, which in general is so sparse, 
contains some of the most monumental pieces of 
research into any aspect of human behaviour. There 
was Kinsey and his co-workers in the 1940s, and later 
the extraordinary physiological and anatomical 
research of Masters and Johnson reported in their 
book Human Sexual Response. The first, an epic piece of 
sociological research by any standards, has already 
defined an era; we now talk of pre-Kinsey and post- 
Kinsey rescarch. The same is likely to apply to 
Masters and Johnson in the physiological field. 

Now we have a second volume from the Masters 
and Johnson stable. 'T'hey are a most remarkable pair; 
a gynaecologist and a behavioural scientist of rather 
indeterminate breed. The sequence of their joint work 
is a striking example of the application of basic 
research findings to the solution of practical problems. 
This second book is a description of their technique of 
treating sexual inadequacy in both the male and the 
female and a report of their results. Characteristically 
for this pair, it is no ordinary clinical report. Firstly, 
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the number treated is enormous, a total of 790 
sexually inadequate individuals taken mainly from 
510 married couples. Secondly, full results are only 
given for those who have completed a five-year 
follow-up period (i.e. slightly more than half of their 
patient sample who have been treated within an 
eleven-year period). Their initial failure rate, how- 
ever, is given for the whole sample. Thirdly, the 
reported results are substantially better than those 
of any other remotely comparable series. 

Their method is described in sufficient detail to 
enable any reader to employ it. It is a comprehensive 
approach combining due consideration of historical 
and attitudinal factors with a very directive be- 
havioural approach. The main focus is on the sexual 
behaviour and communication, both verbal and non- 
verbal, between the couple, discussing in detail what 
takes place between sessions and setting clearly 
defined goals of sexual behaviour. Other principles 
which are of importance are first, the insistence on 
treating a couple and not an individual, and secondly, 
the use of two therapists, one male and one female. 

It is true that the superiority of their results may 
be partly due to a high degree of selection, both by 
them and by the nature of the treatment programme, 
which involves spending two weeks away from one's 
family and work, and staying in a hotel; any couple 
with doubtful motivation would be effectively sorted 
out by this fact alone. (The cost of the treatment, 
however, was not a factor during the first five years, 
as it was given free.) In addition, their aim is not 
directly applicable to a national health service 
situation, at least at the present time. However, there 
is no doubt that most of tbeir key principles can be 
used in a normal clinical setting, and when combined 
they probably represent the most effective approach 
to marital sexual problems that we can currently 
muster. 

There are faults in their work. There is, for 
example, no evidence of scientific method in their 
attempts to evaluate treatment. The disadvantages of 
this lack, which in any ordinary study would be 
substantial, are largely overcome by sheer weight 
of numbers. It may be true that they could have 
assessed their technique with much less effort and in 
a shorter time had proper design been involved, but 
in the face of such good results who can complain 
when so many people have been treated? The prose 
style is somewhat long-winded and occasionally 
awkward although certainly not as tedious as in their 
first book. 

However, these criticisms are puny beside the 
merits of this book. It is unquestionably the most 
important piece of work in this particular field, 
should be in every medical library and be required 
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reading for all in the medical and allied professions 
who come into contact with sexual inadequacy. 
Joun Bancrort. 


Psychological Types. By C. G. June. Collected 
Works. Vol. 6. Pp. 617. Routledge & Kegan 
Paul. 1971. Price £6.25. 

Psychological Reflections. By C. G. June. A New 
Anthology of his Writings. 1905-1961. Selected 
and edited by JoraAwp& JAcoss in collaboration 
with R. F. C. Hux. Pp. 391. Routledge & 
Kegan Paul. 1971. Price £1.75. 

Psychological Types is a revision of the 1923 transla- 
tion by H. G. Baynes. It is the sixteenth volume to be 
published of Jung’s Collected Works, and is probably 
the most ambitious of his scientific writings; at any 
rate it is the one which has made the most widespread 
and lasting impact. It clearly shows Jung’s tendency 
to seek confirmation for his ideas in the history of 
civilization and in literature, of which he shows an 
enormous knowledge. It is, for instance, characteristic 
of Jung that the chapter dealing with the type problem 
in poetry extends over 108 pages, and besides this 
there is a special chapter on Schiller’s ideas and 
poetry, while the one dealing with psychopathology 
takes up only 11 pages. It is this apparent imbalance 
between the space given to history, literature and 
philosophy on the one hand, and to the presentation 
of psychological observations and definitions on the 
other hand, which makes this book so interesting and 
so typically Jungian. 

Psychological Reflections was first published in 1945. 
This second edition contains additional quotations 
from the author’s later writings. The material is 
arranged under four headings: the nature and 
activity of the psyche; man in his relations to others; 
the world of values; on ultimate things. The source of 
each quotation is given. This book should prove very 
helpful for students of Jungian ideology and style. The 
translation is not invariably faultless; for instance, 
‘only an exceedingly naive and unconscious person 
could imagine that he is in a position to avoid sin, 
unconsciousness is not only no excuse but is actually 
one of the most heinous sins’. Unawareness might be 
a more suitable translation of the original: ‘Nur ein 
hóchst naiver und unbewusster Mensch kann sich 
einbilden, er sei imstande, der Sünde zu entrinnen 
... Unbewusstheit (ist) nicht nur keine Entschuldig- 
ung, sondern sogar eine der "ürgsten Sondern . . .””,’ 

E. STENGEL. 


DRUG DEPENDENCE 
Drugs, Society and Personal Choice. By Hanorp 
and Orana Karant. Toronto: Addiction Re- 
search Foundation. 1971. Pp. 160. Price $1.95. 
This is a valuable book dealing with a subject (drug 
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dependence) that those working in this field in 
England believe to be of slight importance (when 
compared with problems of misuse of motor Cars, 
alcohol, tobacco, women and so forth). Why then 
recommend the book? The answér lies not in the 
subject itself, but in the way it is perceived. The 
‘problems’ of drug dependence can be very serious if 
society reacts in an irrational way, particularly if the 
measures taken to cope with this small problem have 
few beneficial effects, but other disadvantages for 
society. 

This book is one of several which have come from 
the Addiction Research Foundation of Ontario, which 
has a well-deserved reputation for a low key sensible 
intelligent and scientific approach to these problems. 
(They provided much background material to the 
Le Dain Commission in Canada which produced the 
thoughtful "Interim Report on the Misuse of Drugs’ 
in that country.) The stated aim of this book is to 
help people, particularly the intelligent layman, to 
arrive at fully-informed, balanced and reasonable 
decisions about drugs. David Archibald, the Director 
of the Foundation, points out in a foreword that the 
balance in which all data must be weighed— 
laboratory data, social, personal and ethical data—is 
the delicate system of social costs/social benefit account- 
ing, and the book has been written with this aim in 
mind. It contains much straightforward information 
about drugs, including the socially acceptable drugs 
(alcohol and tobacco), and their uses, effects, ill- 
effects and so forth. It is, however, written in such a 
way that the problems, and the value judgements 
that have to be made, and some of the implicit 
assumptions held about drugs, are spelled out for the 
reader so that he or she can see the assumptions they 
are making and some of the consequences of the 
assumptions. 

In the light of the brouhaha, after the publication 
of the Standing Advisory Committee's report on 
Cannabis (a conservative report which recommended 
that users of Cannabis should still be liable to go to 
gaol) which was greeted by the Press as though it had 
warmly recommended original sin (the then Home 
Secretary hinted darkly that members, most of whom 
were pillars of the establishment and some of whom 
were in their 70's, had been ‘got at’ by the advocates 
of legalization of pot), it is obvious that this type of 
book is needed in this country. Doctors are no better 
informed that anyone else, and subject to the same 
prejudices. For this reason I would very strongly 
recommend anyone with the slightest interest in 
drug dependence to get a copy, or at any rate, to 
make sure their hospital medical library buys it. 
(Order it now, otherwise you may forget to do so.) 

Tuomas H. BgzwrEv. 
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Drug Ábuse and Personality in Young Offen- 
ders. By R. Cocxetr. Butterworths. 1971. 
Pp. 166. Price £2.50. 

This book is a report of two psychological and social 
investigations of young male offenders sent to Ashford 
Remand Centre. Two studies were made. The first 
considered 563 individuals who during examination 
and medical reporting were discovered in a fourteen- 
month period to have been involved in drug taking. 
As a control group a sample of 100 non-drug-takers 
from the same population was used, and in addition 
there was already to hand a further group of 150 
psychiatrically assessed as normal but otherwise 
randomly drawn from a non-drug-taking part of the 
same population. The second study covered a later 
eleven-month period during which time data were 
collected on 1,577 young men of whom 495 were 
discovered to be drug takers to a greater or lesser 
degree, but interview data on social background, 
delinquency and drug use history were available on 
only 348. The first 330 non-takers for whom all 
experimental information was available were taken 
as the main control sample. As well as intelligence 
tests, the Middlesex Hospital Questionnaire, the 
Maudsley Personality Inventory, the Cattell 16 PF 
test, and Caine, Fould and Hope's Hostility and 
Direction of Hostility Questionnaires were used. 
There is a vast amount of useful information in this 
book for those interested in the psychometric assess- 
ment of young delinquents and drug users. 

Tuomas BEWLEY. 


ROAD DEATHS 


Death on the Road. By F. A. Wurrrock. London: 
Tavistock Publications. 1971. Pp. 212. Price 
£2.90. 

There is a growing feeling among many of us who 
are concerned with antisocial behaviour that anti- 
social behaviour in a car is curiously neglected or 
compartmentalized. This leads us to overlook an 
exceedingly large and growing aspect of human 
violence. Professor Whitlock has tried to remedy this 
situation to some extent by trying to place auto- 
mobile violence within the context of suicide, crimes 
of violence, and alcoholism. His thesis is that road- 
death and injury rates, being part of the total 
aggression in a given society, will fluctuate with 
other types of violence rates. He looks at the problem 
by way of the nationally published figures concerned 
with violence bebaviour in a variety of countries. 
Therein lies the first major weakness of the book 
because, as the author freely admits on more than 
one occasion, published national statistics are notor- 
iously unreliable when it comes to suicide, robbery, 
violent crimes, drunkenness and such like. Even the 


basic mortality statistics published by a country 
sometimes vary widely from the WHO statistics. 
Accepting all the inaccuracies and making one or 
two ad hoc adjustments, Professor Whitlock concludes 
that ‘all measures of violent death and violent crime 
correlated positively, and in most instances signifi- 
cantly, with the two road-death indices’. There were 
no significant correlations between road death rates 
and convictions for drunkenness; this is explained 
quite reasonably in terms of public attitude, but one 
wonders how much this argument applies to other 
correlations. 

The second major weakness of this book is its 
concluding chapter, in which we are treated to a 
surprising and dreary list of homilies in which 
morality, sin, and behests to parents to teach their 
children better driving are all dragged in. Surely the 
past 2,000 years and more have provided good 
evidence that exhortations do not change behaviour 
very much. 

Strengths of this book are its comprehensive review 
of the literature surrounding this cinderella topic and 
a serious attempt to put road violence in its correct 
context. It will undoubtedly provoke much interest. 
Perhaps the best review is given by Professor Smeed, 
in the foreword, when he reminds the reader of 
several important points which are not entirely 
compatible within the author’s thesis; for example 
fatalities are decreasing as motoring increases, and 
fatalities in a country can be predicted very largely 
from a knowledge of the population and the number 
of vehicles only. As Professor Smeed says ‘Professor 
Whitlock’s book is a major contribution to thought in 
this field . . . I do not agree with all of his views, but 
his book should be studied by everybody seriously 
interested in the subject’. 

Joun Gunn. 


VOLUNTEERS 

Meals for the Elderly. By B. R. Sranron. King 
Edward’s Hospital Fund for London, 1971. 
Pp. 64. Price 8op. 

Volunteers in Hospitals. Edited by JEAN FiNz1, 
CurysTAL Kino and Davm Boorer. King 
Edward’s Hospital Fund for London. 1971. 
Pp. 123. Price £1.10. 

Here are two further publications from the King 
Edward’s Hospital Fund which are full of valuable 
information and practical ideas. The King’s Fund 
seems able to maintain a very high standard in a 
field where it would be easy to be vague and plati- 
tudinous. 

The short book on Volunteers in Hospitals should be 
compulsory reading for anyone concerned with 
organizing such services, whether himself a volunteer, 
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or a staff member or paid organizer. It should also be 
compulsory reading for Management Committees, 
doctors and senior staff. The last few years have seen 
a considerable increase in the service given by 
volunteers to hospitals and this is now developing at 
a much more personal level and is less concerned with 
fund raising. The presence of volunteers on the ward 
can naturally create staff anxieties, and this book 
should do much to help mutual understanding 
between volunteers and staff in their joint concern 
for patient care. 

The book on Meals for the Elderly reports on a 
Meals-on-Wheels and Luncheon Club service in two 
North London boroughs. There have been very few 
surveys on the effectiveness of Meals-on-Wheels, and 
it has always been assumed that this is a vital and 
effectiva way of supporting the elderly in the com- 
munity. This survey emphasizes the need to assess the 
service and ensure that the elderly concerned really 
are effectively nourished. It is easy to assume that 
because the meals are delivered they are eaten, but 
the story of two elderly sisters underlines the possi- 
bility of serious food waste. 

Both of these books can be commended. They are 
easily read. It is a pity that that concerned with 
volunteers is not available as a very cheap paperback, 
to ensure a wide distribution. 

A. A. BAKER. 


STRESS 
Society, Stress and Disease. (Vol. 1. The Psycho- 
social environment and psychosomatic disease.) 
Edited by L. Levi. Oxford University Press. 
London. 1971. Pp. xvi + 485. Price £8.00. 

This book is a record of a Symposium sponsored by 
the University of Uppsala and the W.H.O. and held 
in Stockholm in 1970. It is the first of a series of five. 
The general nature of the title allows the inclusion 
of a vast range of topics, from a consideration of the 
potentialities of the dolphin brain to a statistical 
presentation of the problems of city living. Some of 
the most valuable chapters comprise up-to-date 
reviews of particular areas of research in which the 
authors are acknowledged authorities, for example, 
Frankenhaeuser’s discussion of the link between 
catecholamines and emotional states. The collection 
of chapters by Russian authors gives a rare glimpse 
into Soviet psychiatry for the reader whose Russian 
is confined to film titles. Other contributions are 
theoretical discussions of topics such as communica- 
tion and social structure, and the impact of technology 
on society. On the whole these are less satisfactory, as 
they are necessarily far more speculative. The least 
substantial part of the book is the penultimate section 
in which authors advance their prescriptions for 
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changes in society which might lessen stress. It is 
clear from the preceding chapters that the state of our 
knowledge on the links between stress and disease 
makes such prescriptions premature. The contribu- 
tions cover such a wide range of disciplines, including 
aethology, biochemistry and sociology, that every 
reader is bound to find something of interest here. 
J. Lzrr. 


ESSENTIAL PSYCHIATRY? 
Essential Principles of Psychiatry. By S. Crown. 
Pitman Medical and Scientific Publishing Co. 
Ltd. 1970. Pp. 297. Price £3.00. 

This is a very difficult book to review constructively. 
Dr. Crown appears to have tried to write a book that 
is comprehensive in scope and all-inclusive in content, 
but yet brief. He has inevitably failed, and the result 
is a book which tells us a great deal about the workings 
of Dr. Crown’s mind, but which cannot be recom- 
mended as an introductory guide to medical or other 
students. 

Some of the problems this book poses for the 
reader are well illustrated by three statements, all 
visible at the same time when the reader turns to 
page 1. The preface starts with the statement *Psychi- 
atry is concerned with the assessment and treatment 
of mentally ill patients’. The introduction to Chapter 
I on the opposite page begins: ‘Psychiatry is about 
how and why things go wrong for people, and about 
how to help them’, and further down on page 1 is 
the statement ‘Psychiatry is the study of patho- 
normal behaviour and experience’. Thus within the 
space of a few lines the questioning medical student, 
to whom presumably this book is mainly directed, 
finds three quite different statements about the 
nature of psychiatry. When suitably qualified, all 
three statements have some truth, but the reader 
may be forgiven if he begins to wonder what the 
book is about. 

The principles referred to in the title are genetic, 
psychological, psychoanalytic, descriptive and social. 
The appearance of psychoanalysis as a basic principle, 
together with the fact that the section dealing with it is 
three times as long as that devoted to descriptive 
psychiatry, follow from another questionable feature 
of this book—it is liberally spiced with psychoanalytic 
ideas and jargon. There is no attempt to warn the 
unsuspecting reader of the curious difficulties attach- 
ing these concepts, or of their very controversial and 
unsubstantiated nature. 

One of the areas in which Dr. Crown exercises his 
critical faculties concerns what he terms ‘descriptive 
psychiatry’. He does this by inventing stereotyped 
bogeymen called sometimes ‘organically orientated 
psychiatrists’ and sometimes ‘cynical’ or ‘scientific’ 
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readers, a tendency which reaches its peak on page 
89, where Dr. Crown produces a truly formidable 
beast entitled ‘the organic-constitutional-descriptive 
psychiatrist’ who, we are assured, grossly neglects the 
consideration of what is normal. It is presumably this 
pre-occupation with imaginary bad-men that leads 
to comments elsewhere upon diagnostic reliability 
which appear naive and out of date. 

The author is clearly a man of wide interests, and 
he succeeds in getting across something of his own 
enthusiasm for a broad approach to psychiatric 
education and treatment, but in this book he has 
not succeeded in organizing sufficiently his ideas and 
material. There is a tendency to oscillate between 
sensible statements and uncritical or over-inclusive 
comments which it needs a fairly sophisticated reader 
to appreciate. For instance, he emphasizes several 
times the importance of differentiating between 
observation and interpretation, yet when discussing 
hysterical personality he himself confuses the two in 
one sentence—‘A hysterical conversion symptom can 
occur in any personality type! . . . (agreed) . . . 
*because all psychoneurotics have passed through the 
oedipal phase and may therefore return (regress) to it.’ 

J. E. Cooper. 


CULTURAL STUDIES 
Culture and Mental Hiness. By Jonn H. Ortey. 
East African Publishing House. 1970. Pp. 82. 
Price 10.50 East African Shs. 

This pertinent, informative book by Dr. John Orley 
describes mental illness as it exists in Uganda, 
especially in the area of Baganda. The brevity of the 
book represents Dr. Orley’s unusual ability to give 
the reader a concise, instructive, yet interesting 
picture of mental illness in the area, and furthermore, 
an insight into the culture and life style. 

The book is divided into four segments, Part 1 
lays the background and presents concepts of body 
functions by the Baganda people, and Part 2 is a 
background for various beliefs concerning mental 
illness. The third part deals with types of mental 
illness, while delving more deeply into innate beliefs 
involving the subject. The final segment reviews 
implications of the study, plus revealing valuable 
suggestions for future studies. 

Dr. Orley’s book could be used as an essential 
handbook by anyone working in Uganda, either as a 
physician or in any area of psychiatry. To the 
psychiatric worker outside the area, it presents a 
clear picture of mental illness, as it existed in our 
own past and as it continues to exist in more primitive 
settlements. To one involved in community psychi- 
atry, it reinforces the need for vast knowledge of the 
culture and specific problems within the com- 


munity in which he is concerned. The student or lay 
person will be captivated with the lucidity and I 
enthusiastically endorse Dr. Orley’s comprehensive 
study to all persons interested in the field of mental 
illness and health. 

CLAYTON PETTIPIECE. 


Magical Medicine: A Nigerian Case-study. 
By Una Mactean. Allen Lane The Penguin 
Press. 1971. Pp. 167. Price £2.50. 

This book, which examines the Yoruban native 
healers in Nigeria, provides a perspective on the 
relevance of cross-cultural studies to an understanding 
of our own culture-bound assumptions about medical 
and psychiatric treatment. While native medicines 
have limited value for infectious diseases and surgery, 
they appear useful for short-term, self-limited illnesses, 
chronic complaints and functional illnesses. 

Western medicine, focusing on how illness occurs, 
has developed technologically sophisticated treat- 
ments scientifically based on knowledge of aetiology. 
In this process medical practice had become more 
impersonal and removed from the social context in 
which it is practised. Pre-scientific medicines, focused 
on why illness occurs, have developed empirical 
treatment which not only often work but also provide 
elaborate causal explanations which reduce anxiety 
and establish a supportive nexus between the patient 
and his social group. 

Native doctors share a common set of values and 
beliefs with their patients and often know much about 
individuals, their relationships and experiences and 
various other social and psychological factors, and 
this gives native doctors a special advantage in 
treatment situations. The native healer’s capacity to 
induce optimism and confidence facilitates the 
patient’s progress and has proved of value in the 
management of psychosomatic conditions and the 
psychological correlates of chronic physical conditions. 

The native healer’s broad explanation for disease 
development causes us to reflect on the deficiencies 
of our own practices in providing for the universal 
need to understand why illness occurs to some and 
not to others. If, on the other hand, Western medicine, 
with its emphasis on privacy, expertise and the 
separation of institutional power from the psycho- 
logical armamentarium of the doctor fits the needs 
of western man, then it behoves us to investigate 
these links and clarify their significance. 

Ari Kiev. 
PSYCHOLOGY 

Behaviour Modification in Mental Retardation. 
By W. I. GARDNER. Aldine-Atherton. 1971. 
Pp. 389. Price $11.75. 

In this book the concepts and practices of behaviour 
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modification in the mentally retarded are outlined, 
and chapters on respondent, operant and observa- 
tional learning are included, along with a review of 
related research and clinical studies ilustrating 
problems of the retarded, who are also emotionally 
disturbed. The author believes that behaviour, even 
of the very severely retarded, many be modified by 
specific techniques based on laws of reinforcement 
and extinction. Their aim is to increase desirable 
and decrease undesirable behaviour by focusing 
therapeutic attention on the disturbing environment 
rather than on internal conditions. 

"Throughout the author interprets the educational 
and vocational difficulties of the mentally retarded, 
and concludes that the source of the behaviour 
difficulties lies in an inappropriate or limited environ- 
ment and not within the mentally retarded person 
himself. Psychologists and psychiatrists may find this 
a useful reference book, but for others in the field of 
mental retardation it may make heavy reading. 

W. Worrzw. 


Cognitive Studies. Volume 2: Deficits in Cognition. 
Edited by Jerome HELLMUTH. Butterworths, 
London for Brunner/Mazel, New York. 1971. 
Pp. 363. Price £6.50. . 

This second volume on cognitive psychology has 
the same major shortcoming as its predecessor in this 
series; namely, lack of planning in the selection of 
topics for, as well as in the choice of authors of, the 
15 assorted articles that make up the present book. 
The introduction states that it deals with cognitive 
deficits as they are manifest in subjects with schizo- 
phrenia, blindness and dyslexia, as well as in children 
from minority groups; but this describes the content 
of less than half of the articles presented. The bulk of 
the book deals with such a variety of topics that their 
review would amount to an itemized repetition of the 
chapter titles, several of which are on the borderline 
of the theme of the work. 

The quality and quantity of the contributions also 
varies greatly—for example, the subject of dyslexia 
is dealt with in six pages of text; and some research 
descriptions are in a form more suited to a journal 
than to a book. From a psychiatrist’s point of view, 
the most useful article is probably that on *Cognitive 
Defects in Schizophrenia’ by Payne, which deals with an 
evaluation of Cameron’s theory of ‘overinclusive 
thinking’, 

Maria Wyre. 


Psychology in Medicine. By J. E. Orme and E. G. 
SPkAR. Bailliére Tindall. 1971. Pp. 218. Price 
£1.80. 

This book is addressed to ‘the general medical 


BOOK REVIEWS 


reader and the undergraduate who is now expected 
to have a grounding in psychology’. It is also claimed 
to be useful for postgraduates in the psychiatric field. 
But I would hesitate before recommending this 
volume to any of these readers. The book tries to 
encompass the whole of the psychological field, 
including small and large groups, statistical methods 
and experimental design. The scope is so wide that 
none of the subjects touched on is dealt with at an 
adequate intellectual level, and the book would 
only be useful for students at a more elementary 
level, such as social workers and psychiatric nurses. 
But again, if I were recommending something on the 
subject of ‘psychology in medicine’ for students in 
this field I would recommend something by a psychi- 
atrist. In the teaching of psychology to medical 
undergraduates and postgraduates I would recom- 
mend four or five Pelicans, by Eysenck, Cattell, etc., 
which give an excellent introduction to subjects 
such as psychometrics, group theory and applications, 
personality test construction and interpretation, 
learning theory, and behaviour therapy. The cost of 
these altogether would probably not be more than 
that of the volume under review, but the several 
volumes would be very much more rewarding, 
C. R. Bacrey. 


COMPETITIVE INTERVIEWS 
The Interview as Arena. By J. D. Davis. Oxford 
University Press for Stanford University Press. 
1971. Pp. 204. Price £3.30. 

This book is based on the author’s Ph.D. thesis at 
the University of Indiana, and reports a series of 
experiments to test the usefulness of a competitive 
model for the interview situation. The author is 
especially interested in the psychotherapeutic inter- 
view, and joins Haley in viewing this as an arena in 
which therapist and patient struggle for control, 
and in which clinical symptoms are held to represent 
maladaptive tactics for securing control in relation- 
ships. Both borrow the world ‘ploy’ from Stephen 
Potter, although in the present book *one-up-man- 
ship’ appears as a ‘positional gain’. 

The competitive model rejects the idea that friendly 
things said to the client are rewarding, and hostile 
things are punishing, in favour of the idea that any 
evaluative remark by the therapist gives him an 
advantage, since it reminds the client of the inequality 
of a relationship in which only one member can 
make such remarks. How then can the client ever 
gain an advantagc? In the author's opaque campus 
prose: ‘interviewee gains were held to result only 
from interviewer rescindments of negative evaluations 
on a topic’. That is to say, the therapist must take 
back something nasty that he's said. 
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The model therefore predicts that clients will 
interact more and more with therapists who are 
critical, and vice versa, and the author shows by 
experiment that this is so. A strongly competitive 
client, having heard some critical interpretation, 
must not change the subject but should persevere 
until the therapist retracts by making some favourable 
remark. The clients were divided into Byrnes’ 
‘repressors’ and ‘sensitizers’. (A ‘sensitizer’ is broadly 
speaking a dysthymic, since the correlation with 
Taylor’s Manifest Anxiety Scale is higher than the 
test-retest correlation of the scale itself.) Repressors 
were shown to be more successful than sensitizers in 
competitive strategies, and in general the experi- 
mental findings favoured the competitive model. 

The clients were (inevitably?) psychology students 
motivated to co-operate by the lure of two academic 
credits, and (inevitably) lied to about the true 
purpose of the experiment. They could hear but not 
see the interviewer, whose behaviour was in any case 
not determined by them but by some pre-arranged 
schedule. It is very doubtful whether it is justifiable 
to use such artificial data to generalize to the entire 
psychotherapeutic situation, but the author does so. 
Neurotic people, especially sensitizers, are those who 
use weak interpersonal strategies; these in turn lead 
to negative outcomes in real life situations, which 
then cause low self-esteem, high anxiety, and so on. 
Since all the cards are stacked in the therapist’s 
favour, if he treats psychotherapy as a competition 
which he then contrives to win little benefit can be 
expected to accrue to the patient. The patient’s best 
hope is for the therapist to make such ludicrous 
interpretations that he can refute them, and thus 
learn strong competitive strategies. Alternatively he 
may learn to respond to outright aggressive strategies 
such as Rosen’s direct analysis, or to the angry 
attacks of peers in a therapeutic community such as 
Synanon. If the therapist neglects these unconven- 
tional courses therapy may be interminable, since 
we have seen how the client will persist with a 
therapist offering critical interpretations, in the 
hope of registering a positional gain. 

The author seems not to have heard of Kraiipl- 
Taylor’s prokaletic psychotherapy, where the therapist 
contrives to lose games in return for the patient 
giving up his symptoms, but it should be right up his 
street. Meanwhile, he has written an original and 
provocative book. It is a pity that he is the sort of 
man who calls a spade a technological aid for the 
displacement and upward elevation of soil; thus, ‘a 
positive methodological contribution of the study 
consists in its demonstration that controlled laboratory 
studies of complex reciprocally contingent social 
interactions are quite feasible’. Davin GOLDBERG. 
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Neurosis in the Ordinary Family. By ANTHONY 
Rye. Social Science Paperbacks, Tavistock 
Publications. 1971. Pp. 156. Price 75p. 

This book is now available in a paper-back edition 
at a comparatively modest price. There is little to 
add to the previous review in this Journal, other than 
to welcome its appearance in a cheaper edition. This 
volume is a summary of the work of Dr. Ryle and his 
colleagues over a number of years in the field of 
general practice. They are not afraid to approach the 
study of very complicated problems concerning inter- 
family relationships, but the author is well aware of 
the limitations and problems of the various question- 
naire and rating methods he employs. The work leans 
heavily upon the use of the Cornell Medical Index, 
and is of great interest to other workers who use this 
instrument. In addition to the bare facts and figures 
reported this book contains a good deal of intelligent 
and stimulating although admittedly speculative 
discussion, which makes it of particular interest to 
those concerned with the future of general practice 
and the teaching of the general practitioners of the 
future. 

J. E. COOPER. 


Delinquency and Puberty: Examination of a 
Juvenile Delinquency Fad. By Gz&HARD O. W. 
MUELLER, JERRY Suames and JupIrH HAZEN. 
New York University School of Law. 1971. 
Pp. 123. No price stated. 

The origin of this study was the discovery by the 
senior author that the Volkswagen crest had been 
removed from the bonnet of his car. Coupling the 
fact that a report of such a loss was unprecedented at 
the local police station with his observation that 
practically all Volkswagens lacked this crest, a study 
in hidden criminality had been launched, The extent 
and duration of this juvenile fad is well documented 
by the use of industry records, so making the metho- 
dological point that this source is ‘a goldmine of 
criminological information’. Much less satisfactory is 
the cautious attempt in the final section to link this 
delinquency fad with the sexual implications of 
puberty changes. 

KerrH Soorunr. 


Sociological Perspectives: Selected Readings. 
Edited by Kenneru THompson and JEREMY 
TunsTALL. Penguin Books. Pp. 592. Price 85p. 

'This selection of readings, primarily designed for 
use by Open University students, illustrates a number 
of fundamental themes in the development of 
sociology. Specific issues are clearly presented by 
excerpts from major theoretical and empirical writers. 
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Whilst this book cannot be considered as particularly 
directed to psychiatrists, it is an admirable discussion 
of aspects of the relationship between the individual 
and society. 

RicHARD Mavov. 


Special Topics in Stereotaxis. Edited by W. 
UxsAcH. Stuttgart: Hippokrates Verlag. Pp. 
183. Price DM 36. 

A symposium was held in Berlin in 1970 among a 
group of surgeons interested in the application of 
stereotactic methods to the investigation and treat- 
ment of epilepsy and behaviour disorders. Contribu- 
tions were presented in English and came from seven 
countries. 

The most important papers are concerned with 
physiological studies of the fornix and amygdalum 
with reports on the:effects of stimulation and destruc- 
tion. Clearly, more work of this nature will be done in 
the near future and developments in psychosurgery 
will be directed towards the establishment of precise 
stereotactic targets with clear indications for their 
use. If it can be shown that lesions of this nature are 
also effective in the control of epilepsy, much will 
have been gained, and the work in this volume will 
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be the foundation on which it was developed. It should 
be referred to by those interested in the patho- 
physiology of epilepsy and the study of the physical 
basis of changes in behaviour. 

Peter H. SCHURR. 


A First Group Psychotherapy Book. By 
Epwarp L. Prmwzv, Jr. Charles C. Thomas, 
Springfield, Ill. 1970. Pp. 204. Price $8.00. 

Devoid of any spark of life, of humour, of sensitivity 
or individuality, this is a book for those who feel 
secure in the cloud-cuckoo land of unquestioned 
assumptions, pronouncements (that the group thera- 
pist ‘should be interested in getting along with people 
in groups’), of no controls, no quantification, no 
evidence. Both author’s text and patients’ discussions 

(the latter constituting over two-thirds of the book) 

seem extraordinarily fragmentary, and one can only 

gasp at the suggestion that this work has ‘a rational 
scientific basis’. Indeed, it is difficult to see what it 
has to do with either medicine or psychology. The 
aim appears to be not to remove symptoms but to 
make patients happy with them, and to mould 
individuals to the group consensus. 

J. Eowm MacpoNALD. 


Brit. J. Psychiat. (1972), 120, 469-70 
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Incontinence Equipment and Appliances: A Selected Kompendium der Medicinischen Hypnose. By 


Biography, Section 1, January 1960-August 1970. D. Lancen. S. Karger. Price £2.10. 
By Arrœ M. C. THomson. Disabled Living Foundation. Geisteskranker oder Kunstler? Der Fall Friedrich 
Price 50p. Schróder-Sonnenstern, By ArrRED Baner. Hans 


Huber. Price DM 33. 
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Many of these books will be reviewed at a later date. 
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PSYCHIATRIC SEQUELAE OF THE 
BELFAST RIOTS 
Drar SR, 

H. A. Lyons in ‘Psychiatric Sequelae of the Belfast 
Riots’ (Journal, March 1971) presents conclusions 
that are not supported by his evidence. His investiga- 
tion was of a self-selected sample of the Belfast popula- 
tion, and it is not possible to make any generalization 
about the population on the basis of such a study. 
The atypicality of Lyons’ sample is shown most 
strikingly by the fact that 63 per cent of the Part I 
sample and no less than go per cent of the Part IT 
sample had previously received psychiatric treatment. 

Without a study of a random sample of the Belfast 
population at large, or at least a control group for his 
present study, Lyons’ Conclusions (p. 272) are plainly 
absurd. 

Rosert Moore. 
University Department of Sociology, 
King’s College, 
Old Aberdeen, AB9 2UB. 


Dear SR, 

The purpose of my paper was to study the psychi- 
atric consequences following the severe Belfast riots 
of August 1969. Patients attending their general 
practitioners with psychiatric symptoms, and ad- 
mission rates to mental hospitals, are well recognized 
and accepted methods of studying psychiatric mor- 
bidity in communities which have well developed 
psychiatric services (Hewetson, J. C. et al., 1963; 
Kessel, W. I. N. and Shepherd, M., 1962; Norris, V., 
1959; Shepherd, M., Brown, A. C. and Kalton, G. 
1966; Taylor, S. J. L. and Chave, S., 1964). 

The patients studied were a self-selected sample in 
that they were those who developed symptoms severe 
enough to consult their family doctor or be referred 
to a psychiatrist. There obviously were many others 
who developed symptoms of anxiety but accepted 
these as a normal reaction to the stress situation; but 
those who went to their doctor would represent the 
more severely disturbed, thus reflecting the psychiatric 
morbidity. 

As regards patients referred to psychiatrists: all 
those admitted to day hospitals or the Belfast area 
mental hospital during the six week period following 
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the riots were screened by the independent psychi- 

atrist involved, and those whose illness was in any 

way related to the riots were selected for further study. 

As the references quoted in my paper indicated, 
hospital admission rates have frequently been used 
during times of war, both international and civil, to 
study psychiatric morbidity. These studies have 
shown that it is the vulnerable who break down at 
these times, and the Belfast finding of a high incidence 
of previous psychiatric illness is in keeping with this, 
and could not be regarded as atypical. 

The suggestion by Moore that a random sample 
should be studied is rather naive, indicating some 
lack of appreciation of the conditions existing in a riot 
situation, where high levels of suspicion and hostility 
would render co-operatior in sampling unlikely. 
Furthermore it is important to assess patients clinic- 
ally in the acute situation, as retrospective studies 
are fraught with inaccuracy. If one were to attempt a 
random sample in these circumstances one might well 
encounter a random bullet! 

H. A. Lyons. 

Purdysburn Hospital, 

Belfast, 8. 
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THE LANGUAGE OF SCHIZOPHRENIA 


Dear SR, 

I should like to offer a couple of critical comments 
on the very welcome paper by Maher on the ‘Lan- 
guage of Schizophrenia’ (Journal, January 1972). 

Firstly, concerning the table of type-token ratios 
from schizophrenic speech and written material: I 
feel it should have been made clear that the T.T.R. 
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is only comparable if it is based on samples of constant 

size in number of words, i.c. where the number of 

tokens, that is the divisor in the ratio, is constant. 

This has been most often chosen as 100. As the divisor 

increases so the value of T. T.R. inevitably declines, 

the number of types being approximately related in a 

logarithmic fashion to the number of tokens in any 

sample (Herdan, 1960). The figures quoted for 

Critchley’s subjects were 0:65 and 0-26. Consulting 

the original paper (Critchley, 1964), the actual ratios 

can be seen to be 54/79 and 331/1,241 respectively. 

I have recomputed these as log type/log token. The 

values become 0:90 and 0-94 respectively, which 

can be seen to be not very dissimilar. The other 
values quoted by Maher in his table are based on 
studies where 100 has been chosen as the sample size. 

Other studies have chosen different sizes of tokens, 

e.g. 900 (Salzinger, Portnoy and Feldman, 1964); 

25 (Feldstein and Jaffe, 1962); 200 (Silverman, in 

preparation). Sample size is no mere arbitrary 
consideration, as Salzinger et al. found rank orders in 
matched pairs for T.T.R's considerably different 
between 100 and goo word sample sizes (Salzinger, 

Portnoy and Feldman, 1964). 

The second point concerns evidence for the ‘imme- 
diacy hypothesis’. In point of fact it can be argued 
that Salzinger’s results (Salzinger, Portnoy, Pisoni 
and Feldman, 1970) show, at least for ‘low guess- 
ability’ words, that ‘distant’ context is of greater 
benefit, proportionately, in the prediction of words from 
schizophrenic utterances over normals. Salzinger 
ignores the baseline predictabilities on going from 
contexts of 4 to 8 words, but when this is regarded 
from the viewpoint of proportionality the results become 
consistent with my own observations comparing 4th 
and 5th word deletion patterns with Cloze procedure 
(Silverman, in press). This supports the view that 
inappropriate repetition is of considerable significance as 
the encoding difficulty in schizophrenic subjects, as is 
also suggested in Maher’s publication. 

G. SILVERMAN. 

University Department of Psychiatry, 

Whiteley Wood Clinic, 

Woofindin Road, 

Sheffield Sro 3 TL. 
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Dear Sm, 

I should like to call attention to what seems to me 
to be a basic weakness in Dr. Brendan Maher’s 
erudite and intriguing paper on the ‘Language of 
Schizophrenia’. His summary and analysis of research 
on differences in speech patterns between schizo- 
phrenic patients and normal controls is useful and 
interesting, though the findings are hardly sensational, 
i.e. that schizophrenic speech is less predictable than 
normal speech and far more likely to include tan- 
gential (my word, not his) associations. He points out, 
correctly I am sure, that normal speech (except when 
barriers are deliberately let down, as in psycho- 
analysis or word association tests) is one in which 
there is continuous inhibition of distracting associa- 
tions, and that schizophrenic speech shows far less 
inhibition of such associational intrusions. 

It is with his hypothesis as to the reasons for the 
difference that he seems to have become so obsessed 
with attending to the mechanism that he quite forgets 
the individual who is speaking. His hypothesis is that 
the ‘inability’ to inhibit ‘irrelevant’ associations is due 
to deficiency of attention, which he believes, for 
reasons that are not made clear, to be biologically 
mediated. The examples he gives of schizophrenic 
speech are then interpreted as if the patient wanted 
to say what he, the researcher, would think reason- 
able. One of his examples starts as follows: 

‘See the Committee about me coming home for 
Easter my twenty fourth birthday. I hope all is well 
at home, how is Father getting on. Never mind, there 
is hope, heaven will come, time heals all wounds ...’. 

He then goes on to speculate that the writer wanted 
only to express his wish to go home for his birthday 
and that the rest were irrelevant intrusions that he 
did not know how to inhibit. It does not occur to 
him that the writer might not have wished to say 
what is expected and conventional. He is apparently 
unaware that the ambivalence which the normal 
person generally represses is near the surface in the 
schizophrenic; and that his kind of communication, 
with associational patterns characteristic of dreams 
or of waking fantasy, is admirably designed to express 
such ambivalence. His speech is sometimes hard to 
understand because he speaks in a kind of shorthand, 
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sometimes symbolically and sometimes with con- 
necting bits left out. 

If we look at the above letter with a wish to under- 
stand its meaning we realize that it is at least as likely 
that instead of irrelevant intrusions there are very 
relevant omissions. One cannot of course, interpret the 
letter without knowing the writer, but a possible 
version might be like this, with my suggested omissions 
in italics: 

‘See the committee (I know all the red tape involved and 
that you'd never make such a decision just because I asked you 
to, so consult everyone who must be consulted) about my 
coming home for Easter for my 24th birthday. I 
hope all is well at home. How is Father getting on? 
(We all know that I don’t give a damn how father is getting 
on). Never mind, there is hope. (Perhaps some day even 
Father will act like a decent human being). Heaven will 
come. (Zt would certainly have to be a miracle). Time heals 
all wounds. (Perhaps even Father and I might forgive each 
other in time). 

I do not, of course, claim that this is anything like 
the proper interpretation for this particular letter. 
One can only make informed guesses if one knows 
the patient; and can only discover whether one’s guess 
is correct by putting it to the patient. 

That Dr. Maher has listened more to speech 
patterns than to the meaning of speech seems con- 
firmed by his astonishing assertion that schizophrenics 
make puns which appear as puns only to the listener, 
that the patient has no awareness of the double 
meanings of the words he uses. I think this would be 
disputed by anyone who has dealt on a one-to-one, 
human basis with schizophrenics. The joke may be a 
bitter one, but it is there, part of the shorthand com- 
munication which the more accessible patient is 
usually glad to have someone understand. Let me give 
three examples of such communication. 

(1) A man of about thirty, a chronic schizophrenic 
since age twenty, had come to see me shortly after an 
acute psychotic episode. He had just left and was 
standing in the waiting room when he was approached 
by a patient coming in. The second man, a short- 
tempered aggressive character told me, a little later 
what had happened. ‘I very nearly slugged that guy.' 
He explained that, realizing he was early for his 
appointment, he had taken out a cigarette only to 
discover after going through his pockets that he had 
no match. He turned to the other man and said, ‘Do 
you have a match?’ ‘And you know what he did, he 
smiled this blank smile and said, “Yes, I have a 
match," and just stood there. He must have seen I 
was about to slug him because, just in time, he put 
his hand in his pocket, brought out a box of matches 
and said, “Did you want one"? 

(2) A patient on a long-stay disturbed ward in a 
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California hospital had been mute for some time. He 
did nothing on the ward, and for some time had 
refused to see his very demanding and domineering 
mother. Nonetheless he was included in the group 
taken into town to buy cards for Mother’s Day. 
(May I say parenthetically that in the United States 
it is possible to buy cards suitable for almost any 
relationship and any occasion or non-occasion). He 
went along passively as usual. But when they reached 
the store he surprised everyone by actually looking 
through the cards with interest. He even took the 
initiative in finding one, paying for it, addressing the 
envelope, stamping and posting it. When his mother, 
who was my patient, received it, her upset state left 
no doubt that she had understood the cryptic 
message from her son. The card read: 

‘To someone who has been almost a mother to me.’ 

My third example was another patient on the 
same ward. He never passed the door of the Director's 
office, where a sign read PLEASE KNOCK, without going 
up to it courteously and, very loudly, knocking. 

No matter how helpful the techniques of the 
linguist and the ‘communication engineer’ one cannot, 
in my opinion separate the speech from the speaker. 
In schizophrenic speech, especially, one must listen 
for what is implicit as well as for what is explicit; and 
to do this one must be attentive not only to the words 
he uses, but to the patient himself. 

Dons Y. MAYER. 
113 Grantchester Meadows, 
Cambridge. 


RESULTS IN A THERAPEUTIC COMMUNITY 


Dear Sr, 

In their paper ‘Results in a Therapeutic Com- 
munity’ (Journal, January 1972, vol. 20, p. 51) Myers 
and Clark are at pains to distinguish between the 
therapeutic community in a broad sense: “a humane, 
liberal approach marked by full occupation, open 
doors, active rehabilitation programmes and increased 
community involvement’ and the therapeutic com- 
munity proper: ‘concentrating on continual analysis 
of events, community meetings, role examination and 
blurring, flattening of the authority pyramid etc.’ 

It is, therefore, difficult to understand why they 
chose as the control ward, in their investigation of the 
efficacy of the second type of organization, a ward 
which violated most of the precepts of the first. Their 
‘traditional’ ward seems to have been so only in the 
sense that it enshrined errors of management and 
staffing which have a regrettably long history. 

The authors’ results are important, for as long as 
such wards continue to exist their failings need to be 
re-emphasized; but they provide no information on 
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the part, if any, played by the specific features of the 
therapeutic community proper, as defined by them- 
selves, in the outcome. 

It would be a pity if their results were misconstrued 
to suggest that improvements in such ‘traditional’ 
wards are contingent on full acceptance and imple- 
mentation’ of controversial concepts, rather than on 
the application of basic principles of psychiatric care 
which are universally accepted, in theory if not 
always in practice. 

DAVID ABRAHAMSON. 
Goodmayes Hospital, 
Barley Lane, 
Ilford, Essex. 


CLUSTER ANALYSIS 
Dear Sm, 

B. S. Everitt's excellent article on cluster analysis 
(Journal, February 1972, p. 143) provides a much 
needed warning of the difficulties involved in the use 
of this technique. One way, however, of avoiding at 
least some of the pitfalls of this method needs to be 
stressed. This is the application of what is perhaps the 
universal panacea for scientific flights of fancy, 
namely, common sense. Common sense is particularly 
applicable to the choice of variables to be measured, 
and, of course, to the problem of naming the groups 
once they have been found. The use of mathematical 
techniques without the concurrent application of 
common sense is one of the greatest traps for the 
unwary and the overenthusiastic. 

Cuive A. Sms. 
The Institute of Family Psychiatry, 
Jpswich and East Suffolk Hospital, 
29 Henley Road, 
Ipswich, Suffolk. 


DO MENTAL EVENTS EXIST? 


Dear Sir, 

One need not be a ‘mentalist’ to be put into a 
critical frame of mind (a mental event?) by Dr. Ray’s 
oversimplifications (Journal, February 1972, pp. 
129—182). Did it ever occur to him that by the very 
writing of his article he has given evidence contra- 
dictory to himself, and if he ever amends one or 
another sentence (as most writers do), what bio- 
chemical or electrophysiological or, briefly, neuronal 
impulse makes him do so? Unless one is the purest 
empiricist ‘knowing’ only the input of sense data 
objectifiable by instruments, there is no a priori 
difficulty in ‘categorizing’ (as categories are made by 
us and not vice versa) mental life processes alongside 
with and of equal ‘dignity’ (whether further reducible 
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or not) as biochemical or electrophysiological pro- 
cesses, Let us have the most intricate electrophysio- 
logical research and progress, by all means, but can 
it ultimately shed light on what inner conflict, 
jealousy, remorse, envy etc. are? Do we ‘live’ or are 
we, like lower organisms, ‘being lived? by the particles 
of our ‘machinery’ (responding to stimulation) ? If a 
person is observed sitting on a chair—chin in hand 


- and forehead furrowed—and he keeps silent, what 


behaviouristic principle or instrument is able to 
decide whether he has just pondered about a domestic 
problem or a religious scruple or just a debt? If 
mental events do not exist, we can scrap all the beauti- 
ful works of classical world literature and bequeath 
to future generations just Dr. Ray’s theorem— 
unpolluted by psychologism. 
STEPHEN Krauss. 

64 Oak Tree Road, 

Reading, RG3 6FY. 


Dear Sm, 

May I publicly applaud J. J. Ray for his paper? 
This was a truly brilliant satire on the Victorian, but 
still popular, habit of trying to physiologize psy- 
chology, and the Journal is to be congratulated on 
publishing a paper which, while very humorous in 
form, was very serious in intent. f 

D. BANNISTER. 


Bexley Hospital, 
Kent. 


PSYCHIATRIC IN-PATIENTS AND 
OUT-PATIENTS 
DEAR Sm, 

The reply of Morgan and Compton in this issue of 
the Journal (pp. 433—6), is based on a misunderstand- 
ing of our results and of the problem investigated. 
This leads them into a refutation of ‘claims’ never 
made and they buttress it with a statistical exercise of 
great naivety. Our findings were: 

(a) ‘. . . in certain important respects in-patients 
and out-patients are derived from different though 
overlapping populations.’ The most marked differ- 
ences (dismissed by Morgan and Compton as ‘slight’) 
were found among the elderly. ‘The admission rate for 
the over 65s of both sexes was 4:90 per 1,000. In 
contrast, increasing age was associated with a gradual 
fall of out-patient referral rate to 1-60 for the over 
65s.” We did not claim to have demonstrated the 
cause of these differences, but mentioned possible 
reasons for them. 

(b) In a district general hospital-centied psychi- 
atric service we observed a 34 per cent increase of 
new out-patient referrals while hospital admissions 
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remained static; this occurred over a period of three 
years, when nationally hospital admissions were still 
rising. We quoted in illustration some extreme 
figures from official statistics and the figures for the 
Sheffield and the Liverpool regions were extieme 
whether one refers to Tables 3, 11 or 13 (1). This 
prompted the hypothesis that an increase in new 
out-patient referrals can prevent admission or prove 
an alternative to it. No ‘claim’ was made, and we 
advisedly used the term ‘suggestion’ to emphasize that 
these are ‘no more than tentative and incomplete 
incursions into this difficult and relatively unexplored 
field’ (2). 

Out-patient care was investigated because ‘. . . 
relatively little is known about the patients so treated 
either descriptively or in terms of the care they 
receive. Nor is it known with any certainty how 
ambulatory treatment fits into the overall pattern of 
the psychiatric care of the individual’ (3). This 
poverty of information is partly due to the difficulty 
in collecting reliable out-patient statistics and officially 
published figures are at best a rough guide. To quote 
Baldwin (2) ‘. . . the methods of collection are almost 
always disparate, idiosyncratic and of doubtful 
consistency’ and *. . . the methods of data handling 
are... almost wholly dependent on clerical manipula- 
tion and so subject to unduly large human error’. In 
particular, the definition of a new out-patient varies 
from hospital to hospital Forsyth and Logan (4) 
found that a patient who attended for follow-up 
immediately after discharge from hospital was 
counted as a new out-patient in about one-half of 
hospitals and as a repeat attendance in the rest. 
Similarly, some hospitals restrict the term ‘new out- 
patient’ to the first-ever attendance, while others 
apply it to the first of any new episode of out-patient 
care. The hospital returns sometimes show the 
number of patients booked and not the number of 
actual attendances. In-patient statistics are less 
subject to these vagaries and here the commonest 
source of error is probably *double-counting', i.e. a 
patient transferred from one hospital to another will 
appear in each hospital's return and be counted 
twice (4). It is obvious that these figures are not suit- 
able for statistical treatment such as used by Morgan 
and Compton: product-moment correlations and 
significance tests cannot be more reliable than the 
data from which they arc derived. All that can be 
said is that official statistics reflect trends which 
should be investigated by collecting data in a given 
area and accoiding to operationally defined criteria 
that are strictly adhered to. This we have done, 
reported our findings and discussed some possible 
explanations for them. They are confirmed by the 
findings of the Aberdeen psychiatric case register (2) : 
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‘, . . the increase in extra-mural initial consultation 
was accompanied by a reduction in demand for in- 
patient care. It may be surmised that the one was the 
cause of the other’ and ‘hospitalization rates varied 
inversely with the amount of extramural service 
offered by the unit to which the patient was referred’. 
The problem remains complex and our results lead 
to further questions some of which we propose to 
explore. It is clear that availability of out-patient 
facilities does not automatically guarantee substitu- 
tion of care, as public (including medical) expecta- 
tions and practice do not change immediately (5). 

If we understand them correctly, Morgan and 
Compton do not criticize our findings; they even list 
additional reasons to explain why in-patients and 
out-patients are to a large extent derived from 
different populations. They also accept that out- 
patient treatment can prevent admission or prove 
an alternative to it. However, they make a plea for 
more sophisticated methods ‘to differentiate between 
the overlapping populations of hospital in- and out- 
patients’. The need for improved methods is only too 
obvious though ‘sophistication’ is becoming an over- 
worked term, too often applied to soft data. We agree 
with Baldwin (2) that ‘. . . it is possible to discriminate 
between high and low in-patient demand charac- 
teristics in a number of ways using relatively simple 
data, and to distinguish patterns of care and trends 
which are of considerable value for the management 
and planning of services’. 

In the absence of Dr. Evans, now in New Zealand, 
I am signing this letter. 

A. G. Mezey. 

Department of Psychological Medicine, 
North Middlesex Hospital, 
Silver Street, 
Edmonton, London N18 1Q X. 
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NEUROPSYCHIATRIG TRAINING 


Dear Sr, 
In September 1970, Sir Charles Symonds delivered 
the sixth Sir Hugh Cairns’ Memorial Lecture to the 
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Society of British Neurological Surgeons, in which he 
- made a plea for more coordination in the education of 
neurologists, psychiatrists and neuro-surgeons. ' 

This stimulating lecture, ‘Tria Juncta in Uno’, is 
now being printed, and it is felt that those who are 
now concerned with training in psychiatry might 
wish to read it. If they or any other of your readers 
would like to receive a copy, I should be glad to 
supply one on request. 

Joun M. Porter, 
Hon. Secretary, 
Society of British Neurological Surgeons. 
The Department of Neurological Surgery, 
The Radcliffe Infirmary, 
Oxford. 


THE MEDICAL ART SOCIETY 
Dear Sm, ' ; 

The Medical Art Society was founded in 1935 
under the leadership of Sir Leonard Hill and Sir 
Harold Gillies for the encouragement of doctors who 
arc amateur artists. Since then the Society has 
opened its doors to dental surgeons. 

Except in the summer, monthly meetings are held 
in or near London. These vary in character and 
include demonstrations, discussions, and sessions 
when members! work is subjected to the comment 
and criticism of professional artists. 

The highlight of the Society's year is its annual 
exhibition, when members are encouraged to submit 
for display work in any medium. The success of these 
exhibitions has lain partly in the encouragement 
they have given to the members themselves and 


CORRESPONDENCE 


partly in the fact that they have stimulated others 
to explore their own latent talents. : 

Experience of members of the Medical Art Society 
indicates that many doctors and dentists have artistic 
ability which awaits development and of which they 
are often largely unaware. Tt is also their experience 
that a little time ‘stolen’ from a busy schedule of 
professional responsibilities is almost unbelievably 
refreshing and salutary. A man who knows his own 
needs for self-expression and how to express himself 
is likely to be both more fulfilled in himself and more 
understanding of his colleagues and his patients. 

For doctors, especially if they live in ór within easy 
reach of London, membership of the Medical Art 
Society has therefore something important to offer, 
and we, as Officers of the Society, think it is timely to 
make sure that its existence and value are widely 
known. 

The twenty-ninth Annual Exhibition will take 
place at the Archer Gallery, 303 Westbourne Grove, 
London, W.11 from 13-27 April 1972 inclusive 
(daily 10.00 to 17.00 hours, except Sundays). Informa- 
tion about membership of the Society and on how to 
submit works for exhibition may be obtained from 
the Honorary Secretary of the Society, Dr. M. B. J. 
McGrath, 55 Morley Grove, Little Parndon, Harlow, 
Essex. 

IsangL G. H. WiLsoN 
for Maurice Rackow, President 
Brian McGrata, Hon. Sec. 
Medical Art Society. 
48 Redcliffe Gardens, 
London, S.W.ro. ` 
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MODERN PERSPECTIVES 


IN PSYCHIATRY SERIES 
Edited by JOHN G. HOWELLS 


Latest title 


Modern Perspectives in Psycho-Obstetrics 


This book will be of value to the psychiatrist, the general medical practitioner, the 
obstetrician, and members of allied professions. Eventually, the whole series will 
cover a complete international system in the theory and practice of psychiatry. 

£9.50 









Published recently 
Modern Perspectives in Adolescent Psychiatry 


At the present time, with a great deal of emphasis being placed on the role and behaviour 
of adolescents in society, this book will be of wide general interest as well as of value to 
psychiatrists in training. 

£9.00 














Other titles include 


* * * . 
Modern Perspectives in Child Psychiatry 
“a stimulating attention-holding account of the scientific basis and clinical applica- 
tion of child psychiatry for a wide spectrum of readers: psychiatrists, paediatricians, 
students, research workers, general practitioners and social workers. Never too complex 
for the least educated, nor too elementary for the most erudite, No mean feat this.’ 
£7.00 General Practitioner 


Modern Perspectives in World Psychiatry 

*Dr. Howells has edited a brilliantly and intelligently compiled series of essays... . Its 
comprehensive list of references and thorough indexing must satisfy the most fact- 
hungry." 

£8.40 New Scientist 


Modern Perspectives in International Child Psychiatry 
‘It succeeds in being a book of considerable interest, with plentiful references to a 
wider literature. . . > 

£8.40 The Practitioner 
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It is becoming more and more widely recognised that patient 
acceptance of drug therapy is an important factor in the treatment of 
schizophrenia and senile agitation. 


Melleril Suspension — an entirely new and highly palatable dosage 
form of the clinically proven thioridazine — is effective, readily 
accepted by patients and therefore overcomes patient rejection. 


Melleril Suspension offers other advantages. The micronized base 

in the suspension offers excellent absorption. Melleril Suspension is 
presented in two strengths; the exact dosage for any patient is easily - 
titrated against symptoms. 


Melleril Suspension, 25 mg micronized thioridazine base per 5 ml, is 
supplied in 100 ml and 1 litre bottles. 

Melleril Suspension, 100 mg micronized thioridazine base i 5 mi 
is supplied in 1 litre bottles. 


48s 


PUET TESNO ae 


more effective or more acceptable than 


New /--: Suspension 


cuta cn 


S Further information is available on request. ee Mri 
SANDOZ PRODUCTS LIMITED, 41 Upper Brosvenor: St., London, wi X OAL 


Mallaril is a trade mark Mel. 203 dG <i 
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DUOPULSE 


NEW FULL RANGE ECT APPARATUS 


Also 


SOMLEC 


ELECTRO SLEEP APPARATUS 


Send for full details 


ECTRON LTD. 


KNAP CLOSE, LETCHWORTH, HERTS. SG6 IAQ 
ENGLAND 


Telephone: LETCHWORTH 2124 — Cables: ECTRON LETCHWORTH 


D.P.M. 


Our postal course for this diploma has helped many students. 


Failure is expensive. Our course is not. 


Write for further details and instalment plan: 


MEDICAL CORRESPONDENCE COLLEGE 
19 Welbeck Street, London W.1 
Telephone: 01-935 8626 
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Under ECT 


-Back with the game in 15 minutes 


"Following methohexitone induction for ECT 
the patient wakes in one to ten minutes quietly 
and fully, so that he tends to continue with 
whatever was occupying him immediately 
previous to the ECT, and within fifteen minutes 
isfitto leave." 

In ECT rapid recovery is notthe only 
advantage of Brietal Sodium’. ECG studies 
have indicated that the risk of serious 
ventricular arrhythmia or myocardial 
ischaemia is less than with thiopentone.’ Post- 
suxamethonium apnoea and respiratory 
depression were found to be significantly less 
after Brietal Sodium than after two eugenol 


derivatives and the incidence of post-operative 
muscle pains was not significantly greater.? 
Duration of anaesthesia is adequate. 

The solution is aqueous, non-irritant and 
relatively stable. 

1. 1960 Anaesth,15: 41] 

2. 1968 Arch Gen Psychiat,18: 605 

3.1964 Brit J Anaesth, 36: 307 


‘Brietal Sodium 


methohexitone sodium 


Eli Lilly and Company Limited, Basingstoke 
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TRAINING IN PSYCHIATRY at 
McGILL UNIVERSITY 


The Department of Psychiatry be, openings for physicians, with initiative, in the 
following programme, effective 1 July 1972. Suitable opportunities may also be 
available before the above date for those wishing to apply now. 


Four-Year DiPLOMA CounsE— provides basic and advanced training in Psychiatry 

to suitable applicants who have completed a general North American internship. A 

limited number of straight psychiatric internships are also available for Canadian or 

American-trained physicians. Salary offered begins at approximately $6,526.0 for 

interns and $7,426.00 for residents. 

Other courses available for selected students: 

(a) Master of Science in Psychiatry—candidates may major in approved clinical or 
laboratory research project, and are required to have finished at least three years 
in Psychiatry before taking this Course. 

(b) Training i in Psychoanaly sis--recognized by the Canadian Psychoanalytic Society 
as lcading to graduation asa qualifie d psychoanalyst. 


Financial support for M.Sc. and Psychoanalysis has to be arranged by the student, 


Application should be made to the Co-ordinator of Postgraduate Education, Depart- 
ment of Psychiatry, McGill University, 1033 Pine Avenue. West, Montreal 112, 
Quebec, Canada. 


THE ADELAIDE CHILDREN'S HOSPITAL INC 
NORTH ADELAIDE, SOUTH AUSTRALIA, 3006 


DEPUTY DIRECTOR OF PSYCHIATRY 


Applications are invited from legally qualified medical practitioners for the position of Deputy Director of 
Psychiatry at the above hospital. 

The Department of Child and Family Psychiatry has a well-established consultation service to the 
in-patient wards, out-patients and specialitv clinics. 

In addition, it functions as a child and family treatment centre with established community relationships. 
A 20-bed in-patient unit is well into the planning stage. 

In-service training and both undergraduate and post-graduate medical and nursing teaching are 
conducted by the department. 


Qualifications: : CHA . 

Applicants should possess a registerable post-graduate qualification in Psychiatry and preferably have 
had training or experience in child and family psychiatry. 

Salary range: i . . 1 ; 
$A13,500-8415,000 per annum. A salary within this range will be determined according to qualifications 

and experience. 

Conditions: p . 

Five weeks annual leave, twelve working days sick leave per annum and three months long service 
leave after ten years service. Membership of a generous superannuation scheme is also available. Conditions 
of service and regulations governing the right of private practice are available, on request, from the 
Medical Superintendent. 

The Adelaide Children's Hospital is the main paediatric centre in South Australia and is the Paediatric 
Teaching Hospital for the University of Adelaide. The hospital has 400 beds and treats 15,000 in-patients 
and 132,000 out-patients per annum. 

Further information is available from the Director of Psychiatrv, Dr. J. M. Gerrard. 


Applications in writing, giving full personal details, should be addressed to the: 
MEDICAL SUPERENTENDENT 








three books essential* 


Progress in 


COMMUNITY MENTAL HEALTH - Volume ll 
Edited by Harvey H. Barten, M.D., and Leopold Bellak, M.D. 

Volume | of this series was primarily devoted to visualizing the potentialities of 
the Mental Health Movement. The present volume focuses more on the problems. 

First it explores the way of meeting the special needs of diverse segments of 
society and of developing strategies for specific populations—from urban ghetto to 
rural populations to college community. Second, it takes a careful look at emerging 
difficulties such as reduced federal support, limited manpower resources, and 
identity problems within the Community Mental Health Movement. 

288 pp., $9.75 

"What characterizes this book most is it is written by men who obviously know 
whereof they speak . . . (who) stand forth as pragmatic utoptans. — American 
Journal of Psychiatry, of Volume |. 


THE DYNAMICS OF POWER 
Edited by Jules H. Masserman, M.D. 
Volume XX of Science and Psychoanalysis 


Both the individual and social aspects of the protean phenomena of power 
are subjected to incisive scholarship and penetrating analysis. 


Reflecting the primordial importance of the topic, the distinguished contri- 
butors focus on such aspects as the role of power to dominate, the development of 
pathological power drives, forms of power being challenged today, and the 
necessity for psychotherapists to recognize that the analyst-analysand relationship 
is a power relation. 240 pp., $12.50 


A GUIDE TO PSYCHIATRIC BOOKS - 3rd Edition 
By Karl A. Menninger, M.D. 


This masterful bibliography—including over 3,000 entries of books published 
in English before January 1971— maintains the balance between retaining the 
classics essential to the intellectual background of every psychiatrist and listing the 
newer works reflecting breakthroughs and advances in theory and philosophy. 

Simply and logically arranged, the Guide has been printed and organized for 
instant clarity and legibility. It will be invaluable for psychiatrists, psychologists, 
teachers, clergymen, and students. 256 pp., index, $11.50 


* to your library 
Published by GRUNE & STRATTON, New York 


Available in ACADEMIC PRESS, inc., Ltd. 
England through 24-28 Oval Road, London NW1 
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ST. ANDREW'S HOSPITAL 
NORTHAMPTON 


MepicaL Direcror: JAMES HARPER, M.B., F.R.C.P.(Edin.), F.R.C.Psych. 
St. Andrew's Hospital is a private psychiatric hospital situated in 130 acres of parkland 
in the county town of Northampton. In general, patients are admitted to Wantage 
House, a reception unit in the grounds, which is equipped for the investigation and 
treatment of all forms of psychiatric illness. In addition, there is accommodation 
mainly in private rooms, both in the main hospital and in various villas, for longer 
stay patients and geriatric patients. 

The hospital's amenities include Gloucester House, which comprises an occupa- 
tional therapy department, a swimming pool, a squash court, and library, while in 
the grounds there are tennis courts, a g-hole golf course, &c. 

Fees range from £31.50 per week, and subscribers to private medical insurance 

s A330 F ludi : 
schemes, such as British United Provident Association and Private Patients Plan, 
may claim benefit in respect of these charges. 

Further particulars may be obtained from the Medical Director, St. Andrew’s 
Hospital, Northampton (Tel. o604 (Northampton) 21311), who can be seen in 
consultation by appointment, either at the hospital or at 55 Harley Street, 


London W.1. 


PROVINCE OF SASKATCHEWAN 
CANADA 


SENIOR PSYCHIATRISTS 


Dr. 5. L. Skoll, Deputy Minister of the Department of Public Health, 
is visiting the United Kingdom and will be available to interview 


Psychiatrists during the period 29 May to 2 June. 


Doctors with certification and full licence are offered salaries 
between $20,316 and $28,932 per annum, and interested applicants 
should contact Mr. W. C. A. Knights, Government of Saskatchewan, 
28 Chester Street, London, $.W.1, in order to arrange a convenient 


appointment in London (Tel.: 01-235-1874). 
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29th International 
Congress on 


Alcoholism and 
Drug Dependence 


Edited by L. G. Kiloh and 
D. S. Bell 


Annual Progress in 
Child Psychiatry 
and Child 
Development 1971 


Edited by Stella Chess and 
Alexander Thomas 


Perspectives on 
Violence 
Edited by Gene Usdin 


Psychiatric Disorders of 


Children with 
Congenital Rubella 
Stella Chess, Sam J. Korn 
Paulina B. Fernandez 

Tho Use of 

Lithium in 
Psychiatry 


Barry M. Maletzky and 
Paul H. Blachly 


Available from your bookseller or 


The Butterworth Group 


88 Kingsway, London WC2B 6AB 


1971 600 pp illus. 0406 99999 6 £11.00 


Seventy-three papers from the Congress held at Sydney, Australia in 
February 1970. Experts from all parts of the world discussed medical 
research, therapeutic programmes, education, community care and 
many other aspects of the dependency problem. Papers by eminent 
authorities on each subject formed the starting point for workshop 
discussions, which have been summarized in this volume. The book 
also includes extensive bibliographies which will enable the 
specialist to pursue his topic in the journals. 


1971 624 pp illus. 0407 968539 £6.50 


When the first of these volumes was published in 1968 it was 
immediately hailed as a valuable contribution to the field of child 
psychiatry. In compiling each volume the editors select papers of 
greatest value for both immediate information and long-term 
reference. Articles are presented complete with all the original 
illustrations, tables and bibliographies. A new feature in this volume 
is the introduction to each section in which the editors assess the 
significance of the articles in that area. 


1972 176 pp 0407 968776 £2.70 


A collection of papers on the social and psychological implications of 
aggressiveness and violence—an extremely important subject since 
these patterns are common in many psychiatric syndromes currently 
recognized. The emphasis is entirely on the psychiatric aspects of 
violence. Legal and criminal implications are not discussed, though 
historical and social developments are explored for their significance 
in group behaviour trends. 


1971 192 pp 0407968768 £3.50 


A detailed study of the psychological and psychiatric consequences 
of congenital rubella in a group of 243 children ranging in age from 
$ to 4 years. The study evaluates both the children and their 
families, with special regard to specific features of the psychological 
functioning and behaviour of the children, and ways of handling 
them so as to minimize later social and educational handicaps. 


1972 80 pp illus. 0408 703288 £5.00 


‘For the first time in psychiatry we have a treatment modality whose 
effectiveness is a function of easily measurable serum Concentration, 
in the years to come, psychiatrists will have to think increasingly in 
quantitative biochemical terms.’ (From the preface.) 


In this book the authors trace the use of lithium to the present day, 
and show how the unique properties of the lithium ion are contri- 
buting to research into the complex relationship between human 
physiology and behaviour. 


Showrooms and Trade Counter: 
4-5 Bell Yard, London WC2 
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Lentizol 
Three British 
| clinical trials 





The effectiveness of Lentizol — 
the new sustained-release amitriptyline — 


has now been further confirmed by three 
British double-blind trials. 


One was a controlled hospital study’, comparing Lentizol with 
ordinary amitriptyline. Lentizol, given as a single dose at night, 
showed equal therapeutic effect to ordinary amitriptyline, but 
at two-thirds of the dosage. The single dose was also regarded as 
a considerable advantage in psychiatric patients, in whom the 
default rate in taking prescribed drugs has been shown to be as 
high as 48%? 

Lentizol and ordinary amitriptyline were also compared in two 
multi-centre double-blind GP studies^*. In one study 17 GPs 
treated 74 patients, and in the other 9 GPs treated a total of 58 
patients with mild to moderate depression. Results of both trials 
showed that Lentizol at two-thirds of the dosage of ordinary 
amitriptyline was equally effective. 


I. Brit. J. Psychiatry (1972) 120: 65. 2, Brit, Med. J. (1965) 31 790-792. 3. Brit. 7. Clin. Pract. (1972) 
261 33. 4. Practitioner (in press) 


m Lentizol forabrighter tomorrow 


N Capsules of 50 mg. and 25 mg. amitriptyline hydrochloride. Further information is 





available on request. 


wey William R. Warner & Co. Ltd., Eastleigh, Hampshire, SOs 3ZQ. Tel: Eastleigh 3131. 
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Adjustment ‘of Homosexual and Heterosexual Women 


By MARVIN SIEGELMAN 


The traditional psychiatric belief that homo- 
sexual women are emotionally unstable (3, 10, 
21) has been challenged by Armon (1), Freed- 
man (11), and Hopkins (13). The contention 
that such women are neurotic has typically been 
voiced by clinicians reporting on their own 
therapy patients (3, 10, 19). One exception is 
the recent psychometric investigation by 
Kenyon (15) who studied a non-clinical group 
of English homosexual women, and concluded 
that they were higher in neuroticism than a 
comparison group of heterosexuals. In contrast 
to the ‘illness’ notion of homosexuality, the 
authors of three psychometric studies (1, 11, 13) 
dealing with non-clinical homosexuals and 
heterosexuals reported that heterosexual women 
were not better adjusted than homosexuals. 
The paucity of research in this area is exempli- 
fied by the fact that a total of only four studies, 
noted above, have been found to date by this 
author. Even the clinical literature, which is 
replete with case studies and therapeutic 
discussions concerning male homosexuality, is 
strikingly sparse in the area of lesbianism (19). 
The present study was therefore conducted to 
add to the small body of data we now have on 
the adjustment of homosexual versus hetero- 
sexual women. 


METHOD 

Subjects 

The 84 homosexual women in the present 
study were not a random or representative 
sample, but they did not represent a clearly 
clinical group, such as psychiatric patients. 
Forty-six homosexuals were members of the 
New York branch of the Daughters of Bilitis 
(D.O.B.) organization, formed by and for 
lesbians. The officers of D.O.B. sent out the 
author’s questionnaire to the D.O.B. members, 
and they returned them anonymously to the 
author; of 75 questionnaires sent out, 46 were 
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returned. The remaining 38 homosexuals re- 
turned questionnaires they requested from the 


*. manager of a homophile bookstore in Greenwich 


Village, who assisted the author; a letter had 


‘been placed in the window of the bookstore 


asking for volunteers. Fifty subjects requested 
the forms, and 38 were returned. The percentage 
of return was 61:3 for the D.O.B. members, 
76 for the Village bookstore, and 67-2 for both 
sources. The occupational status for the majority 
of the homosexuals could be classified as pro- 
fessional; in addition to 11 teachers from all 
educational levels, and 13 graduate and under- 
graduate college students, there were registered 
nurses, social workers, editors, a statistician, a 
librarian, a psychiatrist, a psychologist, etc. 
The combining of the D.O.B. and the book- 
store subjects was justified in that t test com- 
parisons between the two groups for all adjust- 
ment variables, to be reported on below, 
showed no significant differences. The 84 
homosexuals described themselves as either 
exclusively homosexual (70:2 per cent) or pre- 
dominantly homosexual with some heterosexual 
tendencies (29:8 per cent). Eighty-seven per 
cent of the homosexuals were not in therapy. 
Their mean age was 30:3 (S.D. = 9'15), 
and they had completed an average of 15:5 
years of education (S.D. = 2:47). The mean 
education of their parents was 11°8 years 
(S.D. = 4-25) for fathers and 12-1 years (S.D. 
= 3:21) for mothers. 

The 133 heterosexual subjects consisted of 
undergraduate (N = 49) and graduate (N = 
84) students at The City College of New York, 
who described themselves as exclusively hetero- 
sexual. The graduates and undergraduates 
represented all areas of concentration. The 
authors administered the questionnaires to this 
group during a regular class period. Ninety- 
three per cent of the heterosexuals were not in 
therapy. The mean age was 25-0 (S.D. = 7:44), 
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and they had completed an average of 16:5 
years of education (S.D. = 4:81). The average 
education of their parents was 12-0 years (S.D. 
= 4°01) for fathers, and 11-9 years (S.D. = 
6-36) for mothers. 

The homosexuals did not differ significantly 
from the heterosexuals on education (t = 1-66), 
education of father (t = -48), education of 
mother (t = +26), and Schachter (17) sibling 
position code (t = -48). The two groups were 
different in age (t = 4:68, p < -or). 


Instruments 

In order to avoid a too narrow conception of 
adjustment, several instruments were, used, 
which measured 12 dimensions related to 
mental health. The Scheier and Cattell (18) 
Neuroticism Scale Questionnaire (NSQ) exa- 
mined four factors, Tendermindedness (I), 
Depression (F), Submission (E), and Anxiety 
(Anx.), as well as overall Neuroticism (Total 
NSQ). Eight additional scales measured Aliena- 
tion and Trust (20), Goal-Directedness, Self- 
Acceptance, and Sense of Self (7), Dependency 
(5), Nurturance (12), and Neuroticism (16). 
'The Crowne and Marlow (6) Social Desirability 
Scale (SDS) was also included in order to 
measure the possible contamination of giving 
socially desirable responses on the various 
adjustment measures. The correlations between 
the SDS and the adjustment variables for the 
homosexuals (noted first) and the heterosexuals 
(noted second) were: Tendermindedness = 


—:06, —:08; Depressed = +23, :15; Sub- 
missive = +27, ‘21; Anxiety = —-27, —:35; 
Total NSQ = +10, —:03; Alienation = -—or, 
—'14; Trust = +19, :20; Goal-Directedness 
= ‘31, +12; Self-Accepting = -17, — 01; 
Sense of Self = +35, —-07; Dependence = 
—*33, —':81; Nurturance = +17, — ‘07; 
Neuroticism = —:28, —-25. On the SDS the 


homosexuals indicated less of a tendency to give 
socially desirable responses than the hetero- 
sexuals (homosexual M. = 12°3, S.D. = 5:53; 
heterosexual M = 14:2, S.D. = 5:65; t = 2°47, 
p < ‘05). 

Analysis of covariance was used to control for 
age and SDS responses. In addition, partial 
correlations, with age and SDS responses 
partialled out, were computed to indicate the 
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amount of association between the variables 
and the groups (4). 


RESULTS 


Table I indicates that the homosexuals, in 
contrast to the heterosexuals, scored lower on 
Depression and Total NSQ, and they were 
higher on Goal-Direction and Self-Acceptance. 
The analysis of covariance results were essen- 
tially the same as the t test findings. Dignan (7) 
included Goal-Directed and Self-Acceptance in 
her ‘ego-Identity dimension based on the 
construct devised by Erikson (8). The associa- 
tion between groups and adjustment variables, 
as reflected in the partial correlations, were not 
impressive, accounting at best for only 9 per 
cent of the variance. 

In addition to controlling for age by partial 
correlation and covariance statistics, the possible 
influence of age was estimated by calculating 
product-moment correlations between age and 
each adjustment factor. For the homosexuals 
there was a positive correlation between age 
and Alienation (r = +22) and Depression (r = 
-22), and a negative correlation with Depen- 
dency (r = — 19). There was a positive rela- 
tionship, for heterosexuals, between age and 
Depression (r = :28) and Total NSQ (r = -18), 
and a negative association between age and 
Neuroticism (r = —-21). Age thus accounted 
for at most about g per cent of the variance in 
any adjustment factor, which would probably 
not effect the results very much. 

NSQ data for a group of 393 presumably 
heterosexual females, comparable in age (M = 
31:0) to the homosexual females reported in 
the present study (M. = 30:3), was presented by 
Scheier and Cattell (18). The NSQ data noted 
for these 393 females was Tendermindedness 
M = 12:2, S.D. = 2:5; Depressed M = 9:8, 
S.D. = 2:8; Submissive M = 13:3, S.D. = 3:1; 
Anxiety M = 9:8, S.D. = 3:4; Total NSQ M 
= 45':I, S.D. = 7-1. The 84 homosexuals in 
the current research had higher scores on 
Tenderminded (t = 2:21, p < -or) and 
Dominance (t = 5:45, p < -:001), and lower 
scores on Depression (t = 2:15, p < ‘o1), than 
the 393 heterosexuals in the Scheier and Cattell 
report. These groups were not different on 
Anxiety and Total NSQ. In comparison to the 
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TABLE I 
Comparisons of adjustment variable scores between homosexual and heterosexual females 




















Na M S.D. 
Variables Homo- Hetero. Homo- Hetero- Homo- Hetero- , t Fb T1299 
sexual sexual sexual sexual sexual sexual 
NS 
Tenderminded 82 193 13:07 19:71 2:78 2°59 1:72 2-10 *II 
Depressed 82 133 8-84 8-92 3:31 3°40 “16 o6 
Submissive 82 193 10:62 12:62 3:57 3:25 4:21*** 15-7884" g4*** 
Anxious 82 133 10:80 11:43 3774 3°53 1:23 1°33 08 
Total NSQ. 82 133 43°46 “46-67. 7°39 7'50. 3 06** — 7 48** 19** 
Non-NSQ. 
Alienated 84 130 14°48 14°23 4:87 4°66 “37 40 —:07 
Trusting .. 84 130 15:46 15:65 4:90 4°75 -28 4 . 
Goal-directed 84 190 36°71 32:35 6:28 6-02 5:10*** 25.70*** — go 
Self-accepting 84 130 23:29 20:80 4'19 4°63 3:98*** 1[5:07*** — .gg*** 
Sense of self 84 130 17:81 17:25 83:84 3:37 I-12 -83 —:07 
Dependent 84 .130 15:70 16°49 5:61 5:95 -97 -I2 *05 
Nurturant .. 84 190 18:19. 17:88. 3:754 3:49 -62 2:26 —*09 
Neurotic 1284 133 15:39 16°61 4:98 5°33 1:68 2:92 II 





2 N differed for some variables because a few Ss did not complete all scales. 


b Analysis of covariance. 
* Partial correlation. 
* -05, two-tailed. 

** -o1, two-tailed. 

*** .oor, two-tailed. 


NSQ, scores reported by Scheier and Cattell 
(18) for 315 neurotics, the 84 homosexuals in the 
current study had higher scores on T'ender- 
mindedness, lower scores on Depression, Sub- 
mission, and Anxiety, and they were not 
different on the Total NSQ factor. 


Discussion 


When interpreting the results of the present 
study, one must of course recognize that both 
samples were select and clearly not representa- 
tive of all heterosexual, or all homosexual, 
women. The data could be generalized, at 
best, only to women similar to those examined 
in the current research. 

The failure to find female homosexuals more 
neurotic than female heterosexuals in the 
present study agrees with the reports of Armon 
(1), Freedman (11), and Hopkins (13). The 
NSQ findings in the current investigation were 
strikingly similar to the Cattell 16 PF data 
reported by Hopkins (13). The NSQ is part of 
the 16 PF and so the two can be directly com- 
pared. Hopkins noted, in agreement with the 


present study, that her lesbian group was not 
different from her heterosexual sample on 
Tendermindedness, Depression, and two of the 
three factors comprising the Anxiety dimension, 
and that the lesbians were more dominant. On 
the Anxiety Factor differentiating the groups, 
the heterosexuals were more tense and excitable 
than the lesbians. Hopkins did not report a 
Total NSQ score. The willingness of the homo- 
sexuals to acknowledge deviation by joining a 
homophile organization (ie. 23 of the 24 
lesbians in the Hopkins study were members of 
the Minorities Research Group, and 46 of the 
84 homosexuals in the present study belonged to 
the Daughters of Bilitis), and to volunteer 
information about themselves, may account in 
part for their high dominance and low anxiety 
Scores. 

The indications from the present data—weak 
in magnitude as they are—that the lesbians are 
better adjusted in some respects than the hetero- 
sexuals, has also been reported by Freedman 
(11) and by Hopkins (13). The psychoanalytic 
contention that female homosexuals have high 
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dependency needs (10) was not supported by 
Armon (1) nor by the present study, and strong 
independent tendencies have been found by 
Hopkins (13). Socarides (19) and Caprio (3) 
stated that female homosexuals had a deep 
sense of inferiority, but the results of the present 
study, as well as the findings of Freedman (11) 
and Hopkins (13) directly contradict this 
contention. 

Both Freedman (11) in the United States and 
Kenyon (14) in England used the Eysenck 
Maudsley Personality Inventory (9), but their 
findings were conflicting. Although Kenyon 
found lesbians to score higher on Neuroticism 
(M = 23:15, S.D. = 12-28) than the hetero- 
sexual women (M = 17:41, S.D. = 9:6), his 
mean homosexual Neuroticism score was lower 
than the mean score of a mixed group of 
English university students (M. = 26-78, S.D. = 
9:28), and much lower than the average score 
of neurotics (M. = 31:95, S.D. = 9:15), 
reported by Eysenck (9). Similarly, Kenyon did 
not indicate what average score was obtained 
by neurotics on the second test he used, the 
Cornell Medical Index Health Onestionnaire 
(2) in contrast to his lesbian sample. Further- 
more, the homosexual subjects in the Kenyon 
study included 43 women (34:9 per cent) who 
were either predominantly heterosexual (8-9 
per cent), or bisexual (6:5 per cent) or more 
homosexual than heterosexual, but maintained 
a fair amount of heterosexual activity (19:5 per 
cent). These 43 women were rated between 1 
and 4 on the Kinsey Scale by Kenyon (14). It 
was thus misleading to categorize tbe entire 
sample of 123 women as homosexual. 

The need to sample a wider segment of the 
homosexual community is emphasized by the 
contradictory findings that emerge when con- 
trasting samples are evaluated. An absence of 
differences in homosexual versus heterosexual 
adjustment is reported in most studies using 
non-clinical subjects. On the other hand, the 
writing of psychiatrists describing their patients, 
typically reflects the belief that homosexuals are 
seriously maladjusted. Although the findings of 
the present investigation refute the opinion that 
female homosexuals are more neurotic than 
female heterosexuals, additional studies with 


larger, more representative, samples, and diverse 
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methodologies must be conducted for a more 
adequate evaluation of this result. 


SUMMARY 


The adjustment of non-clinical homosexual 
women (N — 84) compared to heterosexuals 
(N = 133) was evaluated with the Scheier and 
Cattell Neuroticism Scale Questionnaire (NSQ) 
and eight additional factors selected from five 
scales. The NSQ results for homosexuals were 
also contrasted to the NSQ data from hetero- 
sexual women and neurotic women reported 
by Scheier and Cattell. The homosexuals were 
found to be as well adjusted as the heterosexuals, 
These findings were compared to four other 
psychometric studies involving non-clinical 
subjects. 
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Some Differences in the Personal Constructs of Neurotic 
and Normal Subjects 


By ANTHONY RYLE and DANA BREEN* 


'The subject completing a repertory grid test 
records a large number of comparative judge- 
ments about himself and people known to him 
(the elements), using descriptions (constructs) 
elicited from him. The analysis of this grid 
provides extensive numerical data requiring 
interpretation by the tester. In previous work 
we have reported the use of grids in the investi- 
gation of psychiatrically disturbed students 
(Ryle, 1967, 1969) and have used the grids to 
predict and assess the effects of psychotherapy 
(Ryle and Lunghi, 1969). These interpretations 
of grid data were initially largely subjective 
and were usually related to clinical formulations 
based upon a psycho-analytic model. With 
experience, the assumptions underlying the 
interpretation of grid data have become more 
explicit and the time is clearly ripe for these 
assumptions to be subjected to more rigorous 
testing. 


Implicit assumptions in grid interpretation 

The assumptions upon which grid data have 
been considered to give evidence of neurotic as 
opposed to normal structures may be sum- 
marized as follows: 

1. Choice of range of constructs and elements. 
Where, as is usual, elements and constructs are 
not predetermined by the tester, the number 
and type of constructs elicited and the range of 
elements selected, for example in respect of sex 
or age, may indicate areas of particular import- 
ance or significant omissions on the part of the 
subject. On the basis of implicit norms and of 
psychopathology, for example, the failure to 
elicit any negative or critical constructs or the 
selection of a predominantly one sex element 
list would be regarded as a possible indication 
of pathology. 


* Supported by a M.R.C. grant to A.R. 
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2. Construct correlations and the nature of the 
principal components give information about 
the subject’s world; in a sense they enable the 
tester to see what options are open to him. 
Interpretation may be based upon normals and 
upon psychopathological theory, or it may be 
sufficient to relate specific features of the grid 
to the subject’s life situation. For example, if, 
in a range of subjects, it is found in general 
that the constructs intelligent and trustworthy 
correlate positively, one can predict that an 
individual departing from this. consensual value 
and having a negative correlation between 
these constructs may find his relationships with 
intelligent or trustworthy people confusing. 
Or, to take a different example, the female 
student who produces a grid of which the first 
principal component contrasts academically 
successful at one pole with feminine at the 
other. Such a person is clearly faced with an 
impossible task if she wishes to fulfil both her 
student and her sex roles unless she can revise 
her construct system. 

More generally, in grids in which a high 
percentage of total variance is accounted for 
by the first principal components or by a 
small number of constructs, one would suspect 
an inflexible, one-dimensional view of the world 
which is likely to prove maladaptive. 

3. Element relationships. The positioning of 
the self and of significant others in the construct 
space gives direct evidence of a subject's 
conscious view of himself and of others. Close- 
ness of elements implies similarity and, drawing 
upon psychopathological theory, one can look 
for identification patterns and suspect, for 
example, that closeness to the opposite sex 
parent and distance from the same sex parent 
may suggest cross-sex identification and subse- 
quent sex role conflicts. The placing of the self 
and significant figures at the extreme poles of 
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the principal components and the isolation of 
the self from other elements would suggest a 
perception of deviance and the possible opera- 
tion of neurotic stereotyping or of denial 
mechanisms. Polarization of key figures on a 
principal component may indicate the. opera- 
tion of what, in psychoanalytic terms, would 
be called splitting mechanisms. 


PRESENT STUDY 


In order to test how far these assumptions 
provide a valid basis for the recognition of 
neurotic psyshopathology in repertory grid 
data, a series of patients and controls were 
tested with a grid of standard form. The grid 
included 16 constructs, of which the following 
were supplied: 

Has a strong character. A passive person. 
A warm person. The sort of person who is 
likely to need psychiatric help. An active 
person. A cold person. The sort of person 
who is likely to succeed academically. 

The grid was confined to sixteen elements 
which included in all cases the self, ideal self, 
mother and father. All elements were rated on 
all constructs on seven point rating scales. The 
resulting grids were analysed at the M.R.C. 
unit for the analysis of repertory grids under 
Dr. Patrick Slater to give construct correlations, 
element distances, and a principal component 
analysis. Subjects also completed the Middlesex 
Hospital Questionnaire (Crown and Crisp, 
1966; Crown et al., 1970) as an independent 
criterion of psychiatric morbidity. There are 
hence two operational criteria of neurosis in the 
study—patient status and M.H.Q. scores—and 
predictions were tested separately against both. 
The patients in this study were students who 
had consulted their doctor in the University 
Health Service with neurotic problems, who 
have been assessed and who were considered in 
need of at least four long appointments or, 
rarely, of admission to hospital. The. controls 
were those who responded to an invitation to 
attend a testing session during their first week 
at University, the attendance percentage being 
a little under 50 per cent. In all there were 33 
patients (26 male, 7 female) and 54 controls 
(33 male, 21 female) in the study; not all of these 
completed all parts of the testing procedure, so 


the numbers differ slightly as is indicated in the 
‘tables below. 

In a separate study, grids of a sub-sample of 
this population (8 patients, 8 controls) were 
presented blind to one of us (A.R.) and rank 
ordered in terms of the probability that the 
grid was that of a patient. By this method, 
taking account of all the grid data, a very 
satisfactory sort between patients and controls 
was obtained (Ryle and Breen, 1971). In the 
present study the whole sample was included 
and certain specific measures derived from the 
grids were compared, predictions being made 
as to the direction of the difference between 
neurotic and normal subjects. These predictions 
were tested (a) by comparing mean scores of the 
grid measures in patients and controls, (b) by 
correlating grid scores with scores on the 
M.H.Q. 

By its nature, this study could take no account 
of the element distribution in the construct 
space or of many other grid features. It should 
be made clear that in the clinical context there 
would be no value in restricting the data avail- 
able in this way. T'he object of this experiment 
is not to produce a standard simplified scoring 
method to apply to grids, but rather to test how 
far certain features do consistently and sig- 
nificantly differentiate between neurotics and 
normals. 


PREDICTIONS 
The following predictions were made: 


1. Sex of elements. It was predicted that in 
the student age group a tendency to choose 
more elements of the same sex would be 
associated with neurosis. This prediction was 
based upon the fact that anxiety about sex 
identity is a common component in late 
adolescent neurotic problems. 


2. Self—ideal-self distance. Great distance 
between the elements self and ideal self indi- 
cating greater self dissatisfaction was predicted 
for neurotics. 


3 and 4. Distance of self from mother and 
father. It was predicted that low identification 
(i.e. larger element distances) with parents, 
especially with the father, would be associated 
with neuroses. This prediction was made for 
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females on the basis of previous work (Heilbrun, 
1965; Ryle and Lunghi, in the press). 

5. Cross sex parental identification. It was 
predicted that closer identification with a 
parent of the opposite sex than with the parent 
of the same sex would be associated with 
neurosis. 


6. Combined parental identification. It was 
predicted that higher mean distances of the 
self from the two parents would be associated 
with neurosis. 


7 to 14. The perception of the self and the 
parents as showing extremes in respect of certain 
qualities. It was predicted that an extreme view 
of self, ideal self, mother or father would be 
associated with neurosis. The measurement of 
extremity used was the product of the loading 
of the element on the component and the 
percentage of total variance accounted for by 
the component; this was tested for the first two 
principal components. 


15 to 19. The following construct correlations 
were selected as being likely to differ between 
neurotics and normals. 

(a) Higher correlations were predicted for 
neurotics for warm and passive, for likely 
to succeed and cold, for warm and likely 
to need psychiatric help, and for weak and 
likely to need psychiatric help. Lower 
correlations were predicted for neurotics 
between warm and strong. 


20 to 22. The tendency to simple and extreme 
judgements. It was predicted that the total 
variance accounted for by component 1 and 
components 1 and 2 combined would be 
greater in neurotics than in normals and also 
that the total variation around the construct 
means would be higher in neurotics than in 
normals. 


29. The tendency to perceive self as deviant. 
It was predicted that more elements would be 
scen as relatively dissimilar to the self in the 
case of neurotics than of normals. The measure 
used was the number of other elements with 
an element distance of more than one from 
the self (element distances are calculated so 
that one equals the means distance between 
elements). 


e 
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RESULTS 
(a) Comparison of patiehts with controls 

Table I summarizes the results of comparing 
patients and controls on the 23 grid variables. 
Nine predictions were confirmed at the 10 
per cent level or better (using two-tailed t-tests) 
as follows: 

1. Patients showed greater self-ideal self 
distance. 

2. Patients of both sexes show greater self- 
father distance than controls (significant for 
sexes combined and for males alone). 

3. Patients show significantly lower values 
for self-mother minus self-father distances. 

4. The mean distance of self from mother and 
father is higher for patients than controls. 

5. Patients show more extreme loadings for 
self on the first two principal components than 
do controls. 

6. The total variance accounted for by the 
first two principal components combined is 
greater in patients than in controls. 

7. Patients have more elements at a distance 
of 1 or over than do controls. 

Two differences are in the opposite direction 
to prediction at significant levels. 

1. Patients choose significantly fewer elements 
of the same sex than controls. 

2. The mean construct correlations between 
likely to succeed academically and a cold 
person was significantly lower in patients com- 
pared to controls. 


(b) Relation of grid measures to M.H.Q . scores 

As a first step, the patient and control groups 
were compared. Table II shows that scores on 
all the scales except the sixth (hysteria) and the 
summed scores for scales 1-5 differentiate 
significantly between the two groups. Mean 
values of the patient group are somewhat 
lower than the out-patient sample reported in 
the first paper by Crown and Crisp (1967). 
The controls score lower on the obsessional and 
somatic scales than do the large sample tested 
by Crown et al. (1970), but the scores for 
anxiety are higher and those for hysteria 
markedly so. Scores on the latter scale are 
higher for contrpls than for patients, repeating 
Crown and Crisp's (1966) original observations 
on medical students and nurses. 
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TABLE I 
Differences between patients and controls on 23 grid measures 





Patient Control. 


Degrees of Freedom (1) 





Variable F ———_____—_ Difference It 
mean mean ratio Patient Control in means  sthtistic (3) 
1. Number of same sex elements 8-6 9:7 1:28 30 53 I'I 2-4*** c 
2. Self-ideal distance. I'04 0:85 I:79* 30 53 0-19 2 pee 
3. Self-mother distance 0°95 0°93 1-28 30 53 0-02 0:39 
Males only 0:96 0:93 1'09 23 32 0:03 0*45 
. Females only s 0:90 0-91 1-66 6 20 0-01 0°13 
4. Self-father distance .. 1°00 0°84 1-00. 30 53 0:16 2:96*** 
Males only 1°03 0:90 I'I4 23 32 0°13 2:19** 
Females only i .. 0°93 0:76 I'IO 6 20 0°17 1°52 
5. Self-mother distance minus : 
self-father distance .. . 0-05 0:07 1°52 30 53 0:12 1:84* 
Males only a . —0:7 0:04 2:03* 23 32 O'1II 1°58 
Females only Pe 2. —0"*O0I 0:12 1°32 6 20 0°13 0:76 
6. Mean of self-mother plus self- 
father distance n .. 0°98 0:88 1°05 go 53 o'I 2:97** 
7. Extremity on first component 
of self zs i .. 146 106 1:55 30 53 40 1:76* 
8. ditto Idealself .. . 184 167 1-02 30 53 17 0-62 
9. ditto Mother 115 132 1°30 30 53 17 0:75 
IO. ditto Father .. .. 123 146 1:33 30 58 23 0:87 
1I. Extremity on second compo- 
nent ofself .. P .. 68 46 2:02** go 53 22 1:96* 
12. ditto Idealself .. e 61 57 1°25 go 53 4 0°40 
1g. ditto Mother .. e 47 51 1*05 30 53 4 0°48 
14. ditto Father .. .. 60 46 2:04*** 30 53 I4 1°30 
Construct correlations ex- 
pressed as angular distances 
(2) 
15. Warm and strong .. .. 89:4 86-2 1-17 go 48 3:2 0:66 
16. Warm and passive .. .. 89.8 83-6 1:45 30 48 o:8 0:20 
17. Likely to succeed and cold .. 98-0 87:5 1-16 30 48 10°5 2:75*** c 
18. Warm and likely to need help 98:9 98-9 1:49 30 48 o o 
19. Weak and likely to need help 71-1 72:6 2:07*** 30 48 1'5 0°30 
20. Size of component 1 . 41:9 39°4 1-09 30 48 2:5 1-16 
21. Size of components 1 + 2 .. 64.8 59:3 1-2 30 48 5:5 2:10** 
22. Mean construct variation .. 392-4 390 1:06 30 48 2:4. 0-08 
23. Number of elements with 
distance over 1 from self 7°3 6-0 1-96 30 48 1-3 1:68* 





2 
(3) *** p < -02 
** p < -04 (Two-tailed t test) 
* p < *IO 


In view of this finding the summed scores on 
the remaining five scales were correlated with 
the grid variables, correlations being carried 
out on the sixth scale separately in addition. 
The correlations of the grid measures with 
the score on the H scale and with the sum score 
on the remaining five scales is given in Table III. 

The majority of the significant associations 


I) The degrees of freedom vary as in some cases not all parts of the repertory grid were completed. 
` Higher correlations produce smaller angular distances and vice versa. 


c = contrary to prediction. 


of the combined M.H.Q. scores are with 
variables which were also significantly related 
to patient status. In addition distance of self 
from mother (variable 3), a high correlation 
between warmth and passivity (variable 16), a 
high correlation between warmth and the 
likelihood of needing psychiatric help (variable 
18) and a high mean construct variation 


` 
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Tase II 
Mean values for M.H.Q . scores in 32 patients and 48 controls 
Mean value Significance Difference Significance 
M.H.Q. scales — Pratio as % in t statistic as % 
Patients Controls probability means probability 
1. Anxiety Sc .. 8:0 4:8 1°67 5'4 3:2 4°14 -0045 
2. Phobic : s. get 2:8 I'2I 27 1-3 2°19 1°57 
3. Obsessional .. . 6*6 4:6 1°73 4°4 2:0 2:56 0°63 
4. Somatic E e 40 2*5 1-69 5:1 1:5 2:97 I'OI 
5. Depressive e 555 2'9 3:69 0:008 2-6 3:90 0-01 
6. Hysteric 6-8 7:5 2°29 0*50 0:7 0:91 18:2 
Sum of scales 1-5 .. 28:1 17:6 2:68 Orll 10°5 4°01 0:007 





(variable 22) are related to high M.H.Q.. scores. 
It is noteworthy that the measure of relative 
identification between the parents (self-mother 
minus self-father distance) which significantly 
discriminated patients from controls has very 
low correlations with M.H.Q. scores. Low 
identification with both parents correlates with 
high scores on the M.H.Q. for both men and 
. women, although this finding did not reach 
significance in the small female sample. 
Inspection of the correlations of the grid 
variables with the scores on scales 1-5 on the 
M.H.Q. separately showed that in the majority 
of cases these paralleled the correlations with 
the combined M.H.Q. score. An exception was 
the obsessional scalé score, which was signifi- 
cantly related to only two variables (3 and 11). 


SUMMARY OF RESULTS 


Differences in the associations of the two 
criteria of neurosis with the grid scores may 
reflect factors influencing consultation, but 
these cannot be systematically explored in this 
study. Taking the two critéria together the 
great majority of grid measures included in the 
study do bear the predicted relationship with 
neurotic status. 


Discussion 

This study has shown that the majority of the 
assumptions which had been developed about 
the relationship of grid characteristics to neurosis 
were justified in so far as most measures showed 
significant relationships, either with patient 
status, or with scores on the M.H.O., or with 
both. It needs to be emphasized that these 


I 


assumptions were both generated and tested in 
work on student populations and replication in 
other groups is clearly desirable. With this 
proviso, the results reported here should add 
confidence to those who wish to use repertory 
grid technique in the investigation of neurotic 
patients and in the measurement of the effective- 
ness of treatment. It is to be hoped, however, 
that such studies will continue to use all the 
potential of the method and will take account 
of the unique features of each grid in relation to 
each patient’s particular life situation. 

In a more general way the study opens the 
possibility of constructing a new model of 
neurosis. Current views of neurosis may be 
described somewhat over-simply as follows: 

I. The illness mode. The neurotic is seen as 
having a disorder characterized by mood 
changes, various psychological disturbances, 
etc. 

2. Trait model. Neurotics are people who 
answer yes if asked if they tend to feel alone at 
parties, suffer undue nervousness, etc. This 
definition is usually linked with genetic theories 
of causation. 

3. Stigma model. A popular ‘underground 
view’ (derived from writers like Goffman (1968) 
and Laing (1967)) would see the neurotic as a 
deviant but existentially valid individual whom 
society labels as sick. 

4. Psycho-analytic model. The neurotic is seen 
as someone with disturbed object relations lead- 
ing to an unsatisfactory experience of the self 
and difficulty in relationships with others due 
to the distortions consequent upon his fantasies 
and defences. 
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Tase III 


Intercorrelations between grid and M.H.Q . scores 
(N — 78. 47 males, 26 females) 


Combined 
scoreon M.H.Q. 
Variable M.H.Q. Hacale 
scales 1-5 
I. Number of same sex 
elements .. —'049 — +032 
2. Self-ideal self distance . . *369*** —-203 
3. Self-mother distances: 
whole sample :335*** 118 
males à :932* 226 
females 2s +356 — +116 
4. Self-father distances: i 
whole sample :286** —-063 
males :423*** — -036 
females as A *235 — +025 
5. Self-mother distances 
minus self-father distance: 
whole sample *018 *178 
males $^ ..  —*090 *270 
females x 072 +026 
6. Mean of self-mother and 
self-father distances  .. *389***  .092 
7. Extremity of loading on 
* first component of self . . *980*** — +166 
8. ditto Idealself .. *027 104 
g. ditto Mother +222 215 
IO. ditto Father '192 *139 
11. Extremity of loading on 
second component of self *969*** —.079 
I2. ditto Ideal self 231 — +053 
13. ditto Mother IIO -0o61 
14. ditto Father “IQI *I9I 
Construct correlations 
15. Warm and strong ee —*155 *077 
16. Warm and passive 9g24*** 120 
17. Likely to succeed and 
cold Es —:145 —:276** 
18. Mis and likely to need 
-260* — —-033 
19. Wak and likely to need 
help... —'142 —'07I 
20. Size of first component. . *203 091 
21. Size of first two compo- 
nents combined *222 -054 
22. Mean construct variation 315***. «r1 
23. Number of elements with 
distance of more than 1 
from self ; *968*** — +184 
* p < ‘05. 
** p < +02. 


eee p < ‘or. 


A personal construct model based upon the 
findings of the present study would describe the 
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neurotic as someone who sees himself as unlike 
others in general and unlike his parents in 
particular, who is dissatisfied with himself, who 
tends to extreme judgements and operates with 
a less complex construct system than do 
normals, and who tends to construe others in 
ways which depart from consensual values in 
respect of certain attributes. 

In addition, an account of an individual 
patient would include a description of the 
particular possibilities open or closed to him on 
account of his mode of construing himself and 
others. 

This personal construct model shares with the 
psycho-analytic model an emphasis upon 
the need to understand the way in which the 
neurotic experiences himself in the world. 
The psychoanalytic model is based upon 
developmental theory, and the understanding of 
the individual patient is derived from the 
educated subjectivity of the therapist. This 
subjectivity, and the fact that psychoanalytic 
theory is at the extreme creative end of the 
creative versus hypothetico-deductive polariza- 
tion of science, means that data derived from 
psychoanalysis are often distrusted or dis- 
regarded. Personal construct data, while much 
less rich in many respects, offer a sample of the 
patient’s behaviour, namely his grid, for public 
inspection. We believe that the data can be 
examined in personal construct terms, but that 
it can often be further illuminated by reference 
to psychoanalytic theory; we also believe that 
the repertory grid may have a part to play in 
the testing out of aspects of psychoanalytic 
theory and practice. In this sense the two models 
may be seen as complementary. Together they 
offer a more adequate approach to the under- 
standing of neurotic behaviour than do those 
currently employed in most clinical and 
research settings. 


SUMMARY 

A systematic study of certain features of 
repertory grid tests in relation to patient status 
and to scores on the M.H.Q. confirmed that 
there were a number of such features charac- 
teristic of neurotic as opposed to normal grids. 
It is suggested that these findings should add to 
the confidence with which repertory grid tech- 
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niques are used in the clinical setting. Attention 

is drawn to the value of the personal construct 

model of neurosis. 
* 
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Psychological Adjustment and Response to Open-Heart 
Surgery: Some Methodological Considerations 


By THEODORE F. HENRICHS and WILLIAM F. WATERS 


Psychological factors have long been posited 
as having a role in determining a person's 
response to open-heart surgery. As early as 
1956 Bolton and Bailey reported a high correla- 
tion between a history of psychiatric problems 
and psychiatric complications following cardiac 
surgery. 

Two related trends involving psychological or 
behaviour factors can be noted in subsequent 
research reports. The first trend is comprised of 
those studies which attempt to delineate relevant 
psychological factors. The second, and more 
recent, trend is best exemplified by those studies 
which propose classificatory schemes based 
primarily on psychological or behavioural 
factors. 

The delineation of important psychological 
factors has usually involved a review of history 
interview data, and, more recently, standardized 
measurement, e.g. psychological tests and rating 
scales. Anxiety has been most often implicated 
(Blachly and Starr, 1964; Kennedy and Bakst, 
1966) as a factor predisposing toward operative 
mortality or psychiatric complications following 
open-heart surgery, while more recently denial 
(Abram, 1965), depression (Henrichs et al., 
1969) and denial of anxiety (Kimball, 1969), 
have been discussed. As a rule these factors are 
found to be correlated to outcome measures, 
with causation either explicity or implicity 
stated. 

Psychological factors derived from social or 
medical histories such as marital instability, a 
history of mental illness and a disturbed home 
life have tended to be broadly defined and 
equivocal in their implications (Egerton and 
Kay, 1964; Knox, 1963). In contrast, those 
factors derived by more standardized measures 
tend to be more succinctly defined, though not 
always unequivocal in their implications. De- 


491 


Pd 


pression and denial have been consistently 
noted as significant factors in the development 
of both post-operative psychiatric problems and. 
operative mortality (Gilberstadt and Sako, 
1967; Henrichs et al., 1969; Tufo and Ostfeld, 
1968). >» å 

With progressive delineation not only of 
psychological factors but of the many para- 
meters felt to be involved in precipitating or 
predisposing patients toward operative mortality 
or psychiatric complications following open- 
heart surgery, there is the inevitable, though 
difficult, attempt to determine meaningful 
patterns among these factors. The identification. 
of meaningful patterns is crucial to prognosis 
and, more significantly, to possible ameliorative 
procedures. 

There are several recent studies in which 
careful quantification of variables and signi- 
ficant attempts to establish meaningful patterns 
among various demographic, psychological, 
physical, surgical and environmental variables 
are in evidence (Heller et al., 1970; Henrichs 
et al., 1971; Javid et al., 1969). Despite hetero- 
geneous. populations and differing definitions 
of post-operative psychiatric complications, 
variables such as age, type of surgical procedure 
and length of time on cardio-pulmonary bypass 
are now less equivocal in their implications for a 
patient's response to open-heart surgery. 

More germane to the present study are the 
recent reports which propose classification 
schemes based primarily on psychological or 
behavioural factors elicited during the pre- 
operative period. Hopefully, classification 
schemes introduce an orderliness to the beha- 
vioural data and possibly to the non-behavioural 
data found to be associated with them. 

Kennedy and Bakst (1966) have reported a 
comprehensive classification system which out- 
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lines six general emotional attitudes toward 
cardiac surgery: (1) an overwhelming desire to 
get well, (2) a desire to remain ill, (3) intense 
ambivalence, (4) ambivalence, (5) an absence of 
the will to live, and (6) an attitude and cardiac 
symptoms which stem from a psychiatric 
disorder. They noted major psychiatric compli- 
cations in those groups characterized by a 
desire to remain ill or by ambivalence. 

Kimball (1969) has also reported results from 
a classification system based on a pre-operative 
psychiatric interview. He defined four groups: 
(1) adjusted, (2) denying anxiety, (3) depressed, 
and (4) symbiotic, i.e. those patients who were 
showing secondary gain from their illness. His 
results revealed a high incidence (57 per cent) of 
mortality immediately following cardiac surgery 
in the depressed group, and a high incidence of 
post-operative psychiatric complications in the 
group who before operation were seen as 
denying anxiety. 

Gilberstadt and Sako (1967) have reported 
the first classification system based primarily on 
standardized psychological test data. They use 
an objective system based upon patterns or 
configural relationships among various clinical 
scales of the Minnesota Multiphasic Personality 
Inventory (M.M.P.I.) (Hathaway and Mc- 
Kinley, 1951). These patterns allowed for the 
determination of several ‘types’, e.g. normal, 
anxious, denial. Their results indicated that 
denial is the most frequent pre-operative 
adaptive mechanism employed by male open- 
heart surgery patients. M.M.P.I. patterns 
indicative of depression and of organic com- 
plaints were found to be associated with 
operative mortality. 

Most recently Rubinstein and Thomas (1969) 
have reported on the incidence of post-operative 
psychiatric complications in patients classified 
before operation as either normal or belonging to 
one of the major psychiatric diagnostic catego- 
ries: organic brain syndrome, psychoneurotic 
disorder, personality trait disturbance, person- 
ality pattern disturbance, or schizophrenic 
reaction. They noted that post-operative deli- 
rium was much higher (53 per cent) for those 
patients who received a pre-operative psychiatric 
diagnosis than for those who didn’t (17 per cent). 

When one reviews both the variety of psycho- 
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logical variables posited as significant pre- 
disposing factors to either operative mortality or 
post-operative psychiatric complications, and 
the few classificatory systems based primarily on 
these variables, the results can best be described 
as equivocal. This equivocality may well be a 
function of differing operational definitions of 
post-operative psychiatric complications, sub- 
jective rather than objective systems of classifica- 
tion and/or a lack of recognition of significant 
independent variables (e.g. age, sex) in the 
sample of cardiac patients under study. 

Objective specification with respect to psycho- 
logical variables is desirable, if not mandatory, 
if meaningful patterns among these variables are 
to be determined. Standardized psychological 
inventories, such as the M.M.P.I., which provide 
measures of many personality characteristics 
deemed important in determining a patient's 
response to open-heart surgery seem well 
suited for this search for patterns. 

The present report presents psychological 
data relevant to the pre-operative psychological 
classification of open-heart surgery patients, 
and which have implications for possible 
therapeutic intervention. 


METHOD AND PROCEDURE 

Pre-operative psychological data were ob- 
tained from 81: open-heart surgery patients 
(47 females; 34 males) at the University of 
Missouri Medical Center. These data were 
obtained according to procedures described in 
an earlier report (Henrichs et al., 1969) and 
consisted of the personality measures of the 
M.M.P.I. 

A classification scheme was adopted whose 
categories seemed to contain the main categories 
of the various classification schemes reviewed 
above. These categories or types were: depressed, 
symbiotic, denial of anxiety, adjusted, and 
significant psychological disturbance. 

Gilberstadt and Sako (1967) have already 
demonstrated the applicability and utility of the 
M.M.P.I. in such procedures. A successive 
hurdle decision rule sequence was developed, 
based on the contingency rules reported by 
Gilberstadt and Duker (1965), with an ‘in- 
determinate’ category added as the final decision 
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rule.* The M.M.P.I. data were classified 
separately for male and female patients. Com- 
plete agreement on all classifications was 
obtained between both raters. 

The reproduceability and comprehensiveness 
of the present classification system was deter- 
mined by applying the decision rules to the 
pre-operative M.M.P.I. data from an inde- 
pendent sample of 37 patients (26 females: 
II males). 


RESULTS 
The results of the application of the classifica- 
tion rules to the patient groups are shown in 
Tables I and II. These rules classified 97 per 


* A mimeographed copy of these rules is available from 
the authors on request. 
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cent of the total group of patients into one of the 
five determinate types. Subdivision within each 
type shows the number of patients who were 
classified as either non-survivors, as revealing 
post-operative psychiatric problems (reactors), 
or as having a satisfactory post-operative course 
from a psychological point of view (non- 
reactors). 

The identification of post-operative psychi- 
atric complications was done according to the 
system proposed by Egerton and Kay (1964), 
and was based on a review of the entire medial 
chart obtained during admission for surgery. 
No attempt was made to specifically exclude 
patients manifesting what Heller et al. (1970) 
label an ‘early organic brain syndrome’ from 
the group of reactors; data specific to post- 


TABLE I 
Distribution of MMPI profile types in female groups before open-heart surgery 











Original Cross-validation Total 
MMPI profile classification rr 
N % N % N % 
Depressed T T vs T 9 3 II 7 10 
Reactors ..: ai is - I I * 2 
Non-reactors uA ie 2 3 I 4 
Non-survivors o I I 
Symbiotic vs es x. "DC 9 2 8 6 9 
Reactors .. gi ee ors o o o 
Non-reactors T 23 os 2 2 4 
Non-urvivors — .. os 2 2 o 2 
Denial of anxiety vs zi .. IO 23 7 27 17 24 
Reactors .. As "T. ds 3 I 4 
Non-reactors E ss as 6 2 8 
Non-survivors — .. vo ae I 4 5 
Adjusted MM vas m .. 10 23 9 35 19 27 
Reactors .. ds M ES o I I 
Non-reactors Se Ac! m 10 7 17 
Non-survivors ES à i o I 1 
Significant disturbance .. sa .. 16 96 5 19 21 30 
Reactors s ba 2 6 I 7 
Non-reactors 6 3 9 
Non-survivors 4 I 5 
Indeterminate... ae ie e 8 o 3 
Reactors .. E 22 na o o o 
Non-reactors 33 ea 1 o I 
Non-survivors v zs us 2 o 2 
47 26 73 
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TABLE II 
Distribution of MMPI profile types in male groups before open-heart Surgery 
Original Cross validation Total 
MMPI profile classification 
UN 96 N JA N 95 
Depressed D ae E .. 8 24 4 36 I2 27 
Reactors ss es ss 2 : 
Non-reactors 4 
Non-survivors 2 
Symbiotic Es Ss bs a | 21 I 9 8 18 
Reactors - s $a I 
Non-reactors PE oe vs 6 
_ Noncurvivors — .. - " o 
Denial of anxiety i E 0| o I 9 I 2 
“Reactors .. " .. ee Ae o 
Non-reactors $e pu s o 
Non-survivors m 2s v o 
Adjusted an es E e OQ 27 |. 3 27 12 27 
Reactors NETT 2e cU 204. 
Non-reactors 4 
Non-survivors I 
Significant disturbance .. vs eel. 27 2 18 II 25 
Reactors .. vs fe E I 
Non-reactors 23.2 ay as 5 
Non-survivors HE Se eu 3 
Indeterminate es we ss TEE. o I 
Reactors .. ss M $e I 
Non-reactors a be P o 
Non-survivors ES is ste o 


34 


II 45 
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operative neurological problems will be dis- 
cussed later. 

No post-operative ratings for the group of 
male patients in the cross-validation sample 
shown in Table II are listed. After completion 
of the pre-operative psychological testing this 
group was provided with an experimental 
nursing intervention technique (Aiken and 
Henrichs, 1971) designed to affect their operative 
and post-operative course, and are thus atypical. 

The statistical comparisons which follow 
involve only those data where a determinate 
classification was made. Comparisons between 
the profile classifications in the original and 
cross validation . groups of female. patients 
(x3 5:61; ns.) and male patients (x? 
7:85; n.s.) revealed no statistically significant 


differences; therefore, the total group classifi- 
cations were used for further comparisons be- 
tween male and female patients. 

The distribution of female profile classifica- 
tions ( x? = 14:00, p < -o1) and male profile 
classifications ( x: = 9-95; p < -05) both differ 
significantly from chance and from one another 
(x? = 15:40; p < o1). 

Critical ratios between the various classifica- 
tion types revealed that significantly more male 
than female patients are classified as depressed 
(C.R. = 2-62; p < -o1, one tail), while 
significantly more female than male patients 
are classified as denying anxiety (C.R. = 3-48; 
P <.ʻoo01, one tail). 

Table I indicates that the majority of female 
patients are classified as either adjusted, denying 
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anxiety or revealing significant psychological 
disturbance. On the basis of previous studies 
(Henrichs et al., 1969; Henrichs et al., 1971) 
base rates for mortality of 20 per cent and for 
post-operative psychiatric complications of 24 
per cent would be expected. The data shown in 
Table I relating to these outcomes were com- 
pared witbin each of the various classifications 
against base rate expectancies, using Fisher's 
exact probability test. It was found that the 
female patients in the ‘adjusted’ category have 
a significantly (p < :oor) lower rate of post- 
operative psychiatric complications, whereas a 
female patient classified in either the ‘denial’ or 
*significant disturbance' category would have a 
significantly greater probability (p < -005) of 
having post-operative psychiatric complications. 

The incidence of post-operative neurological 
problems, while not significantly prevalent in 
any of the classification types, was different for 
the total group of female patients classified as 
non-reactors (17 per cent) or reactors (43 per 
cent). This difference is statistically significant 
(C.R. = 1:98, p < -05, one tail). 

Table II shows that the majority of male 
patients are classified as either adjusted, de- 
pressed or having a significant psychological 
disturbance. Base rates of 20 per cent for 
mortality and 40 per cent for post-operative 
psychiatric complications would be expected. 
Comparisons within each classification category 
among the original group of male patients failed 
to reveal any significant differences. The inci- 
dence of post-operative neurological problems 
was not prevalent in any of the classification 
types, but was significantly different (GR. = 
2°21, p < ‘025, one tail) between the total 
group of male patients classified as reactors 
(50 per cent) and as non-reactors (11 per cent). 


. Discussion 

The present study has attempted to develop a 
system for the pre-operative psychological classi- 
fication of open-heart surgery patients which not 
only reflects the most relevant classification 
dimensions posited by previous research but is 
objective, comprehensive and reproduceable. 
The present findings indicate a reasonable 
attainment of these goals; furthermore, separate 
classification of male and female patients indi- 
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cates that they are likely to come to surgery with 
distinctly different patterns of psychological 
features, and that these patterns seem to 
prognosticate differing psychological responses. 

The present findings are also rather consistent 
with the findings for male patients reported by 
Gilberstadt and Sako (1967), and by Kimball 
(1970) when his data are analysed separately 
for male and female patients. 

The significant incidence of post-operative 
neurological impairment among both groups of 
male and female patients revealing post- 
operative psychiatric complications in the 
present study can be interpreted as support for 
the position of Heller «t al. (1970), who suggest 
that patients diagnosed as *early organic brain 
syndrome’ should be classified separately from 
the group of patients who manifest post- 
operative psychiatric complications. Such a 
procedure would seem to add further clarifica- 
tion to systematic attempts to identify the major 
parameters in complications following open- 
heart surgery. 

The heuristic value of a viable classification 
system becomes obvious when one considers its 
potential importance in the determination of 
possible procedures to alter or obviate factors 
which prognosticate undesirable outcomes. 
Several reports (Henrichs et al., 1971; Kimball, 
1969) including the present study, have indi- 
cated that patients who are psychologically well 
adjusted show a much better overall response te 
open-heart surgery than patients classified other- 
wise. Conversely, it seems that differing types or 
patterns of psychiatric symptomatology exhi- 
bited during the pre-operative period prog- 
nosticate differing types of response to surgery. 
Ideally, pre-operative preparation of a heart 
surgery patient would take these differing 
patterns into account in devising models of 
therapeutic intervention. One such intervention, 
employing systematic relaxation training with 
male open-heart surgery patients, has been 
reported (Aiken and Henrichs, 1971), and, 
hopefully, others will be forthcoming. 
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Gaind, R. (1969) Brit.J.Psychiat., 115, 963, 
Duncan, L. J. & Munro, J. F. (1968) Pract., 200, 167. 
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Correlates and Outcome of Illicit Drug Use by 
Adolescent Girls 


By PETER NOBLE, TOM HART and RON NATION 


INTRODUCTION 

Illicit drug taking, particularly by young 
people, has increased substantially in recent 
years. Cannabis offences increased from 51 
in 1957 to 4,683 in 1969, and offences involving 
amphetamines and LSD increased from 1,216 
in 1966 to 3,762 in 1969. Most drug taking is 
undetected by the police, and is hence under- 
estimated by conviction rates. Weiner (1969) 
found by questionnaire an incidence of drug- 
taking by London schoolchildren of 5°39 per 
cent, and Webb (1969) found an incidence 
of 24 per cent on a university campus. 

The number of narcotic addicts known to the 
Home Office has increased from a constant 
figure of around 500 in the fifties and early 
sixties, to 2,881 in 1969. Many narcotic addicts 
use several drugs, and attempts to limit the 
supply of one drug may be followed by an 
increase in the use of another. Thus the 1968 
legislation which limited the supplies of heroin 
and cocaine available to addicts was associated 
with a sharp increase in the use of intravenous 
methylamphetamine (Hawks, Mitcheson, 
Ogborne and Edwards, 1969). Administrative 
measures which curtailed methylamphetamine 
abuse were then followed by a dangerous 
increase in the intravenous use of barbiturates 
(Mitcheson, Davidson, Hawks, Hitchens and 
Malone, 1970). 

A remand home population was selected for 
this study because among those admitted the 
incidence of narcotic and intravenous drug use, 
and the progression to such drug use, was 
sufficiently high to enable statistically valid 
information to be derived concerning these 
important subgroups. Girls remanded by the 
courts are not typical of their generation; 
however, narcotic takers are themselves atypical, 
and unless a survey is aimed at a vulnerable, and 
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hence atypical, subgroup, positive results are 
unlikely to be obtained. 


SUBJECTS AND METHODS 

During the years 1966-68, 1,088 adolescent 
girls were admitted to a London remand home. 
The staff attempted to identify those girls who 
had taken illicit drugs in the month prior to 
admission; all those admitted were questioned 
about their drug-taking habits and asked to 
identify samples of drug preparations. Where 
possible, confirmatory information was obtained, 
either from court or social reports or from the 
laboratory analysis of urine specimens. The 
routine urine testing of all admissions was not 
undertaken. 

Altogether, 227 girls were found to have used 
drugs, and 100 non-drug taking girls, matched 
for year of admission, but otherwise randomly 
selected, were used as controls. 

All subjects were medically examined on 
admission. The maximum period of remand was 
usually two weeks. Reports were prepared by the 
house staff and teachers at the remand home, 
including a psychologist, a psychiatrist and a 
psychiatric social worker. Further information 
was usually available in reports prepared by the 
subject's school, and from probation officers 
and the local child care department. Data from 
these assessments were then coded and recorded 
on punched cards by the remand home staff. 

In the follow-up, information relating to 
further narcotic use, mental hospital admission 
and criminal convictions was obtained up to 
June 1970. The mean follow-up period was thus 
three years. Contact was made with medical, 
social and after-care agencies who had dealt 
with the subjects; the criminal records of those 
who had committed offences were obtained 
from the Home Office, and the case notes of 
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those admitted to psychiatric hospitals were 
analysed. The Home Office provided informa- 
tion on subjects known to them to be using 
narcotic drugs. These sources enabled 90 per 
cent of the subjects to be traced. Death certifi- 
cates of two who had died were obtained from 
Somerset House; but a further search of the 
records there failed to reveal the names of the 
IO per cent of untraced subjects. 

The follow-up data provided evidence that 
40 of the 194 subjects taking non-narcotic drugs 
at the time of admission, subsequently used 
narcotics, but only one of the roo control 
subjects did so. 

For the purpose of data analysis the subjects 

were subdivided into four groups: 

I. Conirols, 100 girls not taking drugs on 
admission; 

2. Non-narcotic group, 154 girls taking non- 
narcotic drugs on admission and who did 
not use narcotics subsequently; 

3. Progressor group, 40 girls taking non-narcotic 
drugs on admission and who subse- 
quently used narcotics; 

4. Narcotic group, 33 girls taking narcotics on 
admission. 


RESULTS 


Drugs used 
At the time of admission the drugs which had 


been taken by the subjects were: 

Non-narcotic group: cannabis 100, ampheta- 
mines 114, LSD 8, injection of methyl- 
amphetamine 3; 

Progressor group: cannabis 24, amphetamines 
35, LSD 4, injection of methylamphetamine 
2; 

Narcotic group : cannabis 24, amphetamines 30, 
LSD 7, injection of methylamphetamine 16, 


CORRELATES AND OUTCOME OF ILLICIT DRUG USE BY ADOLESCENT GIRLS 


heroin 29, cocaine 11, methadone (Physep- 
tone) 5. 

The overall incidence of drug-taking was: 
cannabis, 13:6 per cent; amphetamines, 16°5 
per cent; LSD, 1-7 per cent; intravenous 
methylamphetamine, 1-9 per cent; heroin, 
2:7 per cent; cocaine, 1*0 per cent; methadone 
(Physeptone), 0-5 per cent. In addition some 
girls used tranquillizers and barbiturates when 
available. The use of intravenous methyl- 
amphetamine was particularly common among 
those taking narcotics. All of the narcotic group, 
but only five other girls, had taken drugs by 
injection. The mean number of drugs used by 
the girls in each group was: JVon-narcotic, 2-20 
(1°04); Progressor, 2-40 (2E1*17); Narcotic, 
5:09 (4:1-78). The tendency for the narcotic 
group to take more drugs than the other two 
groups was highly significant (see Table X). 


Age 

The mean ages, in years, of the subjects on 
admission were: Controls, 15-8 (-L0-69); Non- 
narcotic group, 16-0 (-+:0°77); Progressors, 16-1 
(0°66); Narcotic group, 16-3 (0°84). The 
tendency for the control group to be younger 
than the drug users was significant. 


Reason for admission 

Table I shows the reasons for admission. A 
high proportion of the girls were already under 
supervision by the local children’s department 
or the probation service, and were admitted 
because supervision was found to be un- 
satisfactory or because the girl was unco- 
operative. Most of the other girls admitted 
were deemed to be in need of care and protec- 
tion. Only a quarter of the admissions were 
charged with committing an offence. Three 











TABLE I 
Reasons for admission 
Control Non-narcotic Progressor Narcotic 
Charged with an offence .. s e 24 2 42 (27:395) 9 (22:595) 6 M 
Breach of probation or supervision -. 23 (2395 32 (20:795) 9 PELA 7 (21:294) 
. 60 (39:096) — 18 (45-094, 10 (30:395) 


In need of care and protection 
Refractory in care .. Ps 


47 477) 
6 (6%) 


20 (13:076) —— 4(10:095) — 10 (30-390) 





x? = 12:5; df = 9; p = NS 
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offences were for illicit possession of drugs; all 
but four of the remaining offences were for 
larceny. It is of interest that so few of the girls 
had been charged with a drug offence at the 
time of admission; in spite of this, a history of 
drug taking was often known to those super- 
vising the girls and may have contributed to the 
decision to remand her. This was particularly 
likely to be true of girls who used intravenous 
and narcotic drugs. 


Approved School committal 

A high proportion of the girls were subse- 
quently sent to Approved Schools. This ten- 
dency was particularly marked for those on 
drugs (Controls, 27 per cent; Non-narcotic group, 
39:8 per cent; Progressors, 50 per cent; Narcotic 
group, 66:7 per cent. x? = 17°39; df = 3; 
p < 0-001). > 


Family situation 

Information about the subject’s parents and 
family backgrounds was recorded on admission. 

Table II shows that only about a third of the 
girls were still living with parents or step- 
parents. The proportion living away from home 
is higher than can be accounted for by divorce or 
illegitimacy. Most of the subjects away from 
home had inadequate supervision and some 
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were itinerant. In all groups there was a high 
incidence of absconding or running away from 
home (Table III). 

The drug-taking girls were more likely than 
the controls to have spent over a year in institu- 
tional care (Control, o*0 per cent; Non-narcotic 
group, 5:8 per cent; Progressors, 15:0 per cent; 
Narcotic group, 9:195. xy? = 11°36; df = 3; 
p < 0'001). 


Immigration 

During the period of the survey only a few 
girls admitted to the home were not of European 
descent (Controls, 10 per cent; Non-narcotic group, 
9*7 per cent; Progressors, 5-0 per cent; Narcotic 
group, 3:097). Equally, few of the subjects were 
born outside the British Isles (Controls, 5*0 per 
cent; Non-narcotic group, 7*1 per cent; Progressors, 
7:5 per cent; Narcotic group, O*O per cent). 
Neither race nor birth outside the British Isles 
was related to patterns of drug taking. 


Psychometric tests 

Intelligence testing was performed, and 
education achievement was assessed using the 
Schonell scales for reading and arithmetic 
ages. The results are displayed i in Table IV and 
the statistical comparisons in Table X. The drug 
girls tended to be significantly more intelligent 


























TABLE II 
Family situation 
Control Non-narcotic Progressor Narcotic 
Living with both parents .. 21 (21:095) 30 (19°5% 9 (22:595) 4 (12:196 
Living with parent and step-parent 12 (12:0% 25 (16:295 5 (12:595) 8 (24:296 
Parents divorced 7 (7:076 7 (4596 5 (12°5%) — 3 (9120) 
Child illegitimate 7 (T0960) | 23 (14-070) 3 (7:576 6 (18-276) 
Child adopted o (0:0%) 5 (9:295) 2 (5:096 o (0:0%) 
x? = 8:6; df = 12; p = NS 
'TABLE III 
Incidence of absconding and running away from home 
Number of occasions Control Non-narcotic Progressor Narcotic 
None poate 69 (44°8%) — 17 (42:576) 12 (36:470) 
1-5 39 (3976 65 (42:275) — 17(42:590) — 15 (457476 
6-10 6 (6%) 15 (9:776 3 (7:579) 3 (9:170) 
> 10 2 (2%) 5 (3:290 3 (775%) 3 (9170) 





X = 4:5;df = 9; p = NS 
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Taste IV 
Psychometric results 
Control Non-narcotic Progressor Narcotic 
Mean SD Mean SD Mean SD Mean SD 
I.Q. US 92:9 I4*1 97-8 I5:3  IOO'I 14*5  100:2 15:6 
Arithmetic age 10°3 2:09 10:5 1°79  I1:2 2:14. Ito 2:2 
Reading age 12*I 2:40 12:7 2:16 12.8 2:66 19:7 1°67 


than the controls and to have higher reading 
and arithmetic ages. This result may well be 
an underestimate of these subjects’ ability, as 
many of them had disrupted educational back- 
grounds and were unhappy and anxious at the 
time of testing. 


Sex life 

Information about the subjects’ sexual habits 
derived from statements made by the girl herself 
and from information from relatives or from 
child care or probation reports. The percentage 
of the subjects who had had sexual intercourse 
was: Controls, 67-0 per cent; Non-narcotic group, 
75°3 per cent; Progressors, 72:5 per cent; 
Narcotic group, 81-8 per cent. In spite of the 
high incidence of sexual intercourse the use of 
contraceptives was uncommon. Sixteen girls 
were pregnant on admission. 


Personality 

An assessment of the subject’s personality was 
based on reports accompanying the girl, on her 
behaviour in the home, and on an assessment 
by the psychiatrist. Girls showing abnormal 
traits, such as pronounced anxiety, mood 
swings, poor interpersonal relationships or 
disturbed behaviour were rated as having 
disturbed personalities. The incidence of such 
disturbance in each group was: Controls, 39-0 
per cent; JVen-narcotic group, 64-3 per cent; 
Progressors, go:0 per cent; Narcotic group, 93°9 
per cent. The tendency for personality disturb- 
ance to be associated with drug-taking, par- 
ticularly of narcotics, was highly significant 
(x? = 47:2; df= 3; p < 0-001). 


Home Office records 
The Home Office maintains records of all 
subjects notified as using narcotics. Ten (30- 3 





per cent) of the Narcotic group, thirteen (32-5 
per cent) of the Progressor group and one (1-0 per 
cent) of the Conirols were known to the Home 
Office to have used narcotics. Twenty-two 
subjects had been prescribed narcotics by 
addiction clinics during the period of follow 
up, and ten subjects were currently receiving 
such supplies at the end of the follow-up period. 
These 22 subjects had also used illicit non- 
medical sources of supply either currently or at 
some stage of their drug careers. The remaining 
52 subjects who had used narcotics obtained 
their drugs entirely from non-medical sources. 


Criminal records subsequent to remand 

The mean number of offences, of all types, 
committed by the subjects after leaving the 
remand home was: Controls, 0°39 (-+0'99); 
Non-narcotic’ group, 0-66 (1°73); Progressor 
group, 2°05 (+323); Narcotic group, 1:42 
(2:30). The tendency for the progressor and 
narcotic groups to commit more offences was 
highly significant (Table X). Table V shows: 
the number of subjects in each category who 
committed each type of offence. The increased 
criminality of the drug girls was greater than 
could be accounted for by the higher incidence 
of drug offences committed by them. The 
progressor and narcotic groups were significantly 
more likely to commit violent offences and to be 
involved in breaches of probation. 

Table VI shows the action taken by the 
courts. The progressor and narcotic groups were 
particularly likely to be sent to prison (x? = 
8:7; df= 3; p < 0-05). 


Psychiatric hospital admissions subsequent to remand 
Table VII shows the proportion of girls in 

each group who were admitted to psychiatric 

hospitals. There was a highly significant ten- 
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TABLE V 
Numbers of subjects committing offences subsequent to remand 











Offence Control Non-narcotic Progressor Narcotic x P 
All offences 21 39 16 15 9-00 «0-05 
(21:076) — (25:876) —— (40-090) —— (457590) 
Drug offences I 8 5 7 15:47 <0-O1 
Violence 3 - 3 I 9 3 29:23 «0:001 
Larceny se T 14 23 13 8 6:93 NS 
Prostitution .. ed I 3 2 3 3:73 NS 
Traffic offences I 6 I I I*8I NS 
Breach of propagan 2 7 8 2 14:83 «0-01 
Other .. 5 5 4 3 2:25 NS 
Taste VI receiving narcotic drugs from addiction clinics. 
Action taken by courts Table VIII shows the primary diagnosis 
(per subject) made by the hospitals to which the girls were 
admitted, and Table IX shows the types of 
ae Non-  Pro- . treatment administered. The commonest diag- 
trol narcotic gressor Narcotic po ie was of personality disorder, in line with 
Fine .. 5 T 5 2 the high incidence of disturbed personality 
Probation 8 15 8 8 found in the remand home. 
Imprisonment 2 3 7 3 During follow-up two girls from the progressor 
yide 3 E 9 4 group died from overdosage of drugs; one from 
pproved School à SAM 
committal . 5 3 4 n barbiturate poisoning and the other from 
Treatment order o o 3 5 methadone poisoning. Both were nineteen years 


dency for drug-taking, particularly of narcotics, 
to be associated with an increased hospital 
admission rate ( x? = 22:4; df= 3; p < 0'001). 
A striking feature of Table VII is the high pro- 
portion of compulsory admissions and of subjects 
who either absconded or discharged themselves 
against medical advice. Out-patient treatment 
was uncommon except for those girls who were 


old when they died. In addition, a preliminary 
survey of deaths among all girls who had been 
admitted to the remand home since 1964 has so 
far indicated that ten girls have died since their 
remand; one girl in 1967, one in 1969, six in 
1970 and two so far in 1971. Two girls hanged 
themselves, seven had taken overdoses of drugs 
in circumstances which often suggested suicidal 
intent, and one died from infective hepatitis. 
Nine out of these ten girls had used narcotic and 
intravenous drugs. 





Tase VII 
Psychiatric hospital admission rates 
Control Non-narcotic Progressor Narcotic 
Number of girls admitted to hospital ee 7 (7%) 18 (11:794) 10 (25%) 42 (42°4%) 
Number of girls admitted compulsorily .. 5 9 8 7 
Number of girls absconding oe 3 5 9 9 
Number of girls who left against advice .. I 2 2 2 





Total number of admissions M ae 10 


40 22 23 
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Tase VIII 
Primary diagnoses of girls admitted to hospital 
: (Number of subjects) 
Con- Non- Pro- 
trol  narcotic gressor Narcotic 
Schizophrenia o o I I 
Depression .. 1 2 I o 
Personality 
disorder .. 5 12 4 5 
Drug addiction I 2 4 8 
er $^ o 2 o o 
TABLE IX 
Treatment during hospital admission 
Con-. Non- Pro- 
trol narcotic gressor Narcotic 
Phenothiazine 
medication 2 10 7 6 
Antidepressant 
medication 2 5 2 4 
Tranquillizing 
medication I 6 2 5 
ECT .. bs o 3 I 
Specific treatment 
for addiction I 3 4 7 
Psychotherapy o o I o 
Discussion 


The actual incidence of drug-taking in this 
age group is difficult to assess accurately. It is 
an illicit and often clandestine activity, and 
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information gained from interview and question- 
naires may be unreliable. Surveys are difficult 
to compare with each other, as small differences 
in the timing of the survey or in the age, sex, 
social and geographical location of the sample 
may be associated with major differences in 
drug taking. The overall incidence of 20:8 per 
cent among this sample is much higher than the 
figure of 5-4 per cent obtained by Weiner (1969) 
for London schoolchildren. Compared with 
students in a university campus, fewer subjects 
took cannabis but more used amphetamine 
(Webb, 1969). The incidence of intravenous 
narcotic use (3:0 per cent) is almost certainly 
higher than that found among adolescent girls 
generally. 

The incidence of amphetamine use (16-4 per 
cent) is similar to that shown in an earlier survey 
(Hart and Nation, 1966). The percentage of 
girls admitted to this remand home who had 
positive urine tests for amphetamines was 16 per 
cent in 1964 and 7-7 per cent in 1969 (Scott and 
Wilcox, 1965; Scott and Buckell, 1971). 

Official statistics based on conviction rates or 
notification to the Home Office seriously under- 
estimate the extent of drug abuse. Thus, only 
three out of the 227 drug-taking girls admitted 
had been charged with a drug offence at the 
time of admission, and only 2: girls were 
subsequently convicted of drug offences. Figures 
for the incidence of narcotic use seem less un- 
reliable, but even here only 24 out of the 74 








TABLE X. 
j Statistical results 

9 9 
= 8 E -* 3 3 t d 8 by g 
Pe: Pel P Geb sd Beg 
5 g ug 3 z g È B Z Š Z 

Z Z Z 
t P t P t P t P t P t P 
Mean no. of offences 1°55 NS 93:19 «0:005 2:50 «0-02 5:33 «0:001 1°81 NS «I NS 
Age.. . I*4I NS 2:01 «0:05 2:70 «0:01 <I NS 1:95. NS 1:06 NS 
LQ. . 2:119. «0:05 2:42 «0:05 2°18 «0:05 «1 NS o-72 NS <I NS 
Arithmetic age . <I NS 2:04 «0:05 1:48 NS 1:56 NS 1:12. NS <1. NS 
Reading agc . 2:01 «0:05 r:do NS 408 <o-oor <1 NS 22:89 «0:005 1:70. NS 

«1 NS 9:09 «0:001 7:50 <o-oor 


Number of drugs .. 
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girls using narcotics during the course of this 
survey had been notified to the Home Office. 

The subdivision of drug-takers into such 
categories as Narcotic and Non-narcotic must to 
some extent be arbitrary, and certainly should 
not distract from the danger of such non- 
narcotic drugs as LSD or amphetamine and its 
derivatives. In this survey, the non-narcotic/ 
narcotic division correlated almost exactly with 
a subdivision into those who took drugs only by 
mouth and those who also used drugs by injec- 
tion. The use of intravenous methylamphetamine 
and intravenous barbiturates was largely re- 
stricted to those who took narcotics. 

The 20:6 per cent progression rate to subse- 
quent narcotic use is close to the figure of 19:1 
per cent found among non-narcotic users in a 
boys remand home (Noble, 1970). In both 
surveys the method of follow-up was such that 
subjects who took narcotics only occasionally 
could have escaped detection. Thus both these 
progression rates must be taken as minimum 
incidences. It is clear that a young person who 
both uses illicit drugs and has a history of 
delinquency or of ‘being in need of care’ must 
be looked upon as at risk for future serious 
drug abuse. This risk is particularly great for 
those who have disturbed personalities. That 
progression was a correlate of non-narcotic 
drug use, rather than simply of remand, is 
shown by the fact that only one out of 100 control 
admissions was shown to have used narcotics 
subsequently. However, girls admitted to a 
remand home have a high incidence of person- 
ality disorder and family disruption and so may 
be particularly vulnerable to the dangers 
associated with the illicit use of drugs; it cannot 
be assumed that this high progression rate 
applies to drug users generally. 

Differences in family background between 
the controls and the drug users did not emerge. 
In all groups there was a high incidence of 
parental separation, but the more interpersonal 
aspects of family life were not assessed. Drug 
use, particularly of narcotics, was associated 
with a significantly increased incidence of 
personality disturbance and of institutional care. 

The drug takers tended to be older than the 
controls, more intelligent, and educationally 
more advanced. Other studies have suggested 
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that the use of narcotics and methylampheta- 
mine in this age group may be associated with 
higher than average, but generally unfulfilled, 
educational aspirations (Hawks et al., 1969; 
Noble and Gorell Barnes, 1971). 

Although the four subgroups did not differ 
significantly in the rcasons for their admission 
to the remand home, the progressor and narcotic 
groups were more likely to be committed to 
Approved Schools. A significant association 
between delinquency and narcotic use emerged 
subsequently. The progressor and narcotic groups 
committed more offences; the increase was 
particularly marked for violence and for breach 
of probation. This difference was not simply due 
to the increased incidence of drug offences 
among these subjects, nor was it explicable in 
terms of their previous records (Noble and 
Gorell Barnes, 1971). i 

There was a highly significant association 
between narcotic use and subsequent admission 
to a psychiatric hospital. This increase is 
partly, but not entirely, explained by admission 
specifically for the treatment of narcotic addic- 
tion. A high proportion of the subjects were 
admitted compulsorily, and a large number 
absconded or discharged themselves against 
medical advice. Their in-patient care was 
characterized by lack of co-operation. Subse- 
quent out-patient attendance was uncommon, 
and most subjects continued to use illicit sources 
of drugs except when within institutions. 

The commonest in-patient diagnosis was of 
personality disorder, which accords with the 
high incidence of personality disturbance noted 
by the remand home staff. The small number of 
subjects diagnosed as depressed, or prescribed 
antidepressant medication, is surprising. Another 
survey of the same population showed that two- 
thirds of the narcotic users had shown depressive 
symptoms in the year previous to admission tothe 
remand home, and that a similar proportion had 
attempted suicide (Nobleand Gorell Barnes, 1971). 

The death rate from suicide and overdose 
among girls from this remand home was high, 
and was almost entirely confined to those who 
had used narcotic and intravenous drugs. 
Other workers have also commented on the 
considerable mortality associated with narcotic 
use (Bewley, Ben-Arie and James, 1968). 
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7 SUMMARY: 

‘A survey was conducted into illicit drug use 
among 1,088 adolescent girls admitted to a 
London remand home during the years 1966-68. 
The incidence of drug use prior to admission 
was: amphetamines, 16- '5 per cent; cannabis, 
13:6 per cent; LSD, 1-7 per cent; intravenous 
methylamphetamine, I'9 per cent; heroin, 
2*7 per cent; cocaine, 1*0 per cent; methadone 
(Physeptone), 0-5 per cent. The drug users 
tended to be slightly older than the controls, 
more intelligent, and better educated. The 
narcotic group used more kinds of drugs and 
were particularly likely to use barbiturates and 
methylamphetamine intravenously. Narcotic 
use, at the time of admission, was associated with 
a’ significant increase in personality disorder, 
time spent in institutions, and committal to 
Approved Schools. 

During a mean follow-up period of three 
years, 20-6 per cent of the non-narcotic users, 
but only 1 per cent of the control admissions, 
had progressed to narcotic use. Girls remanded 
by the courts or committed to Approved 
Schools who have used non-narcotic drugs 
seem to be particularly vulnerable to future 
serious drug abuse. During follow-up the 
narcotic users had more criminal convictions, 
particularly for offences involving violence, and 
were more often admitted to psychiatric 
hospitals. Most psychiatric in-patient treatment 
was compulsory, and the majority of those 
admitted either absconded or discharged them- 
selves against medical advice. Ten of the girls 
admitted to:this remand home since 1964 have 
died from suicide or drug overdose in the past 
four years; nine of these ten girls had used 
narcotic and intravenous drugs. 
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ABSTRACT 





Misuse of Heroin and Methadone in the City of Oxford 


By FERNANDO ARROYAVE, DOREEN LITTLE, FELIX LETEMENDIA and 
RICHARD pz ALARCON 


The aim of this paper is to present an enumerative 
survey of abuse of heroin and methadone by persons 
of 30 years of age and under, known to have resided 
at some time within the Oxford City boundaries 


during the year 1969. 


METHOD 


The method used was broadly that described by 
de Alarcon and Rathod (1). In this survey the search 
was widened and the sources used were: the Press, 
the Oxford City Children’s Department, Local 
Authority and independent schools, the police, the 
Oxford Probation Service, Oxford hospitals, general 
practitioners, the Oxford City M.O.H, and drug 
users. Suspected cases were checked against Home 
Office records of notification, and against prescrip- 
tions for methadone dispensed in Oxford. 

The information was classified on a four point scale. 
‘Certain’ contained those notified to the Home Office 
and those observed by one of the authors to use 
either of the drugs intravenously. ‘Very probable’ 
included those convicted of possession, those with a 
diagnosis of addiction to heroin or methadone by a 
hospital or reported to us by a general practitioner as 


so addicted, those who admitted sustained usage to 
one of the authors, and those who had been notified 
as having contracted infective hepatitis and had made 
an open admission of intravenous opiate use. ‘Pro- 
bable’ contained those cases named in police records, 
information from other drug users, and those checked 
against Home Office records and known to them to 
have had prescriptions for methadone dispensed in 
Oxford during 1969. The category ‘Suspect’ contains 
all other cases. Evidence was not cumulative, in that 
no amount of confirmation from similar sources could 
raise the categorization, and no name was included 
in more than one category. 

These results include the University population. 
None of the cases found were currently members; 
Proctorial discipline may have resulted in a move out 
of the Oxford area. Excluding those members resident 
in Colleges and Halls (2) the period prevalences are 
9:3 per 1,000 male, 4:7 female and a total of 7:2 for 
all categories in the combined age group 15-29 years. 

A preponderance of females can be seen within the 
15-19 age group, and there is a statistically significant 
difference from the sex distribution in the Registrar 
General's Annual Estimates (3). 


TABLE I 
Period prevalence—including university population 





























Certain Very probable Probable Suspect Total—all 
cases cases cases cases categories 

Age Sex Rate per Rate per Rate per Rate per Rate per 
No. 1,000 No. 1,000 No. 1,000 No. 1,000 No.  r,000 
15-I9 years M 8 1:6 o o 4 o-8 3 0-6 I5 3-0 
F 7 1:6 2 0*5 13 3:0 3 0:7 25 5-8 
20—24 years M 30 3 10 32 3:7 17 2:0 89 10:4 
F 4 o 6 10 2-0 4 o-8 24. 4'9 
25—29 years M 14 3:6 I 0:3 2 3:5 I 0*3 18 4:6 
F o o o o 2 0-6 I 0°3 3 r'o 
All groups M 52 3:0 II o-6 38 2:2 21 I:2 122 7:0 
15—29 years F II 0:9 8 o-6 25 2:0 8 o*6 52 42 
Total 63 2-I 19 o-6 63 2*1 29 1-0 174 5'9 
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Taste IT 
Notified Police Probation Hospital Chemists’ 
to H.O. Conviction records office G.P.'s treatment registers 
—————XÁ—————— LER RERUM QU NN 
51 3 79 28 9 26 8 
Admission to Other Observed Police Addicts Inf. hep. and 
psychiatrist addicts use *suspect' ‘suspect’ admission Schools 
18 100 22 39 9 2 I 





The value of the sources is indicated in Table II. 
Obviously, mentions may be counted from more than 
one source; ¢.g. all convicted cases were also notified 
to the Home Office. 


Discussion 


The total figures will bear comparison with the 
1967 de Alarcon and Rathod study, especially if the 
two-year lag is taken into account. The high relative 
prevalence of dependence in girls aged 15-19 is, 
however, at variance with other studies and with 
Home Office statistics. The greater mobility and 
abundance of males, peculiar to Oxford, may be 
contributory to this. Inability to obtain a balanced 
sample may in part be responsible for the relatively 
low proportion (12 per cent) in the 25-29 age group; 
gravitation to London, greater skill at avoiding detec- 
tion, and Winick's (4) work must also be considered in 
this context. 

Sources varied in informative value. Home Office 
records did not provide original information; names 
were checked against them, and 80 per cent of the 
‘Certain’ cases were found there. Police records, other 


users and direct observation proved most fruitful ' 


within the categories ‘Certain’ and ‘Very probable’. 
Medical agencies were relatively less informed, con- 
tributing 21 per cent only of all cases. Unlike the 
Crawley study, M.O.H. notifications of infective 
hepatitis (plus confession of opiate use) provided only 
two cases. A different, more endemic pattern of drug 
use may account for this. 

An unexpected degree of independence was found 
within the sources. Ten per cent of names given to us 


by the police were not on the Home Office register; 
29 per cent of names checked against and found on 
the register were not given by the police. Seventeen 
cases only had been treated in hospital for heroin or 
methadone addiction; general practitioners knew of 
9 cases only. Of the 63 ‘Certain’ cases found, 12 of 
those observed to be using the drugs were not noti- 
fied, and g of them known to neither the police, the 
Home Office nor any other official source. 

There is reason for concern that over 14 per cent of 
all ‘Certain’ cases were not known to any other source, 
especially as the authors were aware that they had 
access to some, but not all, drug-using circles. It 
would indicate that changes in the number of cases 
known to medical agencies, or notified to the Home 
Office, must be interpreted with caution. It may well 
be that knowledge of the need for, and the provision 
of help in general, might profit from a change of 
emphasis away from the hospitals and into the 
community. 
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Effect of Shape of Medication in Treatment of Anxiety States 


By M. Z. HUSSAIN 


In the clinical evaluation of drug treatment, 
medical practitioners have long appreciated the 
fact that the response does not merely reflect the 
pharmacological effect of the drug. The manner 
in which the treatment is presented to the 
patient by his therapist is important and there 
is ample proof in the literature of the therapeutic 
effects of inert substances—the so-called placebo 
effects (1, 2). In psychiatric practice particularly, 
the halo effects of such factors are of considerable 
importance. 

The present investigation was designed to 
examine the possible role of tablet or capsule 
form of medication in the pharmacotherapy of 
anxiety states. The drug used was chlordiaz- 
epoxide, a widely-used anxiolytic agent of the 
benzodiazepine group. Its efficacy has been 
attested in the ‘Today’s Drugs’ column of the 
British Medical Journal (3, 4, 5). 

Forty-eight consecutive out-patients suffering 
from anxiety states were treated in a crossover 


trial with chlordiazepoxide, ro mg. three times . 


a day in capsule and in tablet form. Each form 
of medication was prescribed for a period of a 
fortnight, the order of prescription being 
randomized. The tablets or capsules were 
dispensed eighteen in excess of those required 
each time. Each bottle had to be returned 
before a new supply was issued. The remaining 
tablets or capsules were counted and recorded, 
thus serving as a check on the amount of 
medication taken by the patient during the 
trial period. 

The diagnosis of anxiety state was defined as 
a condition of predominant apprehension and 
tension, experienced mentally or physically, 
persisting independently of external factors and 
not considered secondary to other disorders. 
Chlordiazepoxide was the only drug taken by 
the patients during the trial period. 

At the patient's first interview a clinical 
assessment was made, followed by a decision on 


suitability for inclusion in the trial. Patients 
were told that the drugs which they would 
receive had been found to help others with 
symptoms similar to their own, but that the 
object of the trial was to determine which of the 
two was more effective in relieving these 
symptoms. It was also stressed to the patient 
that he should not reveal the type of medica- 
tion. This was to keep the physician's assessment 
as unbiased as possible. 

Before commencing treatment, evaluation of 
the patient's symptoms was based on Hamilton's 
(1959) Anxiety State Rating Scale (ASRS). 
At the end of the first interview the patient was 
asked to represent the severity of each symptom 
by marking a six centimetre line labelled 
‘absent’, ‘mild’, ‘moderate’, and ‘severe’. This 
first rating was taken as a baseline representing 
the clinical state before trial. Later, self-rating 
forms were filled in weekly, and the patients 
indicated how much the medication had helped 
or worsened their symptoms by marking a 
twelve centimetre line labelled from left to right 
‘very poor effect’, ‘poor effect’, ‘good effect’ and 
‘very good effect’. A patient’s score is the distance 
in centimetres from the centre of the line (no 
effect) to his mark divided by two (being 
positive on the right and negative on the left). 
The patient’s weekly ratings were not examined 
until after I had completed my own assessment 
on the ASRS. The subsequent assessment was 
made after two-week intervals. 


RESULTS 
Of thé initial 48 patients, 4 discontinued 
during the first week of treatment. They with- 
drew because they felt worse ón medication: 
one felt more anxious, one dizzy, and one 
generally worse; one was so much worse as to 

need admission to hospital. 
There were 33 women and ii men who 
completed the trial and there was no sex 
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difference as regards duration and intensity of 
illness. The- mean age was 32:4 years and SD 
8-4. Thirty-two patients were suffering from 
their first psychiatric illness, whereas 12 had a 
history of previous psychiatric disability. The 
mean, duration of illness was 14:5 months, 
median 8-4 months, range 1:2—26 months. 

Medication consumption was estimated by 
subtracting the number of tablets or capsules 
returned from 60 (the number issued) and 
dividing the resulting figure—the number of 
unreturned and presumably, though not neces- 
sarily, consumed— by 14. This gave the patient's 
presumed daily drug consumption during the 
trial period of treatment. The mean daily 
consumption rate for capsules was 2:92 + 0-68 
(SD) and for tablets was 2-61 + 0:45 (SD) 
per day. 

The mean scores on the ASRS are shown in 
Table I. The comparison of pre-trial scores with 
the two periods of treatment shows a significant 
improvement in symptoms of anxiety over the 
trial period (P < 0-or). The difference between 
the two periods of treatment did not reach a 
significant level, but it is evident that overall 
responses to capsules were better than to tablets. 
When the patients changed to tablets there was 
evidence of slight deterioration, whereas when 
changed to capsules they continued to improve. 

The patients assessed their own symptoms 
weekly on a self-rating scale. The total incidence 
of symptoms declined moderately throughout 
the trial. The mean of each symptom on the 
two ratings was calculated for each patient. 
The results were subgrouped according to the 
scores. As the number of patients in each 
category was rather small, for the purpose of 
evaluating x?, the scores above and below +1 
were pooled. Tension or Anxiety (P < 0-05), 
Irritability (P < o-or), Phobias (P < 0-025), 
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Broken sleep (P < 0-05) were significantly 
improved on capsules in comparison to tablets. 

Of the 22 patients using capsules initially, 
21 complaints were noted, and after changeover 
to tablets the number of complaints was 24. 
The other 22 patients who received tablets 
first voiced 18 complaints and after changeover 
to capsules only 12 complaints were registered. 
These were described as fatigue, headache, loss 
of pleasure, irritability and drowsiness. Fifteen 
patients requested continuation of the same 
treatment while receiving treatment with 
capsules. 


Discussion 

In the treatment of anxiety the response to 
inert substance varies from 24 to 74 per cent of 
the patients (6). Similar results have been 
found for headache, nausea, cough, seasickness 
and the common cold (7). Active preparations 
and surgical procedures also vary in their 
effects according to differences in expectation 
or environment (7, 8, 9). 

While scientific evidence has been collected 
systematically for the effect of the expectation 
of the patient and his therapist in the rate of 
symptomatic improvement with inert or active 
preparations, and ‘the pharmacology of the 
placebos which include dose effects, time related 
effects, side effects (10) and even drug depend- 
ence (11), the therapeutic consequences of 
ancillary factors such as shape, size, taste and 
colour of medical remedies has been surprisingly 
neglected. 

In psychiatric practice, where placebo re- 
sponse is proportionately higher, such ancillary 
factors are of considerable importance. One 
interesting study of the effect of tablet colour 
in the treatment of anxiety states is described by 
Schapira et al. (12). They found that patients 














Tasre I 
Ratings of mean ASRS scores 
Initial Two weeks Four weeks 
No. of 
patients Mean SD Mean SD Mean SD 
22 Capsule 14:2 3:8 9:3 3:5 Tablet 9°9 3°6 
22 Tablet 13°9 3°7 9:7 3:6 Capsule 9:0 3:1 
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with anxiety symptoms showed a favourable 
response to green tablets, while the same 
preparation in a yellow tablet was more effective 
in relieving depression. 

The results obtained in this study by com- 
parison between the mean scores of each period 
show an overall beneficial therapeutic response, 
most likely attributable to the drug rather than 
to any particular psychological effect, as this 
improvement did not change significantly from 
week to week. : 

Though the difference in beneficial effects on 
the physician’s rating only showed a trend, the 
symptoms of anxiety or tension, irritability, 
phobias and broken sleep on the patient's 
ratings were significantly affected by the form 
of medication. The capsules were consumed 
more regularly, and requests for continuation of 
the treatment with this form of medication were 
made by the patients. These findings indicate 
that there is more psychological dependence 
and preference for capsules by the patients in the 
treatment of anxiety states, and also indicates 
that the form of medication can act as an 
important additive ancillary factor in the 
placebo response. 


SUMMARY 

Fourty-four patients with anxiety state were 
treated with chlordiazepoxide, which was 
administered in tablet and in capsule forms. 
Every patient received two weeks’ treatment 
with each form according to random crossover 
programme. The patients were assessed fort- 
nightly on physician’s ratings and weekly self- 
ratings. Preference for capsules was shown by 
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increased consumption rate and on the rating 
scales. The symptoms of anxiety, irritability, 
phobias and broken sleep improved significantly 
on capsules on patients’ self-ratings. 

Results indicate that the shape of medication 
may play a part in the response to drug. 
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A State-Dependent Learning Effect Produced by 
Amylobarbitone Sodium 


By P. LEY, V. K. JAIN, R. P. SWINSON, D. EAVES, P. W. BRADSHAW, J. A. KINCEY, 
R. CROWDER and S. ABBISS 


INTRODUCTION 

Learning is said to be state-dependent when a 
response which is learned in a given internal 
state shows disproportionate decrement in 
retention when the internal state of the learner 
is changed. Research on this phenomenon has a 
long history. It was first noted by investigators 
who were concerned with the problem of 
whether overt responses were necessary for the 
formation of classically conditioned responses. 
Curare was used to eliminate the overt response, 
and it was found that: 

(1) conditioned responses formed under curare 
did not transfer to the non-curarized state; and 

(2) conditioned responses formed in the non- 

curarized state did not transfer to the curarized 
state. 
These effects were found for skeletal and 
autonomic responses by investigators using 
curare or, later, erythroidine (Girden and 
Culler, 1937; Culler et al., 1939; Girden, 1940; 
Girden, 1942a, 1942b). All of these experiments 
were conducted with animals. 

More recently, research with d-tubocurarine 
has failed to produce state-dependent effects, 
and it has been suggested that the original 
findings were due to the central depressant 
effects of the drugs used in the earlier experi- 
ments (Black et al., 1962; Solomon and Turner, 
1962; Black and Lang, 1964; Smith, 1964). 

If the central effects of the early drugs were the 
important factor in producing the state-depen- 
dent effect it might be expected that other drugs 
with central action could produce state- 
dependent phenomena. Overton (1964) investi- 
gated this possibility and found a strong state- 
dependent effect produced by sodium pento- 
barbital in a T-maze learning situation. Other 
findings which could be interpreted as state- 
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dependent effects have been reported (Hunt, 
1956; Miller, 1961; Barry et al., 1962; Barry 
et al., 1965; Krieckhaus, 1965; Krieckhaus et al., 
1965 and Crow, 1966). These experiments were 
carried out with animals and the drugs used 
have included alcohol, amphetamine, barbitu- 
rates and chlorpromazine. 

There is also some evidence that state- 
dependent effects can be demonstrated in 
human subjects. Bustamante et al. (1967) 
reported on a group experiment in which 
subjects rote-learned nonsense syllables, under 
placebo, amylobarbitone or amphetamine, and 
were tested for recall immediately after the 
learning period and on two later occasions. On 
the second occasion the drug state was different 
from the learning state, and on the third occa- 
sion it was the same as the learning state. It was 
found that changing the state led to decrement 
in retention. 

An experiment by Storm and Caird (1968) 
demonstrated a state-dependent effect in a 
serial learning task with chronic alcoholic 
subjects. Subjects learned a list of twelve two- 
syllable common nouns under alcohol or no 
alcohol. Forty-eight hours later subjects were 
tested by baving them relearn the list. Retention 
was less in the groups whose relearning state 
differed from their learning state. 

Finally, Goodwin et al. (1969) have reported 
an experiment on the state-dependent effects of 
alcohol in human subjects. Four tasks were used : 
avoidance learning; word association recall; 
rote learning; and picture recognition. It was 
found that recall showed decrement on three of 
the four tasks if the subject’s state was different 
on learning and recall occasions. 

In view of these findings, we have in the 
present study investigated further the existence 
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of state-dependent effects associated with sodium 
amytal in human subjects, with learning tasks 
chosen to cover motor learning and verbal 
learning at varying levels of complexity. 


METHOD 

Subjects 

The subjects used were 16 volunteers, all senior 
nursing or hospital administrative staff undergoing a 
management course. They comprised 14 women and 
2 men, age range 29-51 years (X = 39 years; SD = 
3:9 years). All were over 7 stone in weight and were 
not receiving any medication. 


Procedure 

Each subject completed the tasks on two occasions 
separated by a 48-hour interval. A double-blind 
procedure was used, subjects being randomly assigned 
to one of four groups (Drug-Drug, Placebo-Placebo, 
Drug-Placebo, or Placebo-Drug) by a psychologist 
not involved in the experimentation. The drug used 
was amylobarbitone sodium and the dose was 200 mg. 
The subjects had not taken food or drink for 24 hours 
before receiving the drug. The drug was in tablet 
form, identical in size and appearance to the placebo. 
After administration of the tablets subjects waited 
30 minutes before commencing the tasks. 

The five tasks used were as follows: 

(a) Serial Learning Test. 

(b) Paired Associate Learning Test. 
(c) Neologisms Learning Test. 

(d) Pursuit Rotor Learning. 

(e) Visual Reaction Time. 

All subjects carried out the tasks in the same order 
on both occasions, but the subjects’ starting point 
was varied so that some subjects did the tasks in 
order (a)-(e) on both occasions, some (b)-(a), and 
so on, thus balancing for the effects of fatigue or 
change in drug effects over the period of testing. The 
total period for completion of the tasks was approxi- 
mately 90 minutes including waiting between tests 
where necessary. 


Tests 

(a) Serial learning test o 

The material for this test consisted of nine C. V.C. 
trigrams (all having 100 per cent Association Value). 
These were presented visually on a memory drum, 
allowing 1$ seconds exposure to each with a 3 second 
gap between successive trigrams. In both test sessions, 
before the first trial, the subject was instructed to try 
to remember the syllables for anticipatory recall on 
later trials. On these later trials the subject attempted 
to anticipate each syllable in the 3 second period 


A STATE-DEPENDENT LEARNING EFFECT BY AMYLOBARBITONE SODIUM 


before it became visible. The first eight subjects 
received ten learning trials in each session. Because 
this was found to take an inordinate length of time, 
the remaining subjects received only five learning 
trials in each session. By chance this resulted in two 
subjects from each group receiving five trials, and 
two receiving ten. Subjects’ scores were the mean 
number of correct anticipations per trial for each 
session. 


(b) Paired associate learning test 

This is a verbal learning test in which a subject 
learns to associate pairs of nonsense-syllables, so that 
when presented with the first syllable of a pair 
(stimulus term) he can recall the second syllable 
(response term). Nine pairs of C.V.C. trigrams (all 
with 100 per cent Association Value) were written 
on separate cards, with the stimulus member of a pair 
also printed on the reverse side of the card. 

Subjects were given ten learning and ten test trials 
in alternate order on both occasions. On each learning 
trial the cards were shuffled, and the subject given 2 
seconds exposure to a pair of trigrams which he was 
asked to pronounce. After all nine pairs had been 
presented, the cards were reshuffled and reversed. 
The test trial was then completed by requiring the 
subject to supply the correct response term for each 
stimulus trigram presented, all stimuli being presented 
for 4 seconds each. The number of correct responses 
on every test trial was recorded. 


(c) Neologisms learning test 

The Neologism Learning Test (Hetherington, 1967) 
is a measure of concept learning in which the subject 
is taught meanings for ten specially prepared neo- 
logisms. Standard materials and procedure were 
used, except that every individual was given the first 
five trials on the. first occasion and the second five 
trials on the second occasion, regardless of reaching 
the normal criterion for stopping the test. The total 
number of correct definitions on each occasion was 
recorded. 


(d) Pursuit rotor learning 

In this task the subject learned to maintain contact 
between the tip of a stylus and the middle of an off- 
centre target area marked on a revolving turntable. 
On both occasions the turntable was set revolving at 
0*5 r.p.s., and each subject was given five 1 minute 
learning trials, with 30 second rest periods between 
each trial. The apparatus was a turntable which had 
a target arca marked off in three concentric circles. 
The score on each trial was time in contact with the 
innermost part of the target area. 
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TABLE I 
Results of analyses of covariance of the five measures 
Serial Paired Pursuit Reaction 
Source df learning associates NLT rotor time 
A. Change of state from first to second 
occasion... zs v is I 9:88*** 0-00 7:62** 2'02 7.11** 
B. Starting state (drug v. placebo) .. I 0:32 0°74 0-09 5:92* 0°61 
A x Binteraction... T vs I 4°52 0°53 0-01 2°50 0:12 
***p *O1; **p *025; *p *05; 
(e) Visual reaction time TABLE II 


Each subject was given ten trials on both occasions 
to learn the same fixed sequence of nine lights in a 
choice reaction-time situation. The manipulanda 
were ten buttons arranged in a semicircle around a 
central button. All buttons were mounted hori- 
zontally. The action of depressing and releasing the 
central button illuminated one of the buttons in the 
semicircle. Pressing this button cancelled the light, 
and the central button needed to be operated again 
to illuminate the second button in the sequence. 
This procedure was continued until the end of the 
sequence which marked the end of a trial. Time to 
complete each trial was recorded on an electrical 
timer. 


RESULTS 


The difference between total scores for a given 
task on the first and second occasions for each 
subject were treated by analysis of covariance. 
The covariate was the mean score on the last two 
trials of the first session. Analysis of covariance 
was used because of the possibility that the 
magnitude of difference scores might be affected 
by the degree of terminal learning on the first 
occasion. The two main factors were drug 
versus placebo on the first occasion; and change 
in state versus no change in state on the second 
occasion. The interaction term would, therefore, 
indicate whether state-dependent effects varied 
with starting condition. Table I shows the F 
ratios resulting from the analyses for the five 
measures. 

For three of the five tasks the F ratio for the 
change in state factor reaches an acceptable 
level of significance. The values of the adjusted 
means are shown in Table II. 


Adjusted mean improvement for the five tasks for subjects 
whose internal state was (1) the same or (2) different on 
the two occastons 





Internal state 
(1) (2) 


Same Different 





Adjusted Adjusted P 








mean mean 
Rote learning ; 3°51 1°98 ‘OI 
Paired associates .. 35°69 35°43 ns 
Neologism learning 
test 13°89 8-11 025 
Pursuit rotor 37°03 24°84 ns 
Reaction time 106+52 62°36 025 
DISQUSSION 


The results obtained showed a state-dependent 
effect for three out of five tasks used. The tasks 
which failed to show state-dependence have no 
obvious similarities, and the reason for the 
failure is obscure. Goodwin et al. (1969) also 
failed to find a state-dependent effect with their 
pursuit rotor task, but say that the reason for 
this was that their task was too easy. In the 
present investigation the subjects showed im- 
provement from first to second occasion, those 
on drugs on the first occasion improving more 
than the others, so the explanation cannot be 
that learning was asymptotic by the end of the 
first session. i 

Three main theories have been advanced to 
explain state-dependent effects. The earliest of 
these arose from the work on curare,.and stated 
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that conditioning in the normal state was 
mediated by cortical structures, while in the 
curarized state sub-cortical mechanisms were 
involved. Support for this came from studies in 
which the auditory cortex of the animal was 
destroyed before a response to an auditory 
stimulus was conditioned. Without the auditory 
cortex any conditioned responses formed would 
have to be dependent on subcortical structures. 
Thus it would be expected that conditioning 
would transfer from normal to curarized state 
in these animals, and this was found to be the 
case (Girden, 1940). 

While it is possible that this theory can cope 
with Overton's (1964) results involving T-maze 
learning in rats, it would be difficult to apply 
such an explanation to the previous and present 
findings on humans. Overton himself proposes 
a hypothesis involving differential changes in 
synaptic thresholds in drugged and undrugged 
state, and thus different pathways involved in 
learning. This theory is as yet untested. 

The third possibility is to subsume the state- 
dependent phenomenon under the general 
heading of stimulus generalization decrement. 
Changes in the stimulus situation from learning 
occasion to test occasion would be expected to 
result in reduced response strength. The internal 
state of the learning organism is an important 
feature of the total stimulus situation, and thus 
changes in it would lend to generalization 
decrement. While this is more an example of 
categorizing than theorizing, the generalization 
decrement hypothesis can account for all of the 
findings available. 

The existence of state-dependent effects in 
humans has implications for many areas of 
clinical psychology and psychiatry. The effects 
of therapy under drugs would not be expected 
to transfer fully to the non-drugged state. 
Instructions given to patients before they are put 
on a course of drugs would be liable to be 
forgotten. This might be one of the factors 
involved in the frequent failure of patients to 
take drugs as prescribed (Ley and Spelman, 
1967; Hare and Willcox, 1967). Some of the 
theoretical possibilities of state-dependency have 
been discussed by Storm and Smart (1965), 
who use the concept to explain some of the 
features of alcoholism. More research is urgently 
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needed to discover what drugs show state- 
dependent effects in humans, what functions 
are particularly affected, what the magnitude of 
these effects is, and methods for overcoming 
them. It is also important to know the effects of 
long-term as opposed to single dose administra- 
tion of drugs. 


SUMMARY 
A state-dependent effect in human subjects is 
described. Learning under placebo showed less 
transfer to drugged state than a placebo state, 
and learning under a drugged state showed less 
transfer to a placebo state than a drugged state. 
The implications of these findings are discussed. 
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Drowsiness and Antidepressant Drugs in 
Mild Depressive Illness 


By DAVID WHEATLEY 


A sedative or tranquillizing effect may ‘be 
important in the treatment of mild depressive 
illness not requiring admission to hospital or 
ECT (Wheatley, 1969), and Hare et al. (1962, 
1964) have suggested that antidepressant drugs 
may exert their effect by virtue of their sedative 
action. Other workers also have found similar. 
effects from antidepressant drugs and tran- 
quillizers (Overall et al., 1964; Paykel, 1969). 

In view of this possible association, a review 
has been undertaken of a number of trials 
conducted by the General Practitioner Research 
Group, where tricyclic antidepressants were 
used as the control drug. From this material} all 
the cases in which drowsiness was complained of 
as a side-effect were isolated, and the results in 
such cases compared to those in the remaining 
cases where drowsiness was not complained of. 


RESULTS 
The survey involved the following trials: 
Imipramine v. phenobarbitone (Wheatley, 


1969); 

Amitriptyline v. chlordiazepoxide-amitriptyline 

(G.P. Clinical Trials, 1969); 

Imipramine v. M&B 9302 (Wheatley, 1970); 
Amitriptyline v. perphenazine v. chlordiazep- 

oxide (G.P. Clinical Trials, 1971); 
Amitriptyline v. amitriptyline + liothyronine 

(Ts) (Wheatley, 1972) 

Amitriptyline v. long-acting amitriptyline (Lenti- 
zol) (awaiting publication) ; 

Amitriptyline v. UK 3557 (unpublished); 

Imipramine v. thioridazine (awaiting publica- 
tion). 

Various rating scales were used in these 
different trials, and in order to compensate for 
this, ‘balancing factors’ were applied so as to 
reduce the scores proportionately to the same 
level. These were double-blind trials conducted 
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over four weeks with randomized order of drug 
administration. The fourth week results were 
considered and the scores for all cases in each 
trial summated. These figures were then related 
to the total scores which might have been 
achieved if all patients had been completely 
relieved of symptoms, and these were then 
expressed as a percentage of the total possible 
(100 per cent). These results are now shown in 
Table I. 


STATISTICAL ANALYSIS 


The Sign test was used to test for significance, 
the null hypothesis being that there was no 
difference between the results in drowsy and 
other patients, and that therefore any observed 
difference is as likely to be in favour of one 
group as the other, ic. a probability of 0-5. 
Of the 13 comparisons, 11 are in favour of 
drowsy patients. The probability of this on the 
null hypothesis is 0-022 (using a two-tailed 
test). This is very low, and the null hypothesis of 
no difference between the groups appears 
unjustifiable. We can say, therefore, that there is 
a significant difference in favour of drowsy 
patients (P < 0-05). Furthermore, using the 
method of Clark and Downie (1966) on the 
total figures, the difference is also significant 
(P < 0-05) in favour of the drowsy patients. 


DiscussIon 


The results of this survey showed that in 
patients being treated with antidepressant drugs 
better therapeutic results were achieved when 
the therapy produced drowsiness. Of course, it 
cannot be inferred from this that the production 
of drowsiness constituted the therapeutic effect, 
since drowsiness might merely be a manifesta- 
tion of the effective action of the drug in the 
body. 
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DROWSINESS AND ANTIDEPRESSANT DRUGS IN MILD DEPRESSIVE ILLNESS 











TABLE Í 9 
Drowsy patients Others 
Drug i Pro- Pro- 
No. Total Total portion No. Total Total portion 
possible achieved % possible achieved % 
Imipramine (v. Phenobarb.) .. 20 27:2 16-4 60 49 60 30°1 50 
Amitriptyline is » 

(v. Chlordiaz.-Amitript.) s 8 15:0 8-6 57 50 85°3 34:6 41 
Imipramine vs ee E 4 4'0 3:2 80 40 36-0 14*2 39 
*M&B 9302” wt ve Ps I o-8 0:8 100 33 28-3 14°4 5I 
Amitriptyline S i^ T 

(v. Perphen. v. Chlordiaz.) . 4 8 4 50 15 29 21 72 
Amitriptyline T3.20 ugm. 6 5'4 4'9 9r 6 7:0 3:6 51 
Amitriptyline T3.40 ugm. 13 13:4 9:2 69 9 9:6 6:1 64 
Amitriptyline — .. — .. 8 9:3 4'4 47 9 15'5 7 46 
Amitriptyline s es 6 12 9 75 65 128 50 30 
L-A Amitript. (‘Lentizol’ 2 4 I 25 71 139 50 36 
Amitriptyline es a T 5 15 II 74 25 75 53 71 
UK 3557 sa " 3 9 8 89 30 go 56 62 


Imipramine (v. Thioridazine) .. 2 


otals .. 129:5 


6:4 4:8 75 23 74 42 57 
—L————————————————» 3.5 95 S5. 
T v sis .. 82 
m l oce T9. OUT 972  — 4979 


However, in view of the evidence already 
cited, it appears very possible that, in fact, in the 
treatment of mild depression, a tranquillizing 
effect is more important than a specific anti- 
depressant one. 


SUMMARY 

A review of eight trials of antidepressant 
drugs undertaken by the General Practitioner 
Research Group compared the results in 82 
patients who complained of drowsiness with 
those in the remaining 425 patients who did not 
complain of drowsiness. The proportional im- 
provement at four weeks in the drowsy patients 
amounted to 66 per cent and in the remaining 
patients to 49 per cent, a difference which is 
statistically significant (P < 0-05). This associa- 
tion between drowsiness and therapeutic effect 
is further evidence that a tranquillizing effect 
may be more important than a specific anti- 
depressant one in cases of mild depression treated 
in general practice. 


85:3 


66% — 425 382 


776:7 49% 
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ABSTRACT 


A Single Daily Dose of a New Form of Amitriptyline 


in Depressive Illness 


By IJAZ HAIDER 


In order to try to overcome the common clinical 
experience of patients who do not take the drugs 
prescribed for them (Wilcox et al., 1965) a sustained 
release form of amitriptyline (Lentizol) has recently 
been made available. This trial was undertaken to 
test the efficacy of this formulation given once daily 
at night compared to standard amitriptyline given 
thrice daily. 

One hundred cases were selected from among in- 
patients, day-patients and out-patients. The criterion 
for inclusion in the trial was that patients should be 
suffering from depressive illness which was considered 
to require an antidepressant. Excluded were patients 
needing ECT, those who had received antidepress- 
ants within the past four weeks and those with organic 
disease or cerebral arteriosclerosis. Forty males and 
sixty females were admitted and there was no 
statistically significant difference in their distribution 
between the two groups (x^ = 0-602). The trial was 
conducted double blind on a between-group com- 
parison, with random allocation to either group. 
Each group received one tablet three times a day of 
either active or placebo amitriptyline, together with 
one capsule each night of cither placebo or active 
sustained release amitriptyline for one week, followed 
by double this dose for the subsequent two weeks. 
Assessments were carried out at the beginning and 
end of the trial, using the M.R.C. Rating Scale (1965) 
—greatly improved; improved; no change; worse. 
The overall response to treatment is indicated in the 
table. 


The following clinical features were assessed before 
treatment and at the end of the trial. 


Depressed mood Anxiety 

Psychomotor retardation Insomnia 

Agitation Anorexia 

Suicidal ideas Fatigue 

Ideas of bodily change Other somatic symptoms 
Ideas of reference Suspiciousness 

Self reproach Affective fluctuation 
Irritability 


In respect of all symptoms except insomnia there 
was no statistically significant difference at after- 


treatment assessment although in all symptoms there 
were significant falls from pre-treatment to after- 
treatment scores. Insomnia was the only statistically 
improved symptom in the standard amitriptyline 
group of patients as compared to the sustained 
action group (p = 0:05). This finding, however, 
must be considered in the light of the fact tbat 


TABLE I 
Response to treatment in males and females in each group 


Greatly No 
Im- Im-  change/ Total 
proved proved worse 





All Lentizol 32 9 8 49 
Amitriptyline 30 II IO 5I 
Men Lentizol 16 2 4 22 
Amitriptyline 12 3 3 18 
Women Lentizol 16 7 4 27 
Amitriptyline 18 8 7 33 

x?—not significant 


insomnia was one of fifteen items, and therefore a 
significant finding in relation to one symptom would 
occur quite often. 

In both groups drowsiness was the most prominent 
side effect, but the incidence of unwanted reactions 
was consistently less for the sustained release form of 
amitriptyline. 

If further trials confirm the findings of this study, 
the sustained release single dose of amitriptyline will 
represent an advance in antidepressive therapy. 
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Manic-Depressive Illness: A Comparative Study of 
Patients With and Without a Family History 


By J. MENDLEWICZ, R. R. FIEVE, J. D. RAINER and J. L. FLEISS 


Early studies (21, 22, 25, 12) have pointed toa 
genetic component in the aetiology of manic- 
depressive disorders. More recently, careful 
clinical observation has suggested the division 
of the affective disorders into two distinct 
groups: the so-called bipolar or manic-depressive 
group and the unipolar type with recurrent 
depressions only (14, 27, 1). Although genetic 
differences in terms of family risk have been 
demonstrated between the so-called bipolar and 
unipolar psychoses, it is not yet evident whether 
éach group constitutes a homogeneous entity. 
Moreover, the diagnosis of unipolar depressive 
disease for the authors cited above includes such 
syndromes as involutional psychotic reactions, 
psychotic depressive reactions, and probably 
also psychoneurotic depressions. 

The purpose of this paper is to determine 
whether bipolar psychosis may also encompass 
separate entities distinguished by the presence 
or absence of the same illness in close relatives. 
The hypothesis is that manic-depressive disease 
can be differentiated on the basis of family 
history data. Some authors (13, 10) have indica- 
ted that the total group of affective illnesses may 
have different aetiologies characterized by 
different ages of onset of the psychosis: the forms 
with early onset, associated with a significant 
family history for affective disorder, were said 
to be genetically determined, while the late 
onset group with no family history was con- 
sidered not to be genetic. 

The definition of subgroups of affective dis- 
orders is a major research area. However, most 
studies have suffered from such possible errors 
as environmental selective factors, comparison 
of a clinically homogeneous group (bipilar) with 
a clinically heterogeneous one (unipolar), and 
failure to match subjects. There is also a general 
feeling of dissatisfaction with attempts at classi- 
fication that are based solely upon symptomatic 
dichotomies and do not provide aetiological 


e 
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differences in terms of genetic, physiological; 
biochemical or environmental factors. 


SAMPLE SELECTION 


Our work is part of a study involving genetic, 
biochemical, pharmacological, and environ- 
mental factors in affective disorders, utilizing a 
carefully worked-up group of 140 manic- 
depressive (bipolar) patients attending the 
Lithium Treatment and Research Clinic for 
Depressive and Manic Illnesses (New York 
State Psychiatric Institute). Of this group, we 
chose two sets of 30 patients. Thirty probands 
with no family history for manic-depressive 
illness were matched by age, sex, and religious 
background with 30 patients showing a positive 
family history for manic-depressive disease, that 
is, at least one first-degree relative suffering from 
manic-depressive disease. Since many of our 
patients had previously been treated with 
lithium, we also matched for length of treatment 
in our clinic, since lithium has been shown (5) to 
be prophylactic for mania. We have only 
analyzed the course of illness up to the onset of 
lithium treatment, in order to prevent con- 
tamination of the data by a possible prophylactic 
agent. 

The age range was from 22 to 70 years. The 
age match was within two years, and the average 
age difference was 1:4 years for each patient 
pair. The two groups of patients, each com- 
posed of g males and 21 females, had been 
admitted during an 18 month period for lithium 
treatment, with a time match within six months 
and an average difference of treatment duration 
of 4:3 months for each patient pair. 

Paskind (15), studying a group of manic- 
depressive patients outside hospital, found that 
the disease runs a more severe course in those 
with a positive family history for affective illness. 
Winokur and Pitts (29), however, reported no 
difference in family history between patients 
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with reactive depression and those with the 
more severe affective disorders, and this finding 
led them to question the reality of such an entity 
as reactive depression. The same group of 
workers (31, 30) found only negligible differ- 
ences between patients suffering from affective 
disorders divided on the basis of the presence or 
absence of a positive family history. However, it 
is unclear whether the above authors studied 
mixed groups of bipolar and unipolar patients, 
or whether they studied homogenous groups. 
The criteria for positive family history were not 
always specified and the subgroups were never 
matched. 


METHOD 


All patients and the available first-degree relatives 
were personally examined. The diagnosis of manic- 
depressive illness was made separately by two investi- 
gators. Agreement between them was required before 
the patient was accepted in the study. Bipolar patients 
were diagnosed following Winokur's (28) criteria of 
primary affective disorder; this includes all patients 
with a history of mania and depression with no other 
pre-existing psychiatric or medical disease which 
might be associated with an affective symptomatology. 
However, the existence of personality disorders did 
not in itself provide a ground for exclusion. Periodicity 
of illness with symptom-free intervals was among the 
criteria used for the diagnosis of manic-depressive 
illness. In addition, there had to be no personality 
disintegration before or following the psychotic 
episodes. : 

Most of the patients had previously been in- 
patients of a research metabolic unit so that mania 
and depression scales (19) were available to measure 
and confirm their psychopathology. Depression was 
characterized by psychomotor retardation or agita- 
tion, weight loss, somatic complaints, sleep disturb- 
ances, and sad mood with depressive content such as 
feeling hopeless, worthless, with guilt ruminations or 
suicidal preoccupations. Mania was characterized by 
psychomotor agitation, pressure of speech, flight of 
ideas, hyperactivity and feeling happy and full of 
energy. Some patients presented mixed symptoms, 
that is, agitated depression or manic excitement with 
depressive mood. Others also reported psychotic 
experiences during their episodes, such as hallucina- 
tions and delusional ideas. 

The exclusion of schizophrenia and schizo-affective 
cases was made possible by observing behaviour 
during stages in hospital and studying the course of 
periodic illness, including the level of functioning 
during the symptom-free periods. Every patient was 
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interviewed during the remission intervals with a 
structured questionnaire of 83 questions covering 
socio-economic status and activity, clinical course of 
illness, and familial background and adjustment. The 
material also reflects information gained from the 
patient's family and all pertinent and available 
medical and social records for probands and relatives. 
In studying mental disturbances in the first-degrec 
relatives and spouses of the patients, all the available 
persons were interviewed by one of the authors 
using the Current and Past Psychopathology Scales 
(24) and a clinical semi-structured interview for 
screening with respect to psychopathology. In the 
positive family history group, the average number of 
first-degree relatives was 6-6 per family (total 
number = 198). This includes both living and dead 
relatives. We have examined 9:5 relatives per family 
(total number = 106) out of 141 living relatives 
(average number per family = 4-7). The figures for 
the negative family history groups are comparable. 
Out of a total number of 234 first-degree relatives 
(average number = 7:8 per family) 162 are living 
(average number = 5:4 per family). Of these we 
have examined 132 persons (average number = 4°4 
per family). In order to qualify for the negative 
family history group, information had been collected 
on all non-available relatives from the proband and 
those relatives examined to eliminate the possibility 
that a non-accessible first-degree relative had suffered 
from bi-polar illness. The family study method (i.e. 
personal interview with the relatives) was used 
because this method has been proved (20) to have a 
better reliability than the family history method (i.e. 
family history data collected from the proband). 


Statistical methods 

The use of statistical techniques appropriate to 
matched pairs was indicated by the matching of 
probands. These techniques include the McNemar 
test (corrected for continuity) and associated exact 
binomial probability for the comparison of single 
proportions (23, sect. 8.9), the Stuart-Maxwell test for 
the comparison of many proportions (7), and the 
paired t test for the comparison of means (23, sect. 4.2). 
For the comparison of ratios of events (episodes or 
admission to hospital) the approximate standard error 
of a ratio estimate is used (4, Chap. 5). 

RESULTS 

Background characteristics and additional familial 
Bsychopathology 

The two groups of patients are comparable in 
social class according to occupation and educa- 
tion (see Table I). The semi-skilled or unskilled 
category is under-represented in both groups, 


* 
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so that we consider our total sample of patients 
as representative of a middle to upper middle- 
class population. Manic-depressive patients have 
been said to have a lower marriage rate than 
members of the general population (25). This 
is not confirmed in our patients, of whom only 
8 per cent have never married. Both groups, 
however, show a high rate (40 per cent) of 
marital failure (divorce or separation), demon- 
strating a relative incompatibility of manic- 
depressive psychosis with stable marriage. 

The presence of psychopathology (other than 
manic-depressive psychosis) in the first-degree 
relatives of our patients is shown in Table II. 
For each kind of psychopathology, the quantities 
tabulated are the numbers of probands who had 
at least one first degree relative with the 
indicated disorder. There is no significant 
difference between the groups in the prevalence 
of alcoholism, neurosis, or unipolar depressive 
psychosis. The numbers of relatives with schizo- 
phrenia or a psychosomatic disorder were too 
small in both groups to warrant their tabulation. 

The sex distribution of disorders among the 
relatives for alcoholism is of interest: all alcoholic 
relatives are male, while the relatives who 
manifest neurosis and unipolar depressive 


TABLE I 
Background characteristics of patients 


Total 

Highest education  FH+ FH— N % 

. College graduate TIT. 5 9 15 
Some college .. .. IO 6 16 27 


High school graduate .. 13 I4 27 45 
No or some high school 3 5 8 13 


Total .. at .. 30 30 60 100 
Current occupation FH+ FH— N % 
Executive or professional 1 2 3 5 
Administration or minor 
professional .. E: 4 8 13 
Clerical or sales s 193 8 Ql 35 
Skilled labourer EE), 12 19 32 
Semi- or unskilled son V5 4 9 15 
Total .. ah .. 30 30 60 100 
Current marital status FH-- FH— N pA 
Single PES sy. AS 2 5 8 
Married v .. I5 13 28 47 
Widowed. si er i0 2 2 3 
Divorced “3 .. 12 18 25 42 
Total .. ia .. 80 30 60 roo 
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Tanrz II 
Prevalence of additional psychopathology in relatives 
Disorder in 
first-degree relatives FH+ FH— p Value 

Alcoholism 
—in male relatives .. Wan x5 2 NS 
—in female relatives — — — 
Neurosis 
—in male relatives .. ze COM 2 NS 
—in female relatives c co 4 NS 
Unipolar depressive psychosis 
—in male relatives .. ns I NS 
—in female relatives oe 5 6 NS 


Cases of suicide in first- 
and second-degree relatives FH+ FH— p Value 


In male relatives .. . 6 3 NS 
In female relatives .. e 4 I NS 
Total .. zs iz .. IO 4 «'15 





psychosis are more often female. Other family 
studies based on larger numbers of patients with 
unipolar and bipolar psychosis have reported a 
high prevalence of alcoholism among relatives 
of ill probands (26). Conversely, it has been 
reported that alcoholics’ relatives suffer from 
affective disorder (18). These authors concluded 
that a genetic link may exist between alcoholism 
and affective disorder. 

In our material, there was no significant 
difference between the two groups of patients in 
the numbers of first or second-degree relatives 
who had committed suicide (see Table II). 
However, the overall incidence of suicide was 
high.* A high incidence of suicide in the 
relatives of bipolar patients has also been 
reported by Stenstedt (25), Leonhard (14), 
Pitts (17), and Brodie (2). Affective disorder 
has always been associated with high suicidal 
risk; the ultimate risk for suicide among such 
patients is about 15 per cent; that is, approxi- 
mately 30 times the risk in the general popula- 
tion (9). 

Interviews with out-patients’ spouses revealed 
not a single case of schizophrenia, affective 
psychosis, psychosomatic disorders, or any 
suicide or suicidal attempt. There were no 
significant differences between the two groups 
in the number of spouses who were alcoholic 
(2 for the FH+ group and 4 for the FH—) nor 


* Fourteen of the 60 patients, or 23 per cent, had a 
close (first or second-degree) relative who was a suicide. 
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in the number who were neurotic (again 2 
versus 4). 
Onset characteristics 

Onset characteristics are presented in Table 
III. The average age at first admission is the 
same in both groups; 36 years. Similar results 
have been reported by other authors (2, 3, 25, 
27). The event of hospitalization may, however, 
reflect the tolerance of the family or society for 
the patient's experience rather than the actual 
onset of the illness. The age at first episode* 
(Table III), a more valid criterion of onset, is 
significantly earlier in the patients with a 
positive family history (chi square = 4:90, 
df = 2, p < :025). Sixty per cent of the patients 
with a positive family history, as against 30 per 
cent of those with a negative family history, 
experienced their first episode at or before the 
age of 25 years. This is in accord with the 
finding that late onset in affective illness is 
associated with a negative family history (6, 
II, I9). 

Of the patients without a family history 33 per 
cent were admitted at the time of their first 
episode (Table ITI), against only 7 per cent of 
the patients with a positive family history (chi 
square = 4:90, df = 1, exact p = -02). This 
difference could signify a more severe initial 
episode for patients with a negative family 
history or that there was less tolerance on the 
part of their families. 


Course of illness 

Table IV presents the mean numbers of 
depressive and manic episodes for the two 
groups of patients. The mean number of 
depressive episodes per patient was slightly 
greater in the group with no family history (t — 
1:62, df = 29, p < 
number of manic episodes per patient was 
slightly greater in the group with a positive 
family history (t = 1-86, df = 29, p < :10). 
The total numbers of either kind of episode 
were equal in the two groups. The relative 

* An episode was recorded to have occurred when the 
patient's psychopathology was sufficiently severe to 
necessitate medical supervision or treatment with or 
without hospitalization, and if it lasted a period of time long 
enough (at least one week) so that the patient was no 
longer able to perform his usual tasks, such as house- 
keeping. care of children, or employment. 


*15), whereas the mean . 


MANIC-DEPRESSIVE ILLNESS: A COMPARATIVE STUDY 


TABLE III 
Clinical course of Illness I 
Age at first hospitalization* FH+** FH— 
< 25 P J% x 7 7 
26-40 ES " F 2.00 II 12 
>40 s 2s 2s .. — IO II 
Total - m zi .. 28 go 
Average age ; 36-0 35:7 
Age at first eoibode! FH+ FH— 
< 25 2 .. 18 9 
25-40 oe - wes EP 8 13 
> 40 d ue A 2d 4 8 
Total zi ny N .. 30 30 
Average age 27:7 32-0 
Hospitalization at first consedit FH+ FH-— 
Hospitalized i s 2 10 
Not hospitalized .. A .. 28 20 
Total 30 30 


i The t two age EEE are not statistically 
different. 
** Two patients with a positive family history had 
not been hospitalized. 
1 The two age distributions are significantly 
different at the -025 level. 
tt Difference significant at -o2 level. 


frequency of depressive to manic episodes, 
however, was greater in the group with no 
family history (2-3 depressive episodes for each 
manic episode) than in the group with a positive 
family history (1-5 depressive episodes for each 
manic episode; t = 2-11, df = 29, p < -05). 

The mean number of admissions for depression 
was significantly greater in the group with no 
family history (t = 4:39, df = 29, p < -oo1), 
and the mean number for mania was signifi- 
cantly greater in the group with a positive 
family history (t = 2-23, df = 29, p < :05). 

'The difference in the number of admissions 
for either kind of affective disorder was slight 
(t = 1:34, df = 29, p = n.s.), but there was 
a significant difference in the ratio of one kind 
to the other. For the patients with a positive 
family history, there were two admissions for 
mania for every admission for depression, 
whereas, for the patients with no family history, 
there were nearly three admissions for depression 
for every one for mania (t = 3:08, df = 29, 
p < +005). 

To elucidate the difference in numbers of 
admissions, we determined the relative fre- 
quency with which each kind of episode led to 
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Taste IV 
Clinical course of Illness IT 
Numbers of depressive and manic episodes 
FH+ FH— 

Number Mean Number Mean p Value 
Depressive episodes .. gl 3'0 107 3:6 «15 
Manic episodes 62 2:1 47 1:6 «10 
Total of either kind .. 153 5:1 154 5'I NS 
Depressive/manic " s 91/62 1*5 107/47 2:9 «05 

Numbers of depressive and manic admissions to hospital 
FH4- FH— 

Number Mean Number Mean p Value 
Depressive admissions 28 0*9 75 2:5 «001 
Manic admissions 54 1:8 27 0:9 «05 
Total of either kind .. 82 2:7 102 3:4 NS 
Depressive/manic - 28/54. 0*5 75/27 2-8 «005 

Relative frequency of admissions to episodes 
: FH4- FH— p Value 

Depression 28/91 = 0°31 75/107 = 0:70 «001 
Mania .. 54/62 = o-87 27/4] = 0°57 «005 


an admission (Table IV). For the group with 
a positive family history, about one third of all 
depressive episodes led to an admission, whereas 
for the group with no family history about two 
thirds of all depressive episodes led to one 
(t = 5:78, df = 29, p < ‘oor). The groups 
differed in tbe reverse direction with respect to 
the likelihood of admission to hospital for mania. 
Just under 9o per cent of all manic episodes led to 
an admission in the group with a positive family 
history, whereas just under 60 per cent of all 
manic episodes led to one in the group with no 
family history (t = 3:21, df = 29, p < -005). 
Psychopathology 

Eight of the thirty patients with a positive 
family history and 13 of those with no family 
history made at least one suicidal attempt. 
Neither this difference nor any of those on 
specific characteristics of the attempted suicide 
were statistically significant. The patients who 
made two or more suicidal attempts have 
generally shown an intensification of suicidal 
behaviour by using increasingly larger doses of 
drugs or morc violent means. Tables V and VI 
present the number of patients from the two 
groups who had experienced, at any time 
during their course of illness, alcoholism or 
psychotic symptoms. 


r 
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Alcoholism is equally prevalent in both 
groups (Table V), but if we differentiate 
between the types of alcoholism, it is clear that 
the patients with a positive family history are 
significantly more episodic (chi square = 4°08, 
df = 1, exact p = -04), while the others are 
mostly chronic alcoholics (chi square = 2°77, 
df = 1, exact p = -09). The periodicity of 
episodic drinking habit has been linked to the 
cyclical nature of manic-depressive illness, but it 
is not yet clear whether there is a genetic or 
psychodynamic relation between the two con- 
ditions. 

Table VI gives the numbers of patients who 
had experienced psychotic symptoms. Not a 
single patient had psychotic symptoms in both 
his depressive and manic episodes. Approxi- 
mately two thirds of both groups experienced 
such symptoms during their course of illness. 
The patients with a negative family history 
experienced psychotic symptoms during a 
depressive episode significantly more often 
than patients with a positive family history 
(chi square = 7°56, df = 1, exact p = 004). 
The kinds of symptoms reported during de- 
pression included auditory hallucinations and 
delusional ideas of guilt, end of the world, body 
change, or paranoid feelings. The patients with 
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Tase V 
Prevalence of alcoholism 
FH+  FH— p Value 
Total alcoholism 14 13 NS 
Episodic alcoholism II 3 *04 
Chronic alcoholism 3 10 -09 
l Taste VI 
Incidence of psychotic symptoms 
FH+ FH— p Value 
Total with psychotic 
symptoms .. 19 29* NS 
—during depression . . 2 14 004 
—during mania 17 8 -06 
Misdiagnosed as 
schizophrenic 13 NS 


. 7 

* One patient exhibited psychotic symptoms 
during a mixed episode. 

a positive family history were more likely to 
present psychotic symptoms during a manic 
episode than those with no family history (chi 
square = 3:37, df = 1, exact p = -06). The 
psychotic symptoms presented during mania 
included hallucinations, delusions of omni- 
potence and grandiosity, and magic and rebirth 
fantasies. 

A previous misdiagnosis of schizophrenia was 
made on slightly under half of the patients with 
a positive family history. This misdiagnosis 
may be a result of the higher incidence of psy- 
chotic symptoms during the manic phase, and is 
consistent with a previously reported tendency 
of psychiatrists in both America and Britain to 
misdiagnose schizophrenia in patients with 
mania plus delusional ideation (8). 


Discussion 

Although our sample is a relatively small one, 
the matching process makes it possible to com- 
pare with validity two homogeneous groups 
selected on the basis of their family history. It 
seems clear that family history is associated with 
at least some of the important features of manic- 
depressive psychosis. 

The patients with a positive family history 
show an earlier onset of illness, but tend less 
frequently to be admitted to hospital at their 
first episode. Their manic and depressive 
episodes tend to occur with a more nearly equal 
frequency than do those of the patients with 
a negative family history. They are more likely 
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to be admitted for mania, and less for depression, 
than the group with a negative history. 

The analysis of admission rates is complicated 
by the fact that the event of admission to hospital 
is a function both of severity of illness and of the 
tolerance of the patient’s family towards his 
psychopathology. The tolerance may well be 
different in families which have had other manic- 
depressive members than in families in which the 
proband was the first to have the disorder. 

The differential tolerance of the two kinds of 
families towards mania and depression was not 
examined, and thus cannot be ruled out as a 
factor explaining the greater admission rate for 
mania among the patients with a positive family 
history, and the greater admission rate for 
depression among the other group. A differential 
severity of mania and depression between the 
two groups seems to be present, however, and 
may explain at least part of their different rates. 
We are taking the presence of psychotic symp- 
toms as an indicator of the severity of an episode. 
If we are correct in doing so, then it follows that 
the manic episodes experienced by the patients 
with a positive family history were more severe, 
and the depressive episodes they experienced less 
severe, than those experienced by the patients 
with a negative family history. 

About half of all patients are alcoholic. 
Those with a positive family history have an 
episodic pattern of alcoholism, while the others 
are chronic alcoholics. This difference in the 
quality of alcoholism may reflect a genetic link 
between episodic alcoholism and nuclear manic- 
depressive illness, while chronic alcoholism 
may be an expression of relational problems in 
a more reactive group of manic-depressives 
confronted with a conflictual and rejecting 
environment. 

One third of the entire sample of 60 manic- 
depressives had previously been misdiagnosed 
as schizophrenic. This would seem to indicate 
either a cultural emphasis on schizophrenia as 
the stereotype of insanity, or perhaps a less 
tolerant and therefore more rejecting attitude 
of the psychiatrist toward mania. 

The differences noted between the two samples 
of patients are consistent with two models of 
manic-depressive illness. One is that of a dicho- 
tomy between a genetically determined disorder 


BY J. MENDLEWICZ, R. R. FIEVE, J. D. RAINER AND J. L. FLEISS 


and one which arises as a reaction to environ- 
mental factors. A second is that of a continuum, 
only two parts of which have been contrasted 
in this study. The patients with no family 
history of manic-depressive psychosis would 
then constitute one extreme of that continuum, 
but the patients with a positive family history 
would necessarily represent the entire re- 
mainder, including not only patients with a 
‘strong’ genetic component—more than two 
first degree relatives suffering from manic- 
depressive illness or a two generation trans- 
mission of the disease—but also those with a 
‘weaker’ component—only one first degree 
relative having the disorder. Our results would 
then be consistent with a continuous relation 
between course of illness on the one hand and the 
strength of the genetic component on the other. 
Only studies in which the criteria of positive 
family history are defined more precisely than 
has been done to date can distinguish between 
these models. 

Whichever model is correct, the differences 
we have found are important for studying the 
onset and predicting the clinical course of 
subgroups in manic-depressive illness. In 
patients with a positive family history, there is 
an earlier onset, with more psychotic symptoms 
occurring in the manic phase. Alcoholism, if 
present, is of an episodic pattern. In patients 
with a negative family history, there is later 
onset, with psychotic symptoms occurring in the 
depressive phase. Alcoholism, when present, 
tends to be chronic. 

Of crucial importance is whether family 
history is associated with response to pharma- 
cological treatment. Data from our lithium trial 
will help provide an answer. 


SUMMARY 


In order to test the hypothesis that bipolar 
(manic-depressive) patients may be distinguished 
on the basis of family history, the authors have 
investigated two matched samples of 30 patients 
each, distinguished by the presence or absence 
of a family history for manic-depressive illness. 
Among the variables studied are socio-economic 
and civil status, clinical features of illness and 
hospitalization patterns. Family history is 
associated with onset of illness and with other 
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key features of the course of illness. Models are 
presented which may explain these results. 
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Influenza Infection Causing Manic Psychosis 


By D. STEINBERG, S. R. HIRSCH, S. D. MARSTON, 
K. REYNOLDS and R. N. P. SUTTON 


Although depression is well known as a 
sequel to influenza, mania is not. We describe 
a patient with a severe psychotic illness who 
first showed features of a confusional state but 
then developed a manic psychosis. The occur- 
rence of functional affective psychoses during 
or following systemic physical illness has been 
well described (Bonhoeffer, 1909; Kraepelin, 
1921; Kiloh, 1961; Post, 1965), but the nature 
of the relationship has never been clear. In 
some instances, the physical illness may simply 
act as a form of non-specific stress precipitating 
the mental disorder; evidence for a more 
direct patho-physiological relationship has 
been lacking. When, in addition to a back- 
ground of physical illness, a patient shows 
disorientation and clouding of consciousness 
together with signs of a manic psychosis, the 
diagnostic problem is especially difficult, par- 
ticularly so since a confusional state can occur 
as part of a severe manic illness (Maudsley, 
1895; Kraepelin, 1921). Conversely, hypomanic 
symptoms can occur in an organic psychosis 
(Bonhoeffer, 1909). 

Such very difficult diagnostic problems may 
sometimes be resolved clinically if the patient 
subsequently develops clear-cut signs of organic 
brain deterioration. However, possibly because 
of the dearth of useful physical investigations, 
such diagnostic problems usually remain in- 
soluble if the patient recovers. 

We present below a case in which the un- 
common use of virological investigations yielded 
relevant information. In general, diagnostic 
dilemmas such as the one illustrated may in part 
arise from an overstrict adherence to an ‘either/ 
or’, organic versus functional, nosological model. 
We present the case because it challenges such a 
model. Evidence is given which suggests that in 
our patient there was a direct and specific 
.relationship between influenza infection and 
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manic psychosis. If the association we describe 
can be more firmly established by a similar 
finding in other cases, it may help us to focus 
further on underlying biological mechanisms. 


Case REPORT 


On 3 December 1969, a 21-year-old shop assistant 
previously in good health, and without a family 
history of affective illness, developed fever, headache, 
backache and abdominal pain which was then 
accompanied by the passage of an intra-uterine 
device. The symptoms remitted, and she remained 
well until: 14 December when she again became 
febrile with headache, sore throat and unproductive 
cough. At this time she complained of 'pins and 
needles! and weakness in her limbs, and experienced 
a transient but complete blindness lasting less than 
one minute. Again her symptoms remitted, but on 
18 December she became depressed, and on the 
next day was restless and agitated. Her behaviour 
became increasingly disturbed during the following 
week, and her mood fluctuated between anxiety with 
irritability, and euphoria. Description of her be- 
haviour suggested a distorted sense of reality, for 
example she thought her mother was 'hiding in the 
bushes’, and she distributed a meal about the floor 
‘as if feeding birds in the park’. By day she was 
apathetic though not drowsy, and by night she was 
wakeful, restless and noisy. 

On 25 December she was admitted to Bethlem 
Royal Hospital, disoriented and withdrawn, with 
pyrexia and tachycardia. She was transferred immedi- 
ately to a general medical unit at Dulwich Hospital, 
where physical examination revealed no abnormality. 
Anxiety, irritability and over-activity dominated the 
Clinical picture, but her mood fluctuated capriciously. 
When anxious she complained of feeling threatened 
by the nursing staff, whom she attacked several times, 
mostly at night, and she expressed fear at being away 
from her mother. At other times she denied her pre- 
vious anxieties with gales of laughter. Chlorproma- 
zine was prescribed, and she was transferred to the 
Maudsley Hospital on 7 January. 


531 


532 


On her admission to the Maudsley Hospital the 
only abnormal physical signs were a transient facial 
erythema, a temperature which fluctuated between 
36-0? and 37:3? C. over the next two weeks, and a 
tachycardia by day (120-150 per minute) which fell 
to 74-88 per minute at night during sleep. She had a 
parkinsonian facies, which was attributed to the 
chlorpromazine. 

The features of her mental state at the time 
remained predominant throughout the rest of her 
illness. They included pressure of speech, flight of 
ideas, distractibility, and over-responsiveness to 
trivial environmental cues. Grandiose delusions were 
expressed; these were quickly forgotten, but were 
periodically recalled and adhered to with conviction. 
She complained of smells of paint and of cooking, 
which were thought to be confabulations rather than 
hallucinations. 

Despite her moderate weight (50-53 kg.), large 
doses of chlorpromazine (250 mg. qds) and halo- 
peridol (3 mg. qds) were required to control restless- 
ness and overactivity. On this regime she became 
quiet though alert, but her mood continued to vary 
between anxiety and euphoria, end when her 
medication was temporarily withdrawn there was a 
coinciding exacerbation in her illness. 

Her condition improved slowly, and she was dis- 
charged from hospital on 18 March 1970. During the 
next six months she slowly returned to what her 
family considered to be her normal mental state. 
Because of lack of confidence she had not returned to 
work when followed up eight montbs later. At that 
time no abnormalities were elicited on physical or 
mental state examination. During this time she was 
maintained on chlorpromazine 50 mg. bd. 


INVESTIGATIONS 

Haematological investigation, electrolytes, urea, 
W.R., V.D.R.L., serum proteins, liver function tests 
and blood and urinary porphyrins werc all normal. 
The E.S.R., which was 48 mm. per hour (Westergren) 
on 7 January, fell to 17 mm. by 23 January and 
ro mm. by 2 February 1970. Radiographs of chest 
and skull examination of C.S.F. and brain scan 
were normal. 

Serial electroencephalograms (E.E.G.) between 
20 January and 18 February revealed no abnorma- 
lities other than those which could be accounted for 
by her medication and fluctuating level of arousal; 
there was no evidence of organic cerebral disease and 
this also held for an E.E.G. performed on 3 Decem- 
ber 1970. 

On the first occasion that reliable psychological 
testing was possible (9 February 1970) her verbal 
I.Q. (Wechsler Adult Intelligence Scale) was 99 and 
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her performance I.Q. was 81. In December 1970 her 
verbal I.O. was again 93 and her performance I.Q. 
was 91; this was considered to be a reliable estimate 
and consistent with her premorbid functioning. At 
that time the score on the Walton-Black test was 5, 
just at the cut-off point for brain damage. 

No influenza or other virus were recovered from 
her G.S.F., but at the time of onset of her illness an 
influenza epidemic was current, and a serum specimen 
taken on 30 December 1969 during her phase of 
confusion showed an Influenza A complement fixing 
antibody titre of 256. This value lies at the extreme of 
two standard deviations from the mean antibody level 
for 52 patients tested at the King's College Hospital 
Group during the same period, and stands in contrast 
to our patient's low Influenza B antibody titre, which 
was normal (sce Table I). Further specimens from the 
patient taken at intervals over the period between 
December 1969 and January 1971 showed an 
unusually slow decline of complement fixing (CF) 
Influenza A antibodies; these were more than two 
standard deviations from the mean for patients 
from the same district admitted to the King’s Group 
during the same period, in whom infection with 
influenza virus was suspected but who were other- 
wise unselected. In December 1970 her mean anti- 
body titre was 128; that of her mother was 24 and 
the mean titre in 40 other individuals was 17:7. 
Her antibody response to Influenza B was essentially 
normal (see Table I). 


COMMENT 
Clinical features 

The illness began with symptoms and signs 
suggestive of an acute or subacute organic 
reaction, but then took the form of a manic 
illness, indistinguishable from a functional 
mental disorder. However, in view of the 
abnormally high and prolonged viral antibody 
titre it seemed possible that viral infection was 
an aetiological factor in this illness, which in this 
sense may have been of organic rather than 
‘functional’ aetiology. 

The diagnosis of viral encephalitis is not 
incompatible with a failure to recover virus 
from the C.S.F. In our patient’s case, the history 
of transient blindness, headache and paraes- 
thesia which heralded her psychosis, gives 
some support for the view that she had an 
underlying encephalitic process. Compatible 
with this are aspects of the mental state which 
subsequently developed, such as restless over- 
activity, fluctuating anxiety, and disorientation 
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Complement fixing antibodies in patients with respiratory and other illnesses 











Median 
antibody Number of 
level* in Antibody control 
Months during Number control level* in Antibody patients 
Virus which sera ofsera population patient's level* in with antibody 
were collected tested ( population mother patient levels above 
are below those in 
this value) our patient 
Influenza A 
June-November 1969 32 16 — — — 
December 1969-February 1970 52 24 — 256 (Dec.) 2 ( 3:795) 
256 (Jan.) 2 | 22 
, 256 (Feb.) 2 ( 3°7% 
March-August 1970 42 16 — 192 ch) o 0% 
128 (April) I T 
96 (May) 2 ( 4:870) 
September 1970-January 1971 40 I2 24 128 (Dec.) o 0%) 
Influenza B 
June-November 1969 26 Less than 4. — — — 
December 1969-February 1970 27 I2 — 24. (Dec.) 5 (18:692) 
32 (Jan.) 3 EE 
48 (Feb.) 1( 3:8% 
March-August 1970 42 8:5 — 32 earn 4 ( 9:596 
24 (April) 4 ( 9576 
24 (May) 4 ( 9:576 
September 1970—January 1971 39 8 12 4 (Dec.) 30 (76:995) 


* Reciprocal titres. 


alternating with lucidity and intermittently 
aggressive behaviour (Himmelhoch et al., 1970; 
Economo, 1991). This picture has also been 
described in encephalitis during and following 
influenza (Lloyd-Still, 1958), and in an unusual 
patient whose psychotic episodes coincided with 
the recurrence of herpes simplex, erythema 
multiforme and a raised ESR (Shearer and 
Finch, 1964). 


Virological associations 

Although influenza virus was not recovered 
from our patient, we consider that there is 
reasonable evidence that she had influenza 
prior to the onset of her psychiatric illness. 
Since up to 40 per cent of the population may 
show serological conversion during an influenza 
epidemic (Clarke et al., 1958), it is likely that 
the influenza A CF antibody levels in the 82 
individuals tested between March 1970 and 
January 1971 related to infection during the 
1969-70 epidemic, and that the observed 
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decline in the mean antibody titre in the King's 
College Hospital control group therefore pro- 
vides a standard which by comparison reflects 
the abnormally slow rate of decline of Influenza 
A antibody in our patient. 

Neuropsychiatric complications have been 
observed in influenza epidemics (Bental, 1958; 
Lloyd-Still, 1958; Dubowitz, 1958;-Dunbar et 
al., 1958; Flewitt and Hoult, 1958; McConkey 
and Daws, 1958; Kapila et al., 1958; British 
Medical Fournal, 1971; Wells, 1971; Misra and 
Hay, 1971; Oosters and Groen, 1970), and an 
association between persistently raised antibody 
levels and neuropsychiatric illness has been 
observed in this and other (notably measles) 
virus infections (Flewitt and Hoult, 1958; 
Cleobury et al., 1971; Legg, 1967; Connolly et 
al., 1967; Horta-Barbosa et al., 1969). 


CONCLUSION 
There is strong evidence that this patient had 


a viral infection which accompanied the emer- 
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gence of a manic psychosis and persisted with it. 
It seems unlikely that these two coterminous 
observations are based merely on coincidence, 
especially as there is some evidence to suggest 
that minimal brain damage was an intervening 
factor. This is compatible with a normal E.E.G. 
We are suggesting that in this case the associa- 
tion between the viral infection and the manic 
psychosis was a causal one. 

In the past, insufficient attention has been 
paid to the affective disorders associated with 
such illnesses as infective hepatitis and infective 
mononucleosis, as well as influenza (Slater and 
Roth, 1969). A combined virological and 
psychiatric approach to their investigation 
might well prove fruitful. 


SUMMARY 


A patient is described who, in the course of a 
febrile illness during an influenza epidemic, 
first showed symptoms of an acute confusional 
state which then developed into a manic 
psychosis of prolonged duration. During the 
entire period of her psychiatric illness she had 
unusually high levels of Influenza A antibody 
titre which were at the extreme range com- 
pared to influenza patients tested at a general 
hospital; moreover her titres remained abnor- 
mally high for an unusual period of time as 
compared to other influenza patients. Because 
of transient clinical signs suggesting an en- 
cephalitis during the initial stages of her illness, 
the possibility of influenza infection causing 
subclinical organic brain changes which in turn 
became manifest in the form of a manic 
psychosis is discussed, and the concept of 
‘functional’ affective psychosis is challenged. 
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The Incidence of Depressive Symptoms 
During Recovery from Hypomania 


By H. G. MORGAN 


INTRODUCTION 


Manic-depressive psychosis is characterized 
by severe swings of mood, which may be 
depressive, hypomanic or manic in type: 
occasionally a circular form is seen, with 
successive mood fluctuations in both directions 
in the same individual. Kraepelin indicated the 
frequency of these various types (depression 
alone 48-9 per cent, mania alone 16-6 per cent, 
circular 34:5 per cent), but also emphasized 
how difficult it is to predict the precise course 
of the disease in any individual patient. He 
stated: *we cannot speak of even an approximate 
regularity in the course of the disease’, and *the 
kind and direction of the attack and the intervals 
do not by any means remain the same in the 
individual case’ (Kraepelin, 1921). 

However, it is clear from clinical experience 
that a hypomanic or manic illness may com- 
monly be complicated in early convalescence 
by depressive symptoms; occasionally these 
may be severe, and may present a danger to the 
patient because of concomitant suicidal impulses. 
Little precise information is available regarding 
the incidence of such depressive symptoms 
following hypomania, and the present study was 
designed to clarify this point. 


CasE MATERIAL AND METHOD 

The case notes of all patients admitted to the 
Maudsley Hospital during 1963 with an index 
diagnosis of manic-depressive psychosis were 
examined. Those which showed a typical picture 
of hypomania (by convention taken to include 
all degrees of manic illness) uncomplicated by 
depressive symptoms in the previous six months, 
and which were followed up for at least one 
month after discharge from hospital, were 
included in the series: 20 of the total number of 
41 cases with hypomania fulfilled these criteria. 


A retrospective case note analysis was then 
carried out on the selected 20 cases, and the 
presence of depressive symptoms during stay in 
hospital and early follow-up period noted. 
Where depressive symptoms appeared, their 
time of onset in relation to hospital discharge 
was determined. 


RESULTS 


Depressive symptoms were noted in 12 of the 
20 cases selected for detailed analysis. The 
findings are illustrated in Table I. It is seen that 
in 6 cases the depressive symptoms were judged 
sufficiently severe to warrant specific treatment 
(4 with anti-depressant drugs, 2 with anti- 
depressant drugs and ECT). 

Table I also shows the time of onset of 
depressive symptoms: in 10 cases (83 per cent) 
they developed some time in the first three 
months after discharge from hospital. In 2 
cases (17 per cent) they appeared before 
discharge. All except one of the patients who 
were judged not to have developed depressive 
symptoms during convalescence had been fol- 
lowed up for three months or longer after hospital 
discharge: the negative findings in these cases 
could not therefore be attributed to insufficient 
length of out-patient observation. 

The drug treatment during hypomania in the 
two groups of patients is shown in Table II. 

Haloperidol was used more often in the group 
with subsequent depression (66 per cent) than 
in the remainder of the series (25 per cent) but 
this difference is not statistically significant. 


DISCUSSION 
- [fit is assumed that all patients excluded from 
this series on account of inadequate follow-up 
data did not develop depressive symptoms 
during convalescence, the resulting minimal 
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THE INGIDENCE OF DEPRESSIVE SYMPTOMS DURING RECOVERY FROM HYPOMANIA 


TABLE I 
z Nature and onset of depressive symptoms following hypomania 


Series Onset of depressive symptoms in 
No. relation to discharge from hospital 


2 Two months after discharge = 


3 Before discharge from hospital 
4 Immediate on discharge from hospital 
5 Three months after discharge 


6 One month after discharge 
9 One month after discharge 
II Increasing from time of discharge to two 
months after discharge 
15 Two months after discharge 
16 During first month after discharge 


17 Before discharge from hospital. (Had 
recovered from hypomania) 


18 Three months after discharge 
1g One month after discharge 


Depressive symptoms 


Severe with serious suicide attempt (go aspirin 
tablet overdose). Depressive stupor requiring 
hospital admission and ECT 

Depressed. Imipramine given. No further 
attendance 

Complained of some depression but not judged to 
need anti-depressants. Better in two months 

Felt no good at job, overt depression, early 
morning waking, anergia. Imipramine given. 
No further attendance. 

Complained of depression. Felt nothing mattered. 
Lived from day to day. Suicidal ideas 

Felt inadequate. Had to drive herself. Better by 
third month and still well at fifth month. 

Depressed and irritable mood observed in clinic. 
Amitriptyline given. Better by fourth month 

Complained of depression and tearfulness. Better 
after two to three weeks 

Complained of transient depression of mood. Not 
followed up for more than one month 

Depression of mood. Failed to nd to 

mipramine, but good result with ECT ( x 7). 
Better in two months 

Depressed and self-depreciatory. Imipramine 
given. Better in one month 

‘Many depressive features’: loss of confidence and 
anxiety over her work. No treatment, better in 
one month 


RU——————————————————————————————————Ó——É———— 





Tase II 
Drug treatment during hypomanic illness 
Patients Patients 
developing not developing 
subsequent subsequent 
depression depression 
(No. of cases) (No. of cases) 
Chlorpromazine 3 5 
Chlorpromazine 
+ trifluoperazine I o 
Chlorpromazine . 
+ lithium carbonate o I 
Haloperidol 
+ chlorpromazine 4 I 
Haloperidol 
+ chlorpromazine 
+ ECT I o 
Haloperidol 
+ thioridazine o I 
Haloperidol 3 o 
Total .. E I2 8 





estimate indicates that in at least 28 per cent of 
cases (12 out of 41), hypomanic illness is 
followed closely by depressive symptoms. In 
view of the probable over-correction for bias in 
this calculation, the true incidence of depression 
in convalescence from hypomania may be 
considerably greater than this. 

Table I shows that depressive symptoms 
usually appear some time during the first three 
months after discharge from hospital. These 
findings emphasize the relatively high frequency 
of a clinical sequence described clearly by 
Kraepelin: 

*Very frequently after the disappearance of manic 
excitement a more or less marked condition of weak- 
ness and despondency appears, which is generally 
regarded as exhaustion after the severe illness; it is 
obviously only a case, however, of the transition to 
depression peculiar to the disease. The patients are 
extremely susceptible to fatigue, incapable of any 
mental or bodily exertion, monosyllabic, dull, irre- 
solute; they reproach themselves with their manic 
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actions, and are anxious about their future. These 
disorders usually clear up gradually as the body 


weight continues to increase.’ 
(Kraepelin, 1921.) 


Depression of mood in the early stages of 
convalescence after a hypomanic or manic illness 
may be due to an endogenous shift of mood. 
Alternatively, or acting synergistically with this, 
there may be an underlying reactive mecha- 
nism, which would be understandable in view of 
the fact that adverse social repercussions 
commonly follow disturbed hypomanic be- 
haviour, and can themselves pose many diffi- 
culties in rehabilitation. Those who interpret 
hypomania as a defence reaction against an 
underlying depressive illness will not be sur- 
prised at a high incidence of depressive symp- 
toms during recovery, and will cite this as 
evidence in support of the validity of their 
theoretical approach. However, the physical 
and mental overactivity of hypomania, affecting 
so many aspects of psychic and physical be- 
haviour in a global fashion, seems more 
suggestive of a primary elevation of mood rather 
than a psychological defence reaction: transient 
episodes of tearfulness and irritability, typical 
during the hypomanic illness, may merely reflect 
instability of mood rather than a breakdown of 
hypomanic defence against depression. Other 
factors which may be related to the development 
of depressive symptoms in convalescence, such 
as severity of hypomanic illness, the amount of 
ensuing socio-economic difficulties, or the type 
of meditation used, could not be assessed 
adequately in the present small retrospective 
series. Phenothiazines and haloperidol were 
used alone or in varying combinations in both 
groups of patients. In one instance, minor 
depressive symptoms improved when the level 
of haloperidol dosage was reduced. 

Whatever the explanation for depressive 
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symptoms during convalescence from hypo- 
mania, their frequency and potential severity 
make it important that such patients should 
receive intense support in the recovery period, 
particularly during the first three months after 
their discharge from hospital. Careful clinical 
assessment would then permit early detection of 
depressive symptoms which may indicate the 
need for special attention in terms of somatic 
therapy (anti-depressant drugs, ECT, or reduc- 
tion in level of major tranquillizers) and more 
intensive help with regard to environmental 
difficulties.: 


SUMMARY 

I. Á retrospective case note analysis of 20 
patients admitted to hospital for treatment of 
hypomania revealed that depressive symptoms 
occurred in at least 28 per cent of cases during 
early convalescence. Reasons are given to 
suggest that the true incidence of such symp- 
toms may in fact be considerably greater than 
this. 
2. Depressive symptoms of this kind, although 
mild and self-limiting in some cases, can some- 
times be severe and accompanied by suicidal 
ideas. 

3. The need for intensive follow-up of patients 
following hypomanic illness, particularly during 
the first few months after discharge from hospital, 
is emphasized. 
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A Physiological Comparison of ‘Endogenous’ and 


‘Reactive’ Depression 


By PETER NOBLE and MALCOLM LADER 


^ 


The classification of depressive illness has 
long been a source of controversy in British 
psychiatry. In particular, phenomenological 
and statistical studies have failed to agree about 
the existence of a valid distinction between 
‘endogenous’ and ‘reactive’ depression (Carney, 
Roth and Garside (2) ; Eysenck (3) ; Kendell (7); 
Maxwell: (9)). 

This paper presents data on the diagnostic 
implications of the physiological changes ob- 
served in a group of depressed patients. 


SUBJECTS AND METHODS 


The subjects were 34 Maudsley Hospital in- 
patients suffering from a depressive illness 
sufficiently severe to warrant the use of ECT. 
All drugs, apart from night sedation, had been 
stopped for at least ten days before the test. 
This consisted in measuring the resting salivary 
secretion, using absorbent dental rolls, and then 
making recording(s) of the forearm extensor 
electromyogram, skin conductance, and forearm 
blood flow during a further ten minutes’ rest 


period. The techniques and subjects have been 
described in detail elsewhere (Noble and 
Lader (10-13)). 

On the day before the physiological recordings 
the subjects were assessed on the diagnostic scale 
devised by Carney, Roth and Garside (2). This 
placed 16 patientsin the category of ‘endogenous’ 
depression and 18 in the ‘reactive’ category. 


RESULTS 


Inspection of the data showed that the distri- 
bution of all the physiological variables was 
unimodal. The mean physiological levels of the 
endogenous and reactive groups are set out in 
Table I. The endogenous group had a signi- 
ficantly lower level of skin conductance and 
significantly fewer spontaneous fluctuations, 
i.e. less sweat-gland activity. 


DISCUSSION 


The endogenous category showed a signifi- 
cantly lower mean level of sweat-gland activity. 


TABLE Í 
‘Endogenous’ depression and ‘reactive’ depression 














Endogenous Reactive 
Physiological measure F/Ratio DF P 
Mean SD Mean SD 

EMG (log, uv + 1).. 3:26 0:69 3:08 0:88 O*41 32 NS 
Skin conductance (loge umhos) 1°39 0-70 2°04 0:58 8-82 32 <o-o! 
Skin conductance fluctuations 

(loge No. + 1) 0-46 0:48 o-88 0:52 5:68 32 <0°05 
Forearm blood flow 

(log, ml./100 ml./min.) 0°55 0*40 0:74 0-91 2°27 32 NS 
Salivation (log. grams/2 min.) 0*09 o-88 0-39 0°75 1:24 32 NS 
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The other variables failed to distinguish 
between the two diagnostic groups. It is possible 
that the significant physiological differences 
found do not derive from the validity of the 
endogenous/reactive differentiation, but are 
better related to symptomatic differences be- 
tween the two groups. In this study there was a 
significant correlation (0:41) between retarda- 
tion and endogenous depression. It has pre- 
viously been demonstrated that retarded de- 
pressed patients have reduced sweat gland 
activity (Lader and Wing (8); Noble and 
Lader (12)). Thus the fact that the endogenous 
patients were more retarded could have con- 
tributed to the results found. Both forearm 
blood flow and salivation rate, which were not 
related to diagnostic grouping, show a significant 
reduction in retarded depression (Brown (1); 
Noble and Lader (11, 13)). 

Retardation is not only a key variable in the 
analysis of physiological data on depressed 
patients but is also important clinically. Thus, 
Overall et al. (14) and Hollister et al. (5) showed 
that retardation was associated with a parti- 
cularly good response to treatment with anti- 
depressant drugs. Moreover, Kay et al. (6), ina 
follow-up study of depressed patients, showed 
that the presence of retardation predicted a good 
outcome more consistently that the presence of 
endogenous features. The results of our work 
also suggest that the concept of 'retarded 
depression’ is heuristically more useful than the 
conventional sub-division of depressed patients 
into endogenous and reactive categories. 
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He isa phobic patient, living alone with 
his fear and anxiety. Nardil, a proven 
MAO inhibitor, will help bring him back 
to the mainland of society. 
The evidence of Nardil’s E TE ERS 
in phobic states is increasing with usage. 
One patient, 26 years of age, had 
suffered from phobic anxiety for over 
ten years; a number of treatments had 
ME failed to alleviate his condition. 
M ‘Phenelzine was started in doses of 
15 mg. t.d.s., and within two weeks 
there has been a complete change in his 
behaviour. He looked relaxed, did not 
complain, talked freely and was able to 
go to the town, which he had not been 
able to do for over twelve months", 
In 1970, the Practitioner published its 
first major review of psychotropic drugs 
for three years; Nardil was selected as the 
most valuable drug for combination 
therapy in the treatment of phobic states. 
“And patients with atypical depression, 
particularly those in whom phobic 
anxiety symptoms are prominent, 
will respond dramatically and almost 
specifically to the combination 
of an MAO inhibitor, such as phenelzine, 
with chlordiazepoxide or diazepam"? 
Nardil is supplied as tablets 
containing 15 mg. phenelzine as the 
dihydrogen sulphate. 
1 Brit. J. Psychiat., 117, 237, 1970. 
2 Practit., 205, 307, 1970. 


NARDIL 


Full information available on request. 
William R. Warner & Co. Ltd., 

Eastleigh, Hants. TN 
Telephone Eastleigh 3131 ww, 
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jou cannot ignore these two important facts 


|. Nearly half of all suicides have an affective disorder 
of the manic-depressive type.1 


2, PRIADEL is reported to prevent relapse in 86 per cent of both 
recurrent depressive and manic-depressive patients.2 








The majority of depressive and manic-depressive patients experience 
an increase in frequency and intensity of relapse with 
y advancing age. After three or more episodes patients treated by 
conventional methods can expect to spend nearly half their 

lives incapacitated by their illness.2 The risk of suicide also increases 
^] and more than 15 per cent.will kill themselves. There is clear 
. . "^W evidence that PRIADEL significantly controls the course of 

ht 231 recurrent depressive and manic-depressive illness 

y -the underlying disorder in nearly half of all suicides., 





PRIADEL tablets contain 400 mg. Li2COs B.P. ina 
controlled release formulation ; a single daily dose of up 
to 4 tablets provides effective prophylaxis in manic-depression. 






Active supervision of serum levels to ensure values in the 
range 0.6 — 1.5 mEq/L is essential initially ; less frequent estimations 
should be performed during long term treatment. 


A guide giving full details of the treatment method recommended is available from: 
Delandale Laboratories Limited, 
37, Old Dover Road, 
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Lundbeck 
in Britain 


Lundbeck Limited is backed by all the experience and 
scientific resources of H.Lundbeck & Co. of Copenhagen 
and Aktiebolaget Leo of Helsingborg, Sweden. We are 
thus a research-based pharmaceutical house with firmly 
established laboratories employing more than 300 staff 
on research and development alone. 

Our manufacturing experience, too, goes back many 
years, during which we have developed a devotion to 
quality control that is one of our most cherished 
traditions. 

From our laboratories have come advances in the fields 
of antibiotics, hormones, sulphonamides, and psycho- 
tropic drugs, which are recognised, in terms of prescrip- 
tion, by the doctors of over 40 countries. 

One of these countries is Britain, where already many of 
our contributions are well known and widely used. 
Current research projects are concentrating on cancer, 
mental illness, and inflammatory diseases. New products 
of Lundbeck research will become available here during 
1972and wewill provide full details through our medical 
information services. 


Lundbeck Limited 


The Green Welwyn Hertfordshire England 
telephone Welwyn 6601 
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XYY Karyotype in a Pair of Monozygotic Twins : 
A 17-Year Life-History Study 


By JOHN D. RAINER, SYED ABDULLAH and LISSY F. JARVIK 


We have recently had the opportunity to 


investigate clinical and behavioural charac- | 
teristics of a pair of 17-year-old twin boys who © 


were discovered to have the XYY karyotype 
(18). Since these twins, known to this depart- 
ment since infancy, had been studied at the age 
of three, early direct findings as well as retro- 
spective data are available regarding their 
symptoms and development. 

The twins were first known at the age of 9 
months, when their mother wrote becaüse of 
concern over emotional disturbance on both 
sides of the family and the fact of having twins 
‘with distinctly different personalities’. She was 
reassured, and it was recommended that she 
should come for further counsel when the boys 
were older. 

Three years later, the mother wrote again 
saying that one of the twins ‘at times assumes a 
mongoloid-type expression, with red-rimmed 
eyes, sometimes a runny nose, and sometimes 
letting his mouth hang open. He becomes 
oblivious to his surroundings, and for a while 
seems to be in a little world all his own, not 
responding when you speak to him or not 
speaking himself until it has passed. He makes 
silly little infant gestures, clapping his hands and 
waving at nothing. When this happens, his 
brother immediately assumes a protective role, 
as though he senses something is wrong, and 
speaks for him, answers questions for him, and 
caresses him tenderly.' 

The twins were brought in for examination, 
and were found to be monozygotic, with a 
likelihood of 0-9283 based upon the method of 
Smith and Penrose (20) according to physical 
similarities and five blood group systems. Family 
and developmental histories were obtained, and 
the twins were tested for intelligence, but with 
the spontaneous remission of the petit mal-like 


episodes they were not heard from again for 
twelve years. 

In the early part of 1969, the mother tele- 
phoned and, recalling the previous work-up, 
said that at the age of 14 the previously sympto- 
matic twin had shown a behavioural change, 
becoming aggressive and disorderly in school. 
In particular, he performed impulsive acts such 
as suddenly seizing a basketball from his gym 
teacher, or throwing a textbook out of the 
window. There was no impairment of con- 
sciousness, but he was aware of a fullness of his 
stomach and described a feeling of exploding, 
and after the episodes he would feel better and 
would almost fall asleep. Questioning revealed 
the fact that the boys were then 185 cm. tall, 
the father’s height being 180 cm. and the 
mother’s 164 cm. The twins were examined and 
interval histories obtained. 


CYTOGENETIC FINDINGS 


The XYY karyotype in both twins was 
established; chromosomes of 30 peripheral 


‘leukocytes were examined and there was no 


evidence of mosaicism. Fluorescent staining 
with quinacrine hydrochloride of buccal epi- 
thelial cells (14) showed two fluorescent bodies. 


Hisronv 

The twins’ mother, a social worker, was 31 
years old at the time of their birth. She had one 
daughter from a previous marriage who was 
1I years old at the time the twins were born and 
developed multiple sclerosis at the age of 26; 
the mother's general health was good, but 
prior to the birth of the twins she had an 
enlarged uterus and one episode of menorrhagia, 
treated with dilatation and curettage. During 
the pregnancy, the mother spotted throughout, 
had oedema from the third month on, gained 
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22 kg. and suffered from nausea without 
vomiting. She had no rubella or other illnesses. 

The father, two years older than the mother, 
was in charge of a shipping department in a 
manufacturing plant. He had had a previous 
childless marriage. His general health was good 
except for recurrent episodes of hepatitis. 
Both parents were Negroes; father and mother 
had brown eyes, but on the father's side there 
were several blue-eyed members (like the twins) 
and several individuals with blond or red hair. 
The father had two aunts with diabetes, one 
aunt who died of tuberculosis, and one aunt in 
a mental hospital, as was one of the mother's 
first cousins. 

The twins were born after an eight and a half 
months gestation. K., the first-born, later 
symptomatic twin, weight 2,067 gm.; R., the 
other, born five minutes later, weight 2,039 gm. 
The babies were kept in hot boxes, not incu- 
bators, for three weeks. A record of their weight 
and height during the first six months of their 
lives was provided by their paediatrician 
(Table I). 


TABLE I 
Size of twins during first months of life É 
Twin K Twin R 
Age Weight Length Weight Length 
Birth .. 2,067 2,039 
5 weeks .. 2,658 482 2,633 482 
gy weeks — .. 3,935 546 3,908 546 
16 weeks — .. 5,562 597 5:440 597 
214 weeks .. 6,407 635 6,378 635 
264 weeks . 7,338 660 7:363 660 





The twins remained essentially well, except 
that both had febrile seizures (grand mal) before 
the age of six; K. had roseola infantum, and R. 
had a herniorraphy at two and a half years and 
surgical correction of an undescended testicle at 
ten. The twins began to sit at seven months, 
to stand at one year, to walk at twenty months, 
and were toilet trained at three and a half years. 
Their speech was very poor, and remained so 
through childhood, although they understood 
each other; in general K. was a little ahead of R. 


They were both very passive, and other children 
their age considered them babies. 

The first show of aggressiveness was in kinder- 
garten, when, to his mother’s surprise, R. started 
pushing other children around. K. at that time 
disliked his teacher and was backward in his 
social development. 

Subsequently, the twins again turned docile, 
were afraid of other children, and kept to 
themselves. Despite their tall stature they were 
usually excluded from basketball teams because 
they would not practise, and throughout school 
they were placed in classes for slow learners. 
At home the twins were quiet and aloof and 
never had temper tantrums. The parents were 
mature and culturally and intellectually ad- 
vanced, and valued achievement, and the family 
relationship was a good one. 

In the past two years both twins had grown to 
a height of 191 cm. K. remained abusive, had to 
leave school and was subsequently arrested on 
charges of disorderly conduct; he was acquitted 
with a warning on the plea of having emotional 
problems. R., while also using abusive language, 
was able to remain at school. He calms down 
faster and assumes the controlling role over 
himself and over his brother. 


PHYSICAL AND OTHER FINDINGS 

At the age of 15, both twins were well- 
developed males, 185 cm. tall (pubis to head 
84 cm., pubis to foot 101 cm., outstretched arms 
190 cm.) with slight lumbar lordosis. Testes were 
descended, normal in consistency, length 6-4 
cm. right, 7:6 cm. left, for K. and 5-1 cm. right, 
7:6 cm. left for R. Both appeared dull, under- 
productive, and immature for their age, 
although R. seemed somewhat brighter. Cranial 
nerve, sensory, motor and cerebellar functions 
were normal. 

In early childhood, urine test for phenyl- 
pyruvic acid was negative and electroencephalo- 
grams were technically unsuccessful. At the age 
of 15, X-rays of the skull were negative, and 
pelvic X-rays showed bone development within 
normal limits for the patients’ ages. Echo- 
encephalogram was midline. Haemoglobin, 
blood count, and chemical findings were normal 
except for slight elevation of eosinophils in K.'s 
blood count. After blood had been obtained for 
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the karyotyping both twins refused to have any 
further blood taken and therefore blood hormone 
studies were not done. 

Electroencephalogram was obtained with 
18-lead monopolar and bipolar recording. 
Except for rare random sharp forms in the 
resting record, K.’s tracing was within normal 
limits, while R.’s resting record was mildly 
abnormal owing to slight disorganization and 
slightly excessive slowing for the age. 

Electrocardiogram indicated in the case of K. 
a normal record with a non-specific interven- 
tricular conduction defect (rsR’S’ in lead Vj). 
R.’s electrocardiogram was normal with occa- 
sional coronary sinus rhythm and a similar evi- 
dence of a non-specific conduction defect in lead 
Vi 

Digital dermatoglyphics revealed normal 
patterns with reduced ridge count and absence 
of whorls. Patterns were generally concordant. 
Although the total ridge count was lower for K. 
(47 versus 74), the ridge count difference was 
within the area of ambiguity for zygosity. 

On intelligence testing, by ourselves or from 
school records, these twins scored consistently in 
the borderline or dull normal range (Table II), 
with K. more erratic in his subtest performance. 
In projective tests (Rorschach, Thematic Apper- 
ception Test and Figure drawings), K. gave 
indication of sharp breaks in social judgement 
and reality testing, low self-esteem, and dimi- 
nished capacity for identifying and empathizing 
with others. His inner controls were not well 
developed, and he showed considerable pre- 
occupation with aggressive anti-social beha- 
viour, associated with the hopeless feeling that 
he could not achieve and get rewards in a 
conventional manner. R. appeared less overtly 
disturbed, with greater sensitivity and social 
awareness, better work habits, and greater 
capacity for utilizing external social controls; 
however, the tests also revealed irrational 
thinking, defects in judgement and anti-social 
preoccupation. Both twins identified poorly 
with their parents’ values, their productions 
resembling more those of boys raised in culturally 
and socially deprived families. 


DISCUSSION 
There has recently been a great deal of debate 
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Taste II 
Intelligence tests 
Scores 
Age Where tested Test used 
Twin Twin 
K R 
3 N.Y. State Psych. Stanford Binet 67 JI 
Inst., Dept. of 
Medical Genetics 
6 School Stanford Binet 86 83 
12 School WISG 
S Verbal 76 80 
Performance 80 80 
Full scale 76 78 
15 N.Y. State Psych. Wechsler Bellevue 
Inst., Dept. of Verbal 85 89 
Medical Genetics Performance 78 79 
Full scale 8o 83 
Information 5 7 


Comprehension 6 7 
Arithmetic 8 7 
Similarities 9 7 
Digit span II 13 
Picture 


ou 


7 
7 





over the significance of the XYY chromosomal 
abnormality (2), almost to the point of restaging 
for a time the nature-nurture controversy. 
Surveys of XYY boys from birth, now more 
feasible with the use of fluorescent staining 
techniques in buccal epithelial cells, should be 
able to provide better data both on the incidence 
of the karyotypic abnormality and on its possible 
consequences in the course of development. 
Meanwhile, with few studies of pre-pubertal 
cases (6, 10) and no other twin cases in the 
literature, this pair of twins, their history 
fortuitously available since infancy, should 
provide stimulation for those seeking guidelines 
for future investigation. 

The occurrence of the extra Y chromosome 
in both twins would seem to be the result of 
meiotic non-disunction. The father was 33 
years old at the time of their conception. 
Occurrence of the anomaly in Negro families, 
while rare, has been reported (8). 

It has been suggested that two different 
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syndromes may be associated with the XYY 
chromosomal anomaly, one marked by beha- 
vioural disturbances, the other without such 
disturbances but often associated with defective 
testicular development or delayed testicular 
descent; indeed it has been speculated that 
‘defective gonadal function may offset some of 
the risk of developing behavioural disorders 
linked with the presence of an additional Y 
chromosome’ (5). In the twins described here, 
the one who has had repeated surgical correc- 
tions of an undescended right testicle (still 
tender and smaller than the left) is the one 
who is less disturbed behaviourally than his 
brother. 

Electroencephalographic changes in persons 
with XYY karyotype have been reported (1, 9), 
though not consistently, while clinical or 
electrical seizure patterns have been associated 
with impulsive action in persons not necessarily 
marked by karyotypic imbalance (7). In the 
present patients, the early history of petit mal- 
like episodes, so well described by the mother in 
twin K., the febrile convulsions in both twins, 
the aura-like sensation preceding the adolescent 
impulsive acts in K. and the feeling of relaxation 
that followed, as well as the non-specific electro- 
encephalographic abnormalities in both twins 
at the age of 15, are to be noted. 

Anomalous electrocardiograms have. been 
described in some (16, 21) but not all (4) XYY 
individuals, with prolonged P-R intervals, and 
with secondary R waves and notching and 
reduction of the size of the S wave in V,. Both 
of the twins showed these characteristics, with a 
P-R interval of +18 cm. 

With regard to the nature of the personality 
and the impulsive actions associated with an 
XYY karyotype, it could be tempting to assume 
that the presence of an extra Y chromosome 
would turn a member of the ‘stronger sex’ into 
an aggressive, dominant, violent individual. 
Actually, these men have come to be described 
as low in self-esteem, poor in close and long-term 
interpersonal contacts, slow in erotic arousal, 
‘docile, unassertive and unthreatening’ (12), 
except when stressed, and then destructive in an 
impulsive or paroxysmal fashion. In the twins 
reported here, the history and psychological 
description emphasizes their sense of inadequacy 


and their passive, withdrawn and docile 
attitudes. 

A lower frequency of antisocial behaviour in 
the families of delinquent XYY males than in 
other delinquent males has been described (17). 
Unfortunately, there are no other sibs for 
comparison, but the present twins are atypical 
in terms of their parents’ cultural, social, and 
behavioural standards. 

Monozygotic twins provide an opportunity to 
study the development of overt behaviour in 
identical genotypes as related to the parents’ 
attitudes to the twins and the twins’ attitudes 
toward each other (3, 19). In the case of the 
present pair, their mother remarked very early 
in their infancy on differences in their personali- 
ties; such differences are often ardently sought 
for by parents seeking to differentiate their twins 
in accordance with previous expectations, hopes, 
and wishes. The presence of mental illness in the 
family aroused early concern in the twins’ 
mother. When one twin developed episodes 
resembling petit mal seizures at the age of three, 
a double pattern would seem to have been set— 
focusing of the mother's concern on that twin 
as being psychiatrically and neurologically 
abnormal, and a protective and caring response 
on the other child's part. The subsequent 
difference in the twins behaviour through 
adolescence may be characterized as a dissimila- 
rity in the frequency and seriousness of impulsive 
actions, with greater control in the second twin. 

Bases for the development of this control are 
of paramount interest, whether formulated on 
the level of physiological differences (neuro- 
physiological, endocrine) or intrafamilial pat- 
terns. Regarding biological variables, the more 
overt seizure history, and lower finger ridge 
count (13, 15, 22) in the more impulsive twin, 
and the testicular non-descent in the other, may 
be of relevance. 

With respect to family interaction, it may be 
noted that twin R., the less symptomatic one, 
indeed got into trouble throughout his school 
years, though his mother attributed this to his 
seeking chastisement out of guilt over his 
brother's punishment, as well as to gain some 
of the attention for himself which his twin 
brother was getting. At the same time, his drive 
to protect his brother and cover up and control 
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the latter's behaviour may have complemented 
his identification as the stronger and healthier 
son and, in the divergent spiral of personality 
development, strengthened his control and 
responsibility over himself. This strengthened 
ego function may have modified in behaviour 
the similarity in underlying personality noted in 
the psychological tests. 

The management of this case raises many 
questions pertinent to genetic counselling and 
guidance. The disclosureof thechromosomal data 
to the parents, to the school principal, and 
subsequently to a probation officer, was long 
debated. It was decided to provide these persons 
with the information, along with a detailed 
conventional psychiatric evaluation; to empha- 
size the present inadequate state of knowledge 
about the behavioural correlates of the XYY 
chromosome anomaly; and to discuss at length 
with all of the parties the importance of not 
permitting the genetic information to prejudice 
their treatment of the children. The boys, 
particularly K., were referred to a mental 
hygiene clinic and will continue to be seen 
periodically by ourselves. 


SUMMARY 

A pair of adolescent monozygotic twin boys, 
known since infancy because of early neuro- 
logical and behavioural symptoms, were found 
to have the XYY chromosome abnormality. 
The lifetime data available on these twins 
through fortuitous circumstances make it 
possible to trace their development and to 
contrast the behaviour of one twin with that of 
the other. Their ongoing history raises a number 
of questions regarding possible neurological and 
behavioural correlates of the karyotypic ano- 
maly, as well as the effect of family interaction 
in reinforcing the control of overt behaviour. 
The material supplied by this case can be useful 
in the further exploration of the psychiatric, 
medical and legal implications of these 


phenomena. 
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47,XYY Syndrome, Height and Institutionalization 
of Juvenile Delinquents* 


By D. S. BORGAONKAR, W. M. UNGER, S. M. MOORE and T. A. CROFTON 


From a sex-chromatin survey of patients in 
hospitals for the subnormal, Hunter (1966) 
concluded that the great height and large build 
of XYY (and XXYY) males might present such 
a frightening picture that when such a person 
was convicted of an offence, judges and psychi- 
atrists would be biased towards directing them 
to Special Hospitals in the interests of com- 
munity safety. In a study of 464 defective de- 
linquents we found 97 inmates who were at 
least 72 inches tall (Welch, Borgaonkar and 
Herr, 1967). There were two 47, XY Y and four 
47, X-XY males in this group. Nielsen and Tsuboi 
(1970) have indicated that patients with tall 
stature have a comparatively pronounced dis- 
position to character disorder and criminality. 
However, Baker et al. (1970) believe that the 
role of extraordinary height in generating both 
antisocial behaviour and selective commitment 
to maximum security facilities remains un- 
defined. Although all these reports have been 
concerned with adult offenders, we considered 
about a possible relationship between 47,XYY 
karyotype, height and admission to institutions 
of juvenile delinquents. 

During the course of our chromosome studies 
of juvenile delinquents in institutions (performed 
with written parental permission), we have 
measured the height of 1,084 boys, 596 Negro 
and 488 Caucasian. These heights are shown in 
the Table. To rule out any bias of ascertainment, 
which might have occurred because of either 
absence of parental consent or interest in the 
chromosome study, we obtained height data on 
100 consecutive admissions in one of the insti- 
tutions, and the distribution of these boys is also 
shown in the Table. We find that the observed 
heights on the 1,084 boys are statistically 


* Part of this work was presented in a workshop on 
47,XYY and 47,XXY males held at the Human Cyto- 
genetics Conference sponsored by NICHD in Colorado 
Springs, November 1970. 


significantly different from the expected (P = 
<o-0001) in that there was a higher representa- 
tion of boys in the less than 3rd percentile and 
between 3rd and roth percentile groups (see 
Table). This is exactly the opposite of what was 
expected in the population under study. Also 
the height distribution of the 100 boys does not 
differ from that of the 1,084 boys who were 
karyotyped. The major chromosome abnor- 
malities were one case each of 47,XYY and 
47,8XY/46,XY mosaic. The height of the 
former was above the goth percentile for his 
age, and he was a Caucasian. The height of the 
47,XXY/46,XY mosaic was between the 50th 
and 75th percentile for his age, and he was a 
Negro. The present work does not support the 
suggestion that tallness influences admission to 
institutions of juvenile delinquents. 

We have, in our files at this institution, data 
on twenty 47,XYY males who were karyotyped 
for various reasons. Nineteen of these are 
Caucasian and one is a Negro. The heights of our 
eighteen 47, XYY males appears to be higher on 
comparison with their parents and sibs. Three 
boys had heights in the 50th percentile range, 
including the Negro boy, and these were karyo- 
typed without any consideration of their height. 
Two of these were juvenile delinquents in insti- 
tutions, and the third one was in an institution 
for mentally and emotionally disturbed children. 
Five boys were karyotyped on account of 
behaviour problems or educational difficulties; 
four were above the goth percentile range, and 
the fifth had height between the 50th and 75th 
percentiles. All eleven adults were above 70 
inches in height. Only one of these males, 
however, was karyotyped in a routine genetic 
study of the family for linkage analysis; the 
remaining ten males were karyotyped in 
chromosome surveys of tall inmates of a penal 
institution, or on referral because of psychiatric 
problems or antisocial activities, together with 
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TABLE I 
Heights of institutionalized juvenile delinquents and their expected frequencies with comparative material from 
consecutive admissions 





Heights in inches 





Below 3rd percentile se 
Between 3rd and 10th percentiles 
Between 1oth and 25th percentiles 
Between 25th and 50th percentiles 
Between 50th and 75th percentiles 
Between 75th and goth percentiles 
Between goth and 97th percentiles 
Above 97th percentile . . " 











Chromosomally screened Consecutive 
delinquents admissions 
Observed Expected Observed Expected 
56 32°52 7 3 
124 75°88 16 7 
165 162:60 13 I5 
273 271*00 16 25 
206 271-00 23 25 
157 162-60 15 15 
68 75:88 8 7 
35 32:52 2 3 








excessive height. The remaining two were boys 
who were adopted; data on their family mem- 
bers were not available for comparison, but both 
are over 6 ft. in height. One of these two boys 
was karyotyped in a chromosome survey of all 
boys at an institution for mentally and emotion- 
ally disturbed children; the other was karyo- 
typed on parental referral because of behaviour 
and educational difficulties. 

While this report was being written up, a 
study was reported by Hook and Kim (1971) 
indicating that large height per se during late 
childhood is not exclusively responsible for the 
frequency of delinquency among XYY indi- 
viduals and is unlikely to be a strong contri- 
butory cause. Kahn et al. (1969) also found fewer 
tall boys in a remand home population when 
compared with the distribution of heights in 
the general population. Further, we believe 
that there are so many variables present in our 
Society as regards involvement in antisocial acts 
or illegal activities and the detection, prosecu- 
tion, and admission to institutions of the indi- 
viduals involved that it is difficult to comment 
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directly on the relationship of height and anti- 
social activities or criminality. 
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ABSTRACT 


Psychoinfantilism and Chromosome Abnormalities 


By JOHANNES NIELSEN and NIELS THOMSEN 


The following study has been made on the 
background of the finding by Kramp and 
Nielsen (1968) of enlarged short arms of a 
chromosome in the 21-22 group in four out of 
five psychoinfantile members of a family with a 
case of Down's syndrome. 


MATERIAL AND METHOD 

All female patients with psychoinfantilism in a 
psychiatric hospital with 340 beds for female 
patients were chosen as probands; 21 such 
patients were found, giving a frequency of 
6-2 per cent. We got a blood sample for 
chromosome analysis from 20 patients; one 
patient was discharged before chromosome 


analysis could be made. The mean age of the 
patients was 34:9 years. Twenty age-matched 
female controls with no mental disorder were 
chosen for chromosome analysis among the 
staff of the hospital; the mean age of this group 
was 34°5 years. 
Sex-chromatin analysis was made on Feulgen 
stained buccal smear, and chromosome analysis 
was made of leucocytes cultured according to 
the method described by Moorhead et al., 
slightly modified; 30 to 65 metaphases were 
counted, and 15 metaphases with the modal 
figure as well as all metaphases with aneuploid 
cells were analysed. We looked for minor 
abnormalities in all chromosomes, but we were 


Tase I 
Chromosome analysis in patients with psychoinfantilism 
Distribution by chromosome number, total number of cells counted, 
Karyotype and enlarged short arms of a chromosome in group 21-22 
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I. 60 — 6 5I 2 
2. 35 2 I 30 — 
3 25 I I 49 = 
4. 32 I — 32 — 
5. 20 — — 57 I 
6. 29 — — 30 — 
T 27 = 3 58 — 
8. 28 — — 63 — 
9. 19 I 2 28 I 
10. 35 I 2 58 2 
II. 31 — 2 29 — 
12. 29 — — 32 — 
13- 43 E "a 32 E 
14. 53 I 42 2 PE 
I5. 35 m = 30 = 
16. 40 — — 32 = 
17. 22 — I 31 — 
18. 57 = 3 29 = 
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48 of cells chromosome 
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— 58 XX 
— 30 456,XX. 
— 61 EX 
— 63 46,X X. 
— 32 46,XX 
= 63 46,XX + 
"S 31 46,X X 
— 32 46, X X 
m 32 46,X X. 
= 45 45,XO 
— 30 46,XX 
— 32 46,X X 
— 32 46,X X. 
— 32 46,X X. 
— 32 46,5 
— 62 46,X X + 


o 


3 


o 
œ 
nn 
N 
wo 

o 
o 
ols 
œ 


[^J 
a 
- 


o 











552 PSYCHOINFANTILISM AND CHROMOSOME ABNORMALITIES 
i Tase II ; 
Chromosome analysis in controls 
Distribution by chromosome number, total number of cells counted, 
Karyotype and enlarged short arms of a chromosome in group 21—22 
Enlarged 
Case Chromosome number Total short arms 
no. Age number Karyotype ofa 21-22 
44 45 46 47 48 of cells chromosome 
2I. 55 I I 29 — — 91 46,X X + 
22. 38 — 2 30 — — 32 46,X X. 
23 25 — I 29 — — 30 46,X X 
24. 33 — 2 47 I = 50 46, XX 
25. 24 — — 32 — — 32 46,X X 
26. 29 — I 29 — — 30 46,XX 
27. 25 — — 32 — — 32 46,XX 
28. 27 — I 45 — — 46 46,XX + 
29. 20 — — 32 — — 32 46,X X. 
30. 32 — 30 — — 30 46,X X. 
31. 31 — I 29 — — 30 46,XX 
32. 25 — — gI — — 3I 46,XX 
83- 44 — I 29 — — 30 46,XX. 
34 53 = 3 58 1 = 62 46,XX 
35- 34 — = 31 E = 31 46,X X 
36. 40 — — 32 — — 32 46, XX 
37. 22 — — 32 — — 32 46, XX. 
38. 57 — I 30 — — 31 46,X X + 
39. 31 — — 51 I — 52 46,XX 
40. 44 zs = 3I "ES il gt 46,XX 
Total I4. 689 3 o 707 
Percentage Or! 2:0 97°5 0:4 o 





specially looking for enlarged short arms of the 
chromosomes in group 21—22. 
RESULTS 
The result of the chromosome analysis in the 
20 patients with psychoinfantilism and the 20 
controls is shown in Tables I and II. One 
patient, No. 14, had a chromosome constitution 
of 45,X (Turner’s syndrome) and chromatin- 
negative cells with only 1 per cent chromatin- 
positive cells in buccal smear. Three patients, 
Nos. 3, 10 and 20, and three controls, Nos. 21, 
28 and 38, had enlarged short arms of a chromo- 
some in the 21-22 group. Patient No. 14 with 
Turner’s syndrome has previously been de- 
scribed (Nielsen, 1970). 
DISGUSSION 
Our findings of an equal number of psycho- 
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infantile patients and controls with enlarged 
short arms of a 21—22 chromosome indicate that 
there is no connection between psychoinfantilism 
and enlarged short arms of a 21-22 chromosome 
as indicated by the study by Kramp and Nielsen 


(1968). 
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Does the Chronic Psychiatric Patient Understand ` $ 


Plain English? eo m » 


By J. CHEADLE and R. MORGAN 


INTRODUCTION 


We are continually nagging patients. In a 
hospital which specializes in the rehabilitation 
of the chronic psychiatric patient (Morgan, 
Cushing and Manton, 1965) this is under- 
standable. It goes on informally between nurse 
or doctor and patient, and at formal case 
conferences. Good advice is given on these 
occasions by a variety of people, in a variety of 
ways, and the patient responds with a variety 
of results. 

During these case conferences we noticed 
that a great deal of advice was given in the 
form of figurative and colloquial phrases. Some 
of these have a literal meaning which bears no . 
relation to the meaning to be conveyed. Many 
patients have difficulty in conceptualizing and 
thinking in abstract terms. In view of this we 
thought that some knowledge of how much the 
long-stay patient understands such expressions 
would be useful. If he does understand them, 
. his lack of response can be put down to inertia 
or perhaps negativism. If he does not under- 
stand them we have to look at him in another 
light and make some allowance for his defi- 
ciency. The problem is further complicated by 
the fact that most patients do not indicate that 
they have not understood. If lack of under- 
standing is found experimentally, we can feel 
justified in paying attention to making ourselves 
understood in real life. 


METHOD 

The test 

The design of test to be constructed de- 
manded careful thought. It is one thing to 
know what a phrase means but another to 
define it, even without the crippling handicap 
of mental disorder. We wanted to make it 
easy for the patient to show what knowledge he 


358 


has. Apathy, lack of motivation and lack of 
desire to impress are all part of the make-up of 
the chrohic patient, and it would be easy for 
these to be responsible for a false low result. It 
was important that the questions should not be 
wordy, as the literature abounds with descrip- 
tions of the schizophrenics’ difficulties in under- 
standing groups of words (Lawson et al., 1964; 
Moran, 1953; Raeburn and Tonge, 1968). In 
short we wanted to test his ‘receiver’ rather than 
his ‘transmitter’ and his knowledge rather than 
his state of mind. 

A test with multiple choice answers seemed 
to be the best for our purpose, and this was 
drawn up. There were 25 questions, each 
requiring one answer, which merely had to be 
ringed, out of a choice of five. A further five 
questions required five answers to be ringed out 
of 16. (A choice of 16 was given to keep the 
mean probability of getting the right answer by 
chance equal between the two parts of the test.) 
The maximum score, therefore, was 50. 

The first 25 questions asked the meaning of 
common, short expressions. Some were idio- 
matic, some metaphorical, some slang or 
colloquial. Most of them had been collected 
from the case conferences and most have the 
distinction of appearing in either Partridge’s 
Dictionary of Slang and Unconventional English or 
the Shorter Oxford Dictionary. This enabled us to 
feel reasonably confident that they were all 
well-established and non-regional expressions. 

The last five questions asked what actions 
should be taken in response to the expression, 
and one mark was given for each of the five 
right answers. These expressions are not collo- 
quial in any way, but collective. We use this 
kind of verbal shorthand in advising patients 
without always realizing the amount of brain- 
work involved in analysing and responding 


r 
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to what we have said. ‘Show more initiative’ is 
probably the most frequently used of these 
expressions, and when we tried to find five 
concrete examples of what a patient was meant 
to do in response, it took us half an hour. 

The wrong answers to the questions were all 
obviously wrong, The right answer was meant 
to be equally obviously right, and all those who 
knew what the expressions meant sorted it 
out very quickly. The only effort required of 
the patient was the putting of a circle around 
the answer of his choice. 
` The test was given to each patient indivi- 
dually, but the questions were not on the 
answer sheet which was given to him. This 
ensured that any response was to the spoken 
and not the written word. The test took be- 
tween 15 and 45 minutes for each patient, and 
although no record of time was kept it can 
safely be said that the shorter it was the higher 
the score, as patients either knew the answer 
or did not. 


The patients 

A total of go patients were tested. Their 
average age was 44 (range, 23-61). There were 
59 men and 3r women; they had been in 
hospital for an average of 13 years 11 months, 
and their average age at first admission was 
25 years 5 months. They were all Midlanders 
except for two Irishmen who had lived in the 
Midlands for over twelve years. The composi- 
tion of the sample by diagnosis, length of stay, 
verbal I.Q., social withdrawal and Wing 
Groups (Wing, 1961) can be seen from the 
tables. 

Their social classes (General Register Office, 
1960) covered the whole range when decided 
by their best previous occupation. However, the 
usual downward social drift had taken place 
and had consigned most of them to classes IV 
and V before they entered hospital. 


RESULTS 
The mean score for all the patients was 31:5 
(range 4-50, standard deviation 12-86). In 
other words they knew what 63 per cent of the 
expressions meant. We feel justified in com- 
bining the two parts of the test in all cases, as 
when a patient did well on the first 25 questions 
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he tended to do well on the five part section 
(r = 0:778; t = 11:98; p < -oor). 

Tables I, II, III and IV show the arrays of 
mean scores produced when the sample is 
split into various sub-groups by I.Q., length of 
stay (L of S), social withdrawal and diagnosis. 
These tables show clearly that scores increase 
directly with I.Q. and inversely with length of 
stay. The degree of social withdrawal seems to 
have no effect, and the effect of diagnosis is by 
no means clear from Table IV. 

Product moment correlations of score with 
I.Q.., and score with length of stay, confirm the 
impressions given by the array of means 
(r [score with LQ.] = 0:769; t = 11-275; 
P < ‘oor); (r [score with length of stay] 
= —0:324;t— 9:21; p < -002). , 

The correlation with I.Q.. was so significant 
that it obviously affects all others. The significant 
correlation of score with length of stay was 


clouded by the fact that I.Q. also correlated 


TABLE I 
Mean test scores for the different I.Q.. groups in the 
lotal sample 























Total Mean 
LQ. N score Mean LofS 
100+ 16 713 44:6 8:5 
90—99 15 601 40'0 13°2 
80-89 14 5II 36:5 15:5 
709—79 21 605 28-8 15:9 
60-69 12 232 19:3 18-8 
40—59 I2 176 14:7 11:4 
go 2,838 31:5 13:9 
"TABLE II 
Mean test scores for the different lengths of stay of the 
total sample 
Total Mean 
L of S years N score Mean I.Q. 
25-35 17 406 28:9 77:0 
20—24. II 318 28:9 76:5 
I5-19 II 315 28:6 79:5 
10-14 14 467 39:4 88:4 
5-9 16 — 556 34-8 84-7 
0-4 21 776 37:0 842 
go 2,838 gr:5 81:3 
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Taste III 

Mean test scores for ths different social withdrawal groups 
of the total sample 
(The greater the number the greater the withdrawal) 

Total Mean Mean 
S.W. N score Mean LQ. LofS 
2+ a se I4 406 29-0 81-2 17:7 
2 ik E 466 31:1 82-2 15:7 
I e vr “i5 493 32:9 84:0 15:5 
o Es .. 46 1,473 32:0 80:2 11°6 
go 2,838 3r:5 8r:3 13°9 

TABLE IV 

Mean test scores of different diagnoses 


(The sundry diagnoses comprised 6 personality disorders, 
3 brain damage, 3 neurosis, 1 epilepsy, 1 neuro-syphilis, 








I depression and 1 Prader Willi Syndrome) 
Total Mean Mean 
N score Mean I.Q. LofS 
Schizo-affective 

psychosis . 12 495 41:2 91:6 12:7 
Sundry diagnoses 16 614 38:4 89:9 4'6 
Schizophrenia ^ 43 1,329 30:9 84:4 18:3 

Schizophrenia with 
subnormality 10 215 21:5 63:9 12:5 
Subnormality .. 9 185 20:6 57:1 12:2 
go 2,838 gr:5 81-3 :g:9 


with length of stay (r [I.Q. with length of 
stay] = —0:235; t = 2:267; 05 > p > -02). 
These data are so intertwined that it is im- 
possible to come to any conclusion without the 
help of partial correlations (McNemar, 1962). 
The partial correlation of test score and Jength 
of stay, with the influence of I.Q. eliminated, 
was reduced but still remained very significant 
(partial r [with I.Q. held constant] = 
—0:296; t = 2-906; p < -or). The partial 
correlation between the test score and J.Q. with 
the influence of length of stay eliminated, was 
reduced slightly but still remained highly signi- 
ficant. (Partial r [with length of stay held 
constant] = 0:753; t = 10:798; p < -oor). 

Using r? to denote proportion of variance 
(McNemar, 1962), we can say that 57 per cent 
of the variance of the scores is due to variation 
in I.Q. and 9 per cent is due to variation in 
length of stay. 
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Discussion 
The ability to understand 

On average, this sample of long-stay patients 
failed to understand over one third of the 
expressions. The schizophrenics did about the 
same as the total group, but the subnormals, 
and those patients with over 20 years in hospital, 
did even worse and failed to understand about 
half the expressions. 

The results are so poor that one is forced to 
consider the possibility that they may be an 
underestimate. However, the following points 
must be made. The test was supervised in that 
the tester asked the questions and could see 
all that the patients did. When they went wrong 
they were encouraged to think again, but with 
very little improvement. It is always possible 
to get some answers right by chance with this 
form of test. Some of the subnormals and one 
schizophrenic were more difficult to help 
because they were illiterate. They had all the 
alternatives read out to them and they were able 
to indicate their choice. If they chose wrongly 
they were given another chance because they 
did not have the advantage of being able to 
refer back over the alternatives. Their position 
corresponded to the real life situation where it 
is difficult to refer back over the spoken word. 
It takes much more effort to ask to have some- 
thing repeated than it does to scan a list. In the 
five-part questions the illiterate patients would 
say yes to all 16 alternatives indiscriminately. 
They were then asked to choose just five, but it 
was usually clear that they had no idea what the 
expression meant and some said so. Only one 
patient who was illiterate scored anything on 
this part of the test (5), and his total score was 
also the highest for this group (9). The lowest 
scorer was illiterate, and his score of four could 
have been achieved by chance. This makes us 
confident that our results are an over-estimate 
rather than an under-estimate of the ability of 
the bulk of the sample. 


The schizophrenics’ performance 

We were concerned primarily with effect 
rather than cause. We set out to study the 
degree of poverty of understanding among all 
types of long-stay patient, so that once it was 
known allowances could be made. However, so 
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much work has been done on the perceptual 
difficulties of schizophrenics that we felt obliged 
to search for possible, specific reasons for this 
sub-group's poor performance on the test. 

Reed (1968) reviews the literature regarding 
the schizophrenic's overinclusive thinking, and 
his difficulty in conceptualizing and in inter- 
preting proverbs in an abstract way. Payne and 
Hewlett (1960) suggested that if schizophrenics 
were given enough time they could produce 
abstract interpretations of proverbs in a similar 
way to normals. Reed (op. cit.) fails to confirm 
this, and finds these patients! abstract scores 
significantly lower but makes no allowance for 
I.Q.in this. 

Shimkunas et al. (1966 and 1967) found a 
strong association between I.Q.. and ability to 
abstract. We have come to the same conclusion 
with our sample of 43 schizophrenics. 

Table V shows the result of dividing the whole 
sample into three sub-groups: (a) those who 
were suffering from schizophrenia only, (b) those 
who were not schizophrenic, and (c) those with a 
combination of schizophrenia and another 
condition, e.g. affective psychosis or mental 
subnormality. There was hardly any difference 
in the way these three sub-groups performed, 
presumably because their mean 1.Q.s were so 
similar. It is unfortunate that both the non- 
schizophrenic and the partly schizophrenic 
sub-groups were so heterogeneous. This was 
because no more suitable sample was available 
to us in this small hospital. 

We have no knowledge of the pre-illness 
I.Q.s of our schizophrenics. Payne (1960) 
indicates that intellectual deterioration takes 
place with length of illness. Trapp and James 
(1937) record a mean loss of 7:54 I.Q.. points 


TABLE V 
Mean test scores of broad diagnostic groups 











Total Mean Mean 

N score Mean I.Q. LofS 

Purely schizophrenic 43 1,329 30°9 84°4 18:3 
Non-schizophrenic 25 799 31:9 78:1 74 
Partly schizophrenic 22 710 32:3 79:8 12-6 
go 2,838 31:5'8r:3 18:9 
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in a mean of 47 months for 41 cases. Our 
clinical impression was that most if not all of the 
schizophrenics had deteriorated intellectually, 
so we formulated the hypothesis that the strong 
correlation between I.Q . and test results occurs 
only because both deteriorate from the effects of 
schizophrenia on the patients. We calculated 
their deterioration quotients (Wechsler, 1958), 
but found many of these to be negative, which 
gave no support to our impression and our 
hypothesis. We did, however, find some support 
for it in the findings shown in Table VI. Test 
performance varied directly with the degree of 
severity of schizophrenia. The most severely ill 
patients also had lower I.Q.s and had been in 
hospital longer. 








Taste VI 
Mean test scores of the schizophrenics divided into 

Wing Groups 

Groups 14, 1B and 1C are moderately ill, 2, 3, 4, 5; 
severely ill 

Total Mean Mean 

N score Mean LQ. LofS 

1A and 1B .. 16 560 35:0 88:1 12-0 

1a e 915 452 90'1 85:1 20:7 

2,3,4and5 .. 12 317 26:4 78:5 23:7 

43 1,329 30°9 844 :8:3 








In a review of the literature, Yates (1956) 
concluded that the performance of schizo- 
phrenics on verbal tests declines with increasing 
time in hospital. Wynne (1963) supports Yates' 
hypothesis in six out of eight verbal tests. 


Comparison with children 

We were interested to know where the 
performance of our sample of patients fitted 
into the range of performance of normal people. 

With the help of a local school we were able 
to test 57 children between the ages of 8 and 11. 
Their scores ranged from 19 to 49, with a mean 
of 36-5. The 8-year-olds’ mean score was 28-7, 
the g-year-olds’ 29:7, the 10-year-olds’ 40-8 
and the 11-year-olds’ 42. The product moment 
correlation between age and score was 0-710 


(t = 7:5; p < -oor). 
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Although knowledge of these expressions is 
not with us from birth, it would appear that 
they should be by the early teens. 


The nature and extent of the misunderstanding 

Many of the wrong answers given by patients 
and children were concrete interpretations of 
the figurative expressions. Many of them are 
interesting, and the number of patients who 
gave each alternative as their answer can be 
seen in the Appendix. When told, *you want it 
served up on a plate’, 28 patients knew what 
was meant, 62 did not, and of those 62, 39 
thought that it meant ‘nicely cooked’. Other 
most popular wrong answers were, 'get you ina 
photograph! in answer to 'put you in the 
picture’. ‘A bookmark’ in answer to ‘a turn up 
for the book’. ‘Go skating’ in answer to ‘break 
the ice? and ‘sharpen your sense of smell’ in 
answer to ‘keep you nose to the grindstone’. 

When a patient does not take advice, we often 
put it down to some manifestation of his illness. 
The fact that he may not understand our 
perfectly good, plain English, is worthy of 
consideration. . 


SUMMARY 

Ninety long-stay patients were tested for their 
understanding of common English expressions. 
They understood only 63 per cent of these, 
which is shown to be the level of understanding 
of 8-9 year-old children. Poor individual 
performance was associated with low 1.Q. and 
with a long time in hospital, but bore little 
relation to diagnosis. This lack of understanding 
must account for some of the inertia of the 
long-stay patient. 


APPENDIX 
A TEST OF COMMON ENGLISH EXPRESSIONS 
The numbers beside cach of the alternatives denote the 
number of patients giving that alternative as their answer. 
The correct answer is underlined for ease of recognition 
and the most popular wrong answer is asterisked. 


1. WHAT DOES GIVE UP MEAN? 





Start doing something is ES .. (3) 
Find something io s wur Com 67) 
Stop doing something T" s .. (55) 
Lose something es ss ws ..  (20)* 


Get frightened az = E E (5) 


2. 


WHAT DOES GO WITH MEAN? 














Escape ( 9) 
Runaway  .. s m s 0 (a1) 
Clash .. ga is Ss ys .. (5) 
Stay .. T s T m (13)* 
Match in colour ws zs is .. (52) 
. WHAT DOES THICK SKINNED MEAN? 

Strong .. os "E vs - (22)* 
Hardworking .. T E ES .. (13) 
Hard to embarrass .. ii T .. (34) 
Clumsy wis $5 ee vx . (2) 
Stands the cold i oe = .. (19) 
. WHAT DOES HOLD THINGS UP MEAN? 

Lift weights .. i x ES .. (26)* 
Keep things in place .. es n .. (10) 
Get tired ae 4 T m 07 
Actthefool .. E T je (5 
. WHAT DOES PULL YOUR LEG MEAN? 
Tripyouup .. T V. A. .. (8* 
Tease you ais - E Js o (71) 
Wrestle us ie - is .. (6) 
Fall down  .. sis F vis .. (2) 
Take your socks off .. Pe Ko ve Ung) 
. WHAT DOES LEND A HAND MEAN 

Hold sbmething 2 Ps 23 (24) 
Shake hands .. - A sa we CE 
Help someone si M is .. (75) 
Give a donation vs Vs Ps . (93 
Buy a flag .. E as zs . (5) 
. WHAT DOES LOSE YOUR HEAD MEAN? 

Study .. (4) 
Get lost (25)* 
Panic .. (53) 
Hide . ( 3) 
WHAT DOES KEEP YOURSELF TO YOURSELF 


Lock the door ( 6) 
Look after your health (14)* 
Be mean x is js gi .. (7 
Go to the pictures .. be ee .. (0) 
Avoid company es os os .. (693) 





. WHAT DOES PULL YOUR SOCKS UP MEAN? 


Stop work - ae T ss .. (2) 
Change clothes ex ER vs .. (5) 
Be tidy 5s is ss T ..  (20)* 
Try to do better - «s a .. (61) 
Go away Ja px vs S .. (2 
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IO. 


II. 


WHAT DOES KEEP TOUR NOSE TO THE 
GRINDSTONE MEAN? 

Sharpen your sense of smell .. (12)* 
Have the day off s ( 4) 
Work in a factory  .. ( 6) 
Work hard continuously (62) 
Blunt your sense of smell ( 6) 


WHAT DOES YOU WANT IT SERVED UP ON A 
PLATE MEAN? 


Nicely cooked (39)* 
Made easy (28) 
To look nice .. (14) 
Hygienic Ma ( 8) 
Complicated .. ( 1) 


. WHAT DOES SAVE UP FOR A RAINT DAY 


MEAN? 

'To buy an umbrella .. (14) 
Keep money for ever (17)* 
Until next week is (4) 
Until you need something (52) 
To mend the roof ' (3) 





13. WHAT DOES PUT YOU IN THE PICTURE 
MEAN? 
Hide things from you ( 1) 
Hide you away oe we ee .. (8) 
Paint your portrait - Ys s e. (14) 
Get you in a ai dpa ..  (28)* 
Tell you everything . (44) 
14. WHAT DOES BREAK THE ICE MEAN? 
Serve cold drinks — .. ( 6) 
Be the first to speak . (51) 
Go skating (16)* 
Thaw the pipes ( 9) 
Have a winter holiday ( 8) 
15. WHAT DOES BEING PAINFULLY SLOW 
MEAN? 
Arthritic ( 9) 
Very slow (57) 
Stiff in the joints ( 6) 
Having sore feet ( 7) 
Doing your best (11)* 
16. WHAT DOES GETTING IN A RUT MEAN? 
Ploughing ae (10) 
Going the same e way to work ( 6) 
Sticking to one routine (53) 
Getting to know people (10) 
Doing good . (11)* 


17. 


18. 


19. 


20. 
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WHAT DOES WIDEN YOUR CIRCLE OF 
FRIENDS MEAN? 

Make them sit further apart 

Get away from them .. 


( 8) 
( 7) 














Get to know more people (63) 
Sit in the middle ( 3) 
Go for a walk... (9* 
WHAT DOES ENDUGH TO GO ROUND MEAN? 
A shortage : 5 ( 7)* 
Plenty . (76) 
A big jacket ( 2) 
Spinning tops .. ( 2) 
Roundabouts .. ( 3) 
WHAT DOES DO TOU GET ME MEAN? 

Take a lodger ; ( 9* 
Understand (62) 
Be my friend .. ( 7) 
Take me to the pictures ( 4) 
Take me home ( 8) 
WHAT IS A TURN UP FOR THE BOOK? 

A crease ( 4) 
A goal .. (3) 
A surprise (47) 
A rent collector (12) 
A bookmark (24)* 


21* WHAT DOES INCREASE YOUR SPEED MEAN? 








Get to work early ( 4) 
Don’t have a break . ( 1) 
Pull a fast one ( 7)* 
Run to work .. ( 2) 
Work faster (76) 
22. WHAT DOES TWO HEADS ARE BETTER 
THAN ONE MEAN? 
Good news for barbers $5 . (7* 
Someone else can help you with a problem .. (68) 
You can see better in the dark ( 4) 
Get another hat ( 4) 
Grow taller ( 7)* 
23. WHAT DOES IT MEAN IF A THING IS NOT 
MT CUP OF TEA? 
A favourite mug ( 8) 
A good idea ( 5) 
Untrue ( 6) 
Not to my yikes (60) 
Coffee . (11)* 
24. WHAT DOES IT MEAN IF YOU DO 
SOMETHING LY THE FIRM'S TIME? 
Punctualy .. . (7) 
As often as possible .. ( 5) 
During working hours (59) 
Grumble about it ( 8) 
Fornothing .. (11)* 


25. WHAT DOES GET IT INTO YOUR HEAD 


There are fivc correct answers to the next group of 
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MEAN? 

Catch a cold .. 

Get drunk $ 

Take aspirin .. 

Loosen your collar .. 
Understand and accept something . 





questions. 


26. WHAT WOULD SOMEONE HAVE TO DO TO 


27. 


28, 


IMPROVE HIS OR HER PERSONAL 
APPEARANCE? 

Collect sickness benefit 

Fill in a football coupon 


(16) ` 


( 4) 




















Go to the toilet ae (19) 
Make your bed neatly (26)* 
Eat cornflakes ( 3) 
Keep shoes clean (68) 
Have a nap after dinner — .. ( 6) 
Go to the hairdresser when necessary (55) 
Keep hair tidy (70) 
Keep nails clean (63) 
Play football .. ( 3) 
Give up smoking ( 7) 
Drnkmik .. ( 8) 
Have your photograph taken (7) 
Go abroad  .. ( 3) 
Avoid slopping food on 1 clothes (53) 
WHAT DOES WIDEN YOUR LEISURE 
INTERESTS MEAN? 

Follow a sport (48) 
Join a club (53) 
Go out more .. (49) 
Work harder .. (16) 
Stop worrying (18) 
Have a hobby (47) 
Read a book, magazine or newspaper (39) 
Get bored a zs z ( 4) 
Save your money (29)* 
Settle down (16) 
Get a job és (17) 
Understand people (26) 
Go to a lot of trouble (7) 
Stop caring about things (9) 
Sit down more ( 5) 
Go to bed earlier (15) 
WHICH OF THE FOLLOWING WOULD YOU 


DO IN ORDER TO SHOW MORE INITIATIVE? 


Decide things for yourself 





Catch a bus 

Keep a pet 

Read books . 

Don't wait for someone o else to tell you what 


to do 





(69) 


(7 
(10) 
(25)* 


(48) 


29. 


30. 
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Have a cup of tea (13) 
Go to the dentist ( 6) 
Learn a poem vs (11) 
Fetch things when vos need them - (45) 
Ask some one when you need to know some- 
thing si (46) 
Give a donation (10) 
Listen to the radio .. (25)* 
Sharpen your pencil .. (10) 
Sunbathe ; à ( 2) 
Put your ideas into practice . (55) 
Blow a fuse ( 4) 


WHAT WOULD YOU HAVE TO DO IN 


ORDER TO LOOK AFTER Y our WARDROBE? 


Tidy your locker " 

Keep the furniture dus 

Use an ash tray to stub out cigarettes 
Get clothes mended .. . T 
Buy a padlock 

Use a good polish 

Find a girlfriend 

Replace buttons à 
Get clothes cleaned when necessary 
Lock the door at night 

Eat less 

Replace worn out clothes with new ones 
Go for a walk . 

Buya screwdriver T 

Sponge clothes which are stained 
Lend people money .. 





HOW WOULD YOU HAVE MORE TO DO 


WITH OTHER PEOPLE? 
Find a problem - 

Be a nuisance .. 

Go climbing . 

Be friendly 

Show an interest in them 

Play patience .. 

Be more energetic — .. 

Answer when someone seals to you 

Study hard : , 

Keep fit 

Listen to music . 

Say something when you first see them cach 











Do the pools .. : 
Get some new glasses 





Speak to the people you sit with 
Take some aspirin ae 
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Prothiaden is an anti-depressant which not 
only treats depression. but also relieves th 
anxiety so often associated with depressive il 
ness. A recent study" has shown Prothiaden to 
be superior to amitriptyline in the treatment of 
depressive disorders, and to be much better 


e tolerated. With Prothiaden, vour depressed 
O 1a en patient will have a lot more good days than 
bad ones. More of your patients will recover. 
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Use of Bayes's Theorem in Clinical Decision 
Suicidal Risk, Differential Diagnosis, Response to Treatment 


By J. KRAUS 


Among the theories of making rational 
choices under uncertainty the one which 
originated with an eighteenth-century English 
clergyman, the Reverend Thomas Bayes, and 
which uses observed evidence to modify prior 
judgements concerning different possible ‘causes’ 
of the evidence, is logically nearest to the 
paradigm of clinical diagnosis. A simple illustra- 
tion of this theorem is the classical Bertrand Box 
problem (Fry, 1928), and its wider implications 
for decision making have been discussed by 
Birnbaum and Maxwell (1960). An example of 
the use of the theorem in clinical classification 
has been given by Maxwell (1961). 

To the clinician, the relevance of the forma- 
lized logic of Bayes’s theorem becomes apparent 
when it is compared to the process of informal 
deduction involved in the making of a diagnosis. 
First: depending on the population he deals 
with, the clinician expects to diagnose certain 
conditions more often or less often than others. 
For example, in Calcutta his expectancy to 
diagnose cholera would be high, in Boston it 
would be very low. His interpretation of signs 
and symptoms would be influenced by this 
expectancy. In Bayes’s theorem this expectancy 
is quantified in terms of prior probabilities, 
sometimes referred to as states of nature. Second: 
the clinician expects to find the same signs and 
symptoms in different illnesses, but not with the 
same frequency. In Bayes’s theorem this 
expectancy is quantified in terms of conditional 
probabiltties (i.e. the probability that a given 
sign or symptom will be found in a given illness). 
Third: the expectancies of diagnosing an illness 
and of a given sign or symptom manifesting itself 
in this illness have to be combined. For 
example, the combined expectancy of cholera 
and severe vomiting would be high in 
Calcutta and low in Boston, although the 


561 


4 


expectancy of vomiting as a sign would be 
constant in both locations. In Bayes's theorem 
the combined expectancy is quantified (by 
multiplication) in terms of joint probability. 
Fourth: the clinician makes a differential 
diagnosis by weighting the combined expectancy 
that a sign or symptom indicates a given illness 
against all possible alternative expectancies of 
its indicating other illnesses. In the theorem the 
results of this process are quantified in terms of 
posterior probabilities, which indicate the diagnosis 
most likely to be correct. 

If s is chosen as a generic term to represent a 
sign or symptom, and i to represent an illness, 
the conditional probability that a patient drawn 
randomly írom the population of patients 
having the illness i will show the sign or symptom 
s can be referred to symbolically as f(s;1). The 
posterior probability, that a patient drawn ran- 
domly from the population of patients showing 
the sign or symptom s will have the illness :, 
can be referred to as p(i;s). If we then designate 
the prior probability, that a randomly drawn 
member of a given population g will have the 
illness i, as g;, then the summary of the diagnostic 
process by Bayes's formula would be: 

& 5) 


pliss)  —————— 
x Bi * b (51) 

It seems obvious that the clinical utility of the 
formula would be related inversely to the 
presence of critical signs or symptoms in a 
given illness. The utility would be greatest 
where individual signs, symptoms, and other 
indices have a restricted differential value, and 
the collated evidence must provide a basis for a 
decision. The formula could therefore be of 
particular interest to psychiatrists, particularly 
if they happen to be objectivists. For this very 
reason psychiatric examples have been selected 
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to illustrate the clinical use of Bayes's theorem, 
which is in effect the purpose of this paper. 


PREDICTION OF SUICIDAL Risk 


This particular study of suicidal attempts 
(Oltman and Friedman, 1962) was chosen for 
illustration not only because the size of the 
sample used was large, but also because it 
presents a cross-tabulation of independent 
variables, which makes it possible to compare 
the theoretical predictions of Bayes's formula 
with the results which were in fact observed. 

'The sample was 4,200 patients admitted to a 
state psychiatric hospital; of these, 271 made a 
suicidal attempt. The prior probabilities are 
therefore: suicidal attempt p =  :065, no 
attempt p = :935. The conditional probabilities 
for sex, age and diagnosis are shown in Table I. 


TABE I 
Conditional probabilities of psychiatric hospital patients, 
who made a suicidal attempt, to be male or female, and 
to belong to the indicated age groups and diagnostic 








categories 
Not 
Suicidal suicidal 
Sex: 
Male 524 +529 
Female: +476 “471 
Total .. i .. I'000 1'000 
e 
Up to 30 +328 -145 
31 to 50 -3892 321 
51 to 70 *199 "241 
71 and over .. -o81 +293 
Total .. ds .. I'000  I:000 
Diagnosis: 

Schizophrenic reaction -148 "212 
Arteriosclerosis, senile ‘074 +330 
Alcoholic states ws 05178 +201 
Manic-depressive—Manic .. +000 -036 
Depressive and mixed *107 -046 
Involutional reaction *059 *023 
Reactive depression . . *259 +043 
Psyoboneurotic reaction *055 *025 
Personality disorder 103 -026 
Other organic conditions 000 026 
All other groups +022 032 
Total . I*000 1-000 
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It is obvious that, when assessing suicidal 
risk for individual patients, there is no need to 
calculate the joint probabilities in advance, 
because the calculation is included in the 
formula. The risk is calculated by a cumulative 
process: for new information posterior probabilities, 
based on previous information, are used as 
prior probabilities. For example, it might be 
relevant to know only the risk associated with 
the patient being a female. On the other hand, it 
could be relevant to know the risk when the 
patient is female and diagnosed as reactive 
depression, or even to know the risk when she 
is also aged 38. The calculations in this case are 
as follows: 

(1) Risk of suicidal attempt when the patient 
is female: 

posterior ‘065 X +476 

p= = 066 
(-065 x +476) +(+935 X *471) 

(2) Risk of suicidal attempt when the patient 
is female, diagnosed as reactive depression: 

The prior probabilities are now: suicidal attempt 

p = +066, no attempt p = ‘934. 

posterior -066 X *259 

= = -298 
(-066 x *259)-- (+934 X *043) 

When the patient's age is also considered, 
the posterior probability of suicidal attempt is : 342 
(or 34:2 per cent). ' 

A comparison of posterior and observed proba- 
bilities of suicidal attempt, in six randomly 
chosen combinations of sex and diagnosis, is 
shown in Table II. Age could not be included, 
as it was not cross-tabulated with the two 
variables in the original study. The differences 
range from :002 to :048, with a mean of -031 
(or 3:1 per cent). From the pragmatic point of 
view the differences are small: clinicians would 
do well if they could prognosticate with an 
average error no greater than 3:1 per cent. 
Statistically, the confidence placed in an 
assessment is expressed by the Standard Error 
(SEestim.) which for probabilities has the formula: 


SEestim = 4/ p(-p)/N 
If the size of the relevant sub-sample N is not 
known, it can be estimated by multiplying the 
joint probability of the relevant characteristics 
by the size of the total sample. For example, in 
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the sample of patients in this study p of being 
male is +528 (2,219/4,200); p of diagnosis of 
‘involutional reaction’ is *026 (108/4,200); the 
joined p = :528 x -026 = -0137; the esti- 
mated size of the sub-sample is N = :0137 X 
4,200 = 57 (rounded up). As Table II shows, 
the actual number in this group was 38; the 
last two columns show the predicted and the 
observed numbers for the six groups. 

Although the differences between the pre- 
dicted and the observed Ns are substantial, a 
SE calculated using even a very inaccurately 
predicted N is adequate for applied purposes. 
For example, the predicted N for females 
diagnosed ‘alcoholic state’ is 396, the observed 
N is 160; the SE calculated using the former is 
-o117, the latter -0183, a difference of only 
-0066 (or 0:66 per cent). For the female 
patient diagnosed ‘reactive depression’ and 
aged 38, the estimated N of the sub-sample with 
these characteristics is 37. Consequently, the 
posterior probability of her making a suicidal 
attempt -342 has a SE = -075. Therefore, it 
can be expected with 68 per cent confidence 
that the true probability of her making a suicidal 
attempt lies between -267 and +417 (ie. p + 
1SE), and with 95 per cent confidence that it 
lies between -192 and :492 (i.e. p + 2SE). 

It is obvious that an estimate of the N of a 
subsample cannot be made, and hence the SE 
cannot be calculated, if the variables used in 
deriving a posterior probability are not mutually 
exclusive. This is the case with the next example 
of the use of Bayes's formula. 


DIFFERENTIAL DIAGNOSIS 
Two main features of the study chosen to 
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illustrate the use of Bayes's formula in differential 
diagnosis (Nathan et al., 1968) made it recom- 
mendable. Firstly, it presents the opportunity to 
disprove the authors' conclusion that the current 
diagnostic procedures (as used in their study) 
are unable to make the * . . . diagnostic differen- 
tiation between the psychoneuroses and the 
personality disorders’ (ibid., p. 715). Secondly, 
the systems analysis approach to diagnosis 
which it uses makes it possible to show how the 
clinical significance of the sequential steps of a 
diagnostic flowchart can be quantified. Only 
the nine ‘suggestive cues’ (assident symptoms) 
were analysed here, which the authors of the 
original study considered relevant to the 
differentiation between neuroses and personality 
disorders. The other two broad diagnostic 
categories used in the study, ‘psychosis’ and 
‘brain disorder’, were included in the analysis 
to increase the interest value of the illustration. 
The cues are shown in Table III; their sub- 
ordination is shown by indentations. For 
example, depression can be either an in- 
appropriate or appropriate response to a recent 
event; if it is appropriate then the patient's 
willingness to admit his illness is assessed. The 
same sequence applies to the cue of ‘pronounced 
emotions’. The table shows the conditional proba- 
bilities of the cues being present in the four 
diagnostic categories, or in other words, the 
proportions of patients in each category who 
show the respective signs and symptoms. 

The size of the total sample was 605. The size 
of the four diagnostic groups and the prior 
probability of each diagnosis are shown in 
Table IV. The last five columns in this table 
show the posterior probabilities calculated with the 


Taste II 
Examples of posterior and observed probabilities of suicidal attempt when patients are categorized by sex and diagnosis, 
and predicted and observed numbers of patients in the relevant categories 





P of suicidal attempt 


Number of patients 





Categorization of patients 





Posterior Observed Predicted Observed 
Male, personality disorder .. *214 -187 68 80 
Female, reactive depression -298 -262 112 149 
Male, psychoneurotic 130 -178 60 45 
Female, alcoholic state *057 *094 396 160 
Male, involutional reaction 150 +184 57 38 
Female, schizophrenic reaction -047 *049 412 465 
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Tare III 
Conditional probabilities of patients diagnosed as psychosis, psychoneurosis, personality disorder, and acute brain disorder, 
showing the indicated signs and symptoms 9 











Psycho- Personality Brain 
Signs and symptoms* Psychosis neurosis disorder disorder 
1. Depression $s ap as ae "35 86 "62 92 
2. Inappropriate response... ay “17 24 "22 18 
3. Appropriate response s II 5I *29 13 
4. Admit illness .. s ze *25 63 -938 35 
5. Not admit illness wis es *I9 o8 II 12 
6. Pronounced emotions  .. es 2 +53 49 47 35 
7. Appropriate response s si ‘07 29 -23 13 
8. Inappropriate response... xs -40 14 ‘Ig 15 
9. Secondary gain T we "OI 29 "32 13 








* In the original study designated as ‘suggestive cues’. 


TABLE IV 


Prior probabilities and successive revisions of posterior probabilities, on the basis of additional signs and symptoms, of 
the diagnosed illness being psychosis, psychoneurosis, personality disorder, and acute brain disorder 





Posterior probabilities and the sign or symptom used in the 











Prior successive revision 
probabilities 

Diagnostic category (state Appropr. Admit Pronounced Appropr. 

and number of cases of Depression response illness emotions nse 
nature) (1)* (3)* (9* (6)* es 
Psychosis (N — 220) . * 964 +226 076 -036 *039 *OIO 
Psychoneurosis (N = 165) .. +273 "417 "643 * 764, Un :832 
Personality disorder (N — 160) * 264. *291 *255 * 183 ‘177 152 
Acute brain disorder (N — 60) *099 *066 ‘026 *017 013 006 
Total 1-000 1 +000 1'000 1-000 I*000 I'000 








* Numbers refer to signs and symptoms as identified in Table III. 


sequential addition of relevant symptoms. 
Following the same procedure as in the illustra- 
tion of suicidal risk, the probabilities in each 
column were used as prior probabilities in the 
calculation of posterior probabilities in the column 
which follows it in the table. Since the order of 
adding symptoms followed the diagnostic flow- 
charts of the authors (tbid., p. 707), each 
column shows the probabilities of correct 
diagnosis associated with the relevant sequence 
in the flowchart. In a wider use of diagnostic 
systems analysis, the availability of such proba- 
bilities would mean a continual monitoring of 
the relevance of the diagnostic process, as well 
as the confidence which could be attached to 
the differential diagnosis. ; 

The hypothetical patient diagnosed in Table 


IV was assumed to be: depressed, the depression 
being an appropriate response to a recent event, 
and willing to admit his illness; showing emo- 
tions more pronounced than normal, this also 
being an appropriate response to recent events. 
As the last column in Table IV shows, when 
these five ‘suggestive cues’ are taken into con- 
sideration, the posterior probability that the patient 
is psychoneurotic is 83-2 per cent, that he is 
personality disorder 15-2 per cent, and 1 per 
cent and 0-6 per cent that he is psychotic or 
has an acute brain disorder respectively. As 
mentioned previously, no estimate of the SE can 
be made here because the signs and symptoms 
used are not mutually exclusive, and hence the 
statistical significance of the difference between 
the relevant probabilities cannot be tested. 
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However, impressionistically, a 68 per cent 
greater likelihood that the patient is psycho- 
neurotic than personality disorder appears to 
make the former a reasonably safe diagnosis. 


RESPONSE TO TREATMENT 

There were two main reasons why the parti- 
cular study (Brandon et al., 1971) of the relation- 
ship between phenothiazine treatment and the 
incidence of facial dyskinesia in a psychiatric 
hospital population was selected to illustrate the 
use of Bayes's formula in the evaluation of the 
effects of treatment. Firstly, the suitably large 
size (N = gro) and choice of sample (all in- 
patients with a stay in hospital of more than 
three months). Secondly, the relatively large 
number of independent variables which were 
investigated, making it possible to demonstrate 
' the use of the formula in combining indepen- 
dently obtained (e.g. from different random 
samples drawn from the same population) data 
on organismic variables, which could not be 
cross-tabulated by any other method. 

Table V shows the four independent variables 
which were selected from the study for the 
purpose of the illustration, on the basis of their 
apparent relevance to dyskinesia. Since each 
variable has two classes, the number of sub- 
samples is 16, and the average size of a sub- 
sample is (910/16) 57, allowing for a meaningful 
assessment of the SE. 

The prior probabilities of ‘facial bucco-linguo- 
masticatory dyskinesia’ (BLM triad) being 
` present in the sample, and being absent in the 
sample, were -234 (213/910) and - 766 (697/910) 
respectively. The usual conditional probabilities of 
the eight characteristics under investigation are 
shown in Table V. Since the purpose of the 
study was to compare the assumed effect of 
phenothiazine in all sub-samples at the same 
time, it was possible to simplify further compu- 
tational procedures. Instead of repeating the 
same calculations for each variable in turn, as 
was done in the two preceding examples, 
conditional probabilities were calculated for 
combinations of the variables relating to the given 
sub-samples. ‘Thus, the combined conditional proba- 
bility of ‘BLM present’ (-0227), in the first row of 
Table VI, was calculated by multiplying the 
individual conditional probabilities of phenothiazine 
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Taste V 
Conditional probabilities of psychiatric hospital patients 
showing ‘facial bucco-linguo-masticatory dyskinesia’ 
(BLM triad) to belong to the indicated categories of 
medication, sex, age and dementia 


BLM BLM 
Categories present absent 
Medication: 
Phenothiazine treated Je. 1732 *673 
Non-phenothiazine treated .. -268 *327 
Total .. 2 .. I'000 1:000 
Sex: 
Male *305 +518 
Female *695 -482 
Total .. z .. I*000  I:000 
Age: 
Up to 60 207 -489 
61 and over .. -793 ‘BIT 
Total .. mie .. I'000 1'000 
Dementia: 
Dementia present *491 425 
No dementia *509 '575 
Total .. x .. I*000 1-000 


treatment (-732), male sex (+305), age up to 60 
(-207), and presence of dementia (-491). The 
meaning of the conditional probability remains, of 
course, the same as before. In this case it is the 
probability that a patient, drawn randomly from 
the population of patients in whom the BLM 
triad is present, will have the above-named four 
characteristics. The joined probabilities in Table 
VI were calculated asin the preceding examples; 
the Marginals in the fifth column are the sums 
of the joined probabilities, which appear in the 
denominator of Bayes’s formula. The posterior 
probabilities were then calculated as usually, by 
dividing each joined probability into the relevant 
marginal. 

The posterior probabilities in Table VI not only 
show the risk of BLM for the 16 categories of 
patients but allow more general deductions to 
be made about the ‘effects’ of the independent 
variables. For example, the following are the 
average increases of the probability of BLM 
triad being present, associated with the variables 
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TABLE VI 
Conditional probabilities (combined), joined probabilities, and posterior probabilities, of patients categorized by madication, sex, 
age and presence of dementia, showing ‘facial bucco-linguo-masticatory dyskinesia’ (BLM triad) 






































Conditional 
probabilities Joined Posterior 
(combined) probabilities probabilities 
Treatment Sex Age Dementia Mar- ———————— —. 
BLM BLM BLM BLM ginl BLM BLM 
present absent present absent present absent 
Upto Dementia *0227  -:0725  :0053  :0555  -:0608 * 087 "913 
: 60 No dementia :0235  :0980  :0055 +0751 ‘0806 -068 -992 
Male 
61 and Dementia -0870 -0757 +0204 +0580 -0784 -260 -740 
over No dementia ogor  :1024  -o211 0784 +0995 *212 +788 
Phenothiazine 
Upto Dementia *0517  -:0674  ':oi2g1  :0516 = + 0697 ‘190 -810 
60 No dementia :0536  :0912  -0125  :0699 0824 *152 -848 
Female 
61 and Dementia +1981  :0705 +0464  -0540 +1004 +462 -538 
over No dementia :2053 0953 ‘0480  :07go0 +1210 -397 -603 
Upto Dementia +0083 -08352 <oor9  -o270 +0289 -066 "934 
60 No dementia :0086 -0476  -oo20 ‘0365 -0385 *052 *948 
Male 
61 and Dementia +0317 -0368  -0074  :0282  :0356 -208 -792 
over No dementia :0329 -0498 +0077  :0381  :0458 +168 -832 
Non-phenothiazine 
Upto Dementia *018g +0328  -:0044  :0251 +0295 *149 *B51 
60 No dementia :0195  -:0443  :0046  :0339  -:0385 “119 “881 
Female 


61 and Dementia -0723 +0342  -:0169  :0262 +0431 +392 -608 
over No dementia -0749 0463  :0175  :0355 0530 *990 *670 





of age, sex, medication, and dementia: (in order female, and more than doubles if the patient is 


of importance) aged 61 or more; with dementia it increases by 
Age 61 and over approximately a quarter, and with phenothi- 
in phenothiazine treated (Pt) group 18:57; azine medication by about one fifth. There are, 

in non-Pt group 17:994 of course, more findings which can be derived 

Sex being female from the table, but they are beyond the scope 
in Pt group 14:49 of this article. It should be noted here that the 

in non-Pt group 12:497 findings obtained using Bayes's formula are in 
Treatment with phenothiazine 4:99; complete agreement with those of the original 
Presence of dementia study, but that they can be presented with a 
in Pt group 4:297 much greater degree of precision. However, the 

in non-Pt group 39:794, crucial difference is that the present findings can 


Consequently, as Table VI shows, the type of be revised formally in the light of new inde- 
patient most at risk to have BLM (46-2 per pendently obtained evidence, whereas with 
cent) is female, aged 61 or more, with dementia, other methods of analysis of data such new 
and treated with phenothiazine; least at risk evidence can be related to existing findings 
(5:29,) is male, aged 60 or less, without only at a descriptive (i.e. intuitive) level. 
dementia, non-phenothiazine-treated. Overall, 
with other factors being constant, the risk of COMMENTS 
BLM approximately doubles if the patient is In a recent review of empirical studies of the 
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relative efficacy of actuarial and clinical pre- 
dictions in psychopathology, the author referring 
to the unequivocality of the evidence indicating 
the superiority of the acturarial approach, 
comments that *. . . only rarely does one en- 
counter such consistent findings in any area of 
human behaviour’ (Sines, 1970; p. 142). It is 
surprising therefore to find that an actuarial 
method as ‘elegant’ (computational simplicity; 
flexibility of application; no theoretical assump- 
tions apart from basic laws of probability and 
randomness of sampling) as Bayes's formula has 
received virtually no attention in clinical 
literature. One possible reason could be resist- 
ance by users of ‘classical’ statistics, who insist 
on ‘tests of significance’ and ‘confidence limits’. 
By contrast, Bayes’s theorem is concerned with a 
point estimate of the optimum ‘pay-off’, i.e. 
with the best possible choice or decision which 
can be made on the basis of the available infor- 
mation. On the other hand, there appear to be 
no reasons why the statistical significance and 
confidence limits of findings obtained by the 
use of Bayes’s formula could not be assessed, 
if this should be required, with the usual assump- 
tion of sampling errors. In clinical application, 
an important facet of the formula is that by an 
arbitrary adjustment of prior probabilities it is 
possible to.minimize the most undesirable 
decision errors (Maxwell, 1961; p. 146). For 
example, since misclassification of cerebral 
neoplasm or meningitis as schizophrenia is much 
more serious than a converse misclassification, 
the clinician could decide to minimize the 
former, notwithstanding a corresponding in- 
crease in the latter which would automatically 
result from the adjustment. In a hospital 
setting, from the administrative point of view, 
the important facet of Bayes’s formula is that 
posterior probabilities which are relevant to 
administrative decisions (e.g. hospital release or 
intake; staff turnover; length of stay in hospital) 
are directly translatable into economic payoffs, 
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and indicate which decisions minimize the 
expected losses (Day, 1964). 

Finally, it should be pointed out that the 
philosophical objections to Bayes’s Theorem, 
which centre on the idea of a probability distri- 
bution for the unknown parameter, are relevant 
only when subjective probabilities (quantification of 
a subjective belief or expectation) are used as 
prior probabilities, for example in business deci- 
sions (Hirschleifer, 1961). 

SUMMARY 

Methodological similarities between Bayes’s 
Theorem and clinical diagnosis are pointed out. 
Three ‘cook-book’ examples of the application 
of the theorem are given and discussed, and 
comments are made on the use of the method. 
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A Simple Sleep Recorder for Clinical Situations 


By J. JOHNSON and R. KITCHING 


In spite of the importance of sleep disorder in 
clinical practice, and the widespread use of 
hypnotics (Johnson and Clift, 1968), no simple 
technique for objectively recording sleep patterns 
in clinical situations is available. EEG recording 
during sleep (Oswald, 1969) or the use of 
motility beds (Hinton and Marley, r959) are 
sophisticated techniques for use largely in 
laboratory conditions. Many clinical investiga- 
tions of sleep disorders (Haider, 1968) or trials of 
hypnotics (Matthew et al., 1969), rely upon 
subjective assessments of the quality and dura- 
tion of sleep by the patient, together with a 
night nurse's assessment largely based upon 
observed restlessness. Errors in the estimation 
of duration of sleep are particularly likely to 
occur in depressed patients where the illness 
itself produces an altered awareness of the 
passage of time (Orme, 1969), while nursing 
observations on sleep are unreliable (Kupfer 
et al., 1970). Similarly patients suffering from 
insomnia due to chronic pain or secondary to 
diffuse organic cerebral disease may misjudge 
the passage of time and their period of wakeful- 
ness during the hours of isolation during the 
night. Another group who particularly misjudge 
the passage of time in relation to sleep are those 
obsessional personalities, with overvalued ideas 
about the necessity for adequate sleep, who 
account for so many of the requests for hypnotics 
in general practice. Hypnotic drug-dependent 
patients overvalue their insomnia during their 
withdrawal from drugs, and again make in- 
accurate assessment of their sleep patterns. 

In order to reduce the sources of observer 
error in the assessment of sleep disorder in 
clinical situations, a simple device has been 
designed. This requires the patient to press a 
switch in response to a small, intermittent light 
source throughout the night. The definition of 
sleep is notoriously difficult to make in the 
hypnagogic states of light sleep. This device 
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avoids this difficulty by using an operational 
definition, whereby the time the patient has 
spent in a reduced level of consciousness, during 
which he is unable to make a purposeful 
response to a light stimulus, can be assessed. 
Clearly, no qualitative description of the varia- 
tion in depth of this state can be obtained by this 
technique. It does, however, provide a more 
accurate quantitative guide to the pattern and 
duration of the sleep than does the patient's 
own assessment or that of a night nurse. 


APPARATUS 

A 15 watt bedside pilot light is switched on for 45 
seconds every 20 minutes throughout the night by 
means of a number of suitably placed pegs on the 
driving wheel of the time base recorder (Fig. 1). This 
activates a lever type microswitch governing a pilot 
light which then switches off through a thermal 
delay switch. The recordings are made on a milli- 
ammeter type recorder (Evershed and Vignoles type) 
with a paper speed of 6 inches per hour. The patient 
is instructed to press a hand switch (which is kept in 
the bed) each time the pilot light switches on. The 
patient's switch is energized in the recorder circuit 
by a 6 volt battery and is isolated from the mains by 
the use of suitable relays (Fig. 1). Operation of the 
patient's switch produces a deflection on the recorder 
after the recording of the intermittent light source, 
thus indicating that the patient was awake at that 
particular epoch. The complete apparatus is enclosed 
in a small box attached to the recorder and is placed 
by the patient's bedside and connected when the 
patient retires to bed. The whole can be surrounded 
by & curtain to prevent any interference from the 
small light to other patients in the ward. 

Besides making responses with the hand switch to 
the intermittent light source, the patient is also asked 
if he awakes at any time during the night to make a 
hand switch signal to record the point of awakening. 

A sample of a typical record is shown, with the 
various signals used (Fig. 2). 

The distribution of wakefulness through the night 
is represented by the dark shading in Fig. 3, which isa 
sleep record made from a barbiturate dependent 
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RECORDER 





12 VOLTS 


MICROSWITCH 


A.C. 
MAINS 


OME HOUA 
Fia. 2.—Typical record. A.—repeating light source on and 
off after a duration of 45 seconds. B.—light source off— 
patient indicates just awake. C.—light source on—patient 
also indicates awake and responds to light source. 


19 SEP 1969 








20 SEP 1969 


E BE E ! 
22 SEP 1969 | 
4 6 8 


9 2 
Fra. 3.—Sleep record of a barbiturate dependent patient 
during withdrawal: period awake indicated by blocks. 
O indicates time of retiring to bed. 
1 indicates time of arising from bed. 











(PATIENT'S 
SWITCH) 


DELAY SWITCH _ i 
(THERMAL TYPE) j 
NORMALLY CLOSED - 


LAMP 
Fro. 1.—Circuit diagram of relays and delay switches and patient's circuit. 


patient during withdrawal. Where the patient indi- 
cated he was awake (as in C. Fig. 2) at the time of a: 
light signal, the period of wakefulness was assessed 
as having commenced mid-way through the previous 
period and as ending midway through the period 
beyond the last signal of being awake. 


Discussion 


This device requires the patient to make a 
response to an intermittent visual stimulus of 
low intensity. It-assumes that the capacity to do 
this indicates a state of wakefulness as opposed to 
a reduced state of vigilance synonymous with 
sleep, when the procedure cannot be executed. 
by the patient. The EEG remains the objective 
method of choice for assessing sleep patterns, 
but even this has its limitations. Apart from its 
restriction to laboratory situations, it is well 
known that the interpretation of what is sleep 
and what is not will vary from laboratory to 
laboratory, particularly when sleep disorders. 
complicated by hypnotic drugs are involved 
(Feinberg et al., 1969). 

The validity of the present device for sleep 
assessment can be questioned on the ground 
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that it assumes 20 minutes of wakefulness 
because a single mechanical response is made to 
a visual stimulus, when in fact no wakefulness 
or only a very short period of wakefulness was 
all that occurred. Antrobus et al. (1965) have 
demonstrated, for example, that a subject in 
Stage 1 or 2 of sleep can be instructed to indicate 
dreaming by making a signal without there 
being a return to wakefulness. This raises the 
further serious objection of whether the mecha- 
nical response of pressing a switch could be 
made without the subject returning to wakeful- 
ness at all, thus introducing error into the 
assessment of the sleep disorder. Oswald et al. 
(1960) have similarly shown that subjects in 
Stages 1 or 2 of sleep can make purposeful 
responses to auditory stimuli; however, no 
comparable evidence exists with regard to 
visual stimuli, particularly where these are of 
low intensity. 

The device is now being run in parallel with 
EEG recordings of sleeping subjects in order to 
compare the duration of sleep assessed by these 
two methods, and secondly to ascertain whether 
the mechanical response to the intermittent light 
source is only made when the subject is in an 
EEG state of wakefulness (Rechtschaffen and 
Kales, 1968). It is also being used to obtain 
quantitative data on sleep patterns in common 
psychiatric disorders, such as the early morning 
waking of endogenous depression, the inter- 
mittent insomnia of patients with organic 
cerebral disease, and the onset insomnia of 
anxiety states and drug dependence. It seems 


‘likely that the computation of data from this 


method may ultimately enable this or similar 
types of device to be used as routine equipment 
in a psychiatric or general medical unit. 


SUMMARY 
A simple device is described for recording the 
duration and distribution of sleep in patients in 
clinical situations. It requires the patient to 
make a mechanical response (depressing a hand 
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switch) in response to an intermittent light 
source every 20 minutes throughout the night. 
The light period is registered on a slow recorder 
together with the patient's response to the light 
if awake. The apparatus provides for simple 
quantification of sleep patterns in clinical 
practice. 
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Synopses of Papers Awaiting Publication 


Six months-fixed term-once weekly Psycho- 
therapy. By HAROLD STEWART. 


‘Twenty cases are described in which treatment has 
been by once-weekly out-patient psychotherapy for a 
maximum period of six months, the patient having 
been informed of the length of this fixed term from 
the start. The selection criteria are set out, the tech- 
nique used is described, and the criteria for assessing 
therapeutic results defined. Some notions as to the 
probable mode of action are put forward, but no 
account is given of the actual course of treatment with 
any patient. The cases are briefly described in terms 


of complaints, a view of their family background, any . 


previous treatment, and the results at a follow-up 
obtained by means of a questionnaire. It is suggested 
that this technique or variations on it is a useful and 
productive form of brief psychotherapy. 


Harold Stewart, M.B., B.S., M.R.C.S., L.R.C.P., 
M.R.C.Psych., 

Clinical Assistant, 

Depariment of Psychological Medicine, 

University College Hospital, W.C.1. 


Creatine Phosphokinase Activity in Newly 
Admitted Psychiatric Patients. By R. 
GosriNG, R. J. Kerry, J. E. Orme and G. Owen. 


Increased serum creatine phosphokinase (C.P.K.) 
levels have been reported in acutely psychotic 
patients, This study examines the proportion of 
psychotic and non-psychotic patients showing raised 
serum C.P.K. activity. This occurred in about half 
of the patients with psychotic illnesses but was absent 
in the non-psychotic patients. Raised serum C.P.K. 
was significantly associated with second order factor 
score patterns on the I.M.P.S. suggesting that mania 
and paranoid schizophrenia were more involved with 
this enzyme change than depression and non- 
paranoid schizophrenia. 

Raised serum C.P.K. suggests that psychotic ill- 
ness may be present, so that if a patient is found to 
have an abnormally high level further investigation is 
required. Clinically stable outpatients with increased 
C.P.K. activity were admitted to hospital a few days 
afterwards for psychotic illnesses. C.P.K. estimations 
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would appear to be useful both on the ward and in 
the outpatient clinic. 
R. F. Kerry, M.R.C.S., L.R.C.P., 
M.R.C.Psych., D.P.M., 
Consultant Psychiatrist, 
Northern General Hospital, 
Sheffield S5 7AV. 


The Nature of Anxiety. By MALCOLM LADER. 


A review of certain aspects of anxiety is presented. 
Problems of definition are outlined and the various 
types of anxiety summarized. Three aspects are 
discussed in detail—subjective aspects, cognitive 
factors, and physiological concomitants. Finally, a 
model of both normal and pathological anxiety is 
presented, incorporating the various aspects outlined 
earlier. 

Malcolm Lader, B.Sc., M.D., Ph.D., M.R.C.Psych., 
D.P.M., 

Institute of Psychiatry, 

De Crespigny Park, 

London, S.E.5. 


Physique, Personality and Mental Illness in the 
Southern Chinese. By K. Sinczr, P. T. CHANG 
and G. L. K. Hsv. 


A number of anthropometric measurements were 
made in Southern Chinese subjects. These were 411 
schizophrenics, 42 affectives, 81 neurotics and 180 
normal controls. All groups and sub-groups com- 
paced were matched for mean age and socio-economic 
status, Neuroticism was found to be significantly 
correlated with smallness of body size. Neurotics and 
schizophrenics had significantly smaller body size 
than controls. Early onset schizophrenics had signi- 
ficantly smaller body size than late onset scbizo- 
phrenics. Schizophrenics and neurotics were signifi- 
cantly more linear than controls. These findings are 
in agreement with the intercorrelations generally 
found between body build, personality and type of 
mental illness in Caucasians. However, affectives 
were not found to be more pyknic than normal 
controls. The groups were not significantly differen- 
tiated in terms of androgyny. 

K. Singer, M.B., M.R.C.P.E., M.R.C.Psych., D.P.M., 
Hong Kong Psychiatric Centre, 
Bonham Road, Hong Kong. 
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Psychiatric Diagnosis and the In-patient Multi- 
dimensional Psychiatric Scale (I.M.P.S.). 
By R. J. Kerry and J. E. Orme. 


This paper reports an investigation of the validity 
and reliability of the I.M.P.S. interview in assessing 
100 consecutive admissions to a female psychiatric 
admission ward. The interview remains the standard 
method of examination of the functional psychoses, 
and methods which can improve its reliability and 
validity are important. Using its second order factor 
scores, the I.M.P.S. was most useful in the diagnosis of 
mania and paranoid schizophrenia. Endogenous 
depression was distinguished at a statistically signi- 
'ficant level, but amendments might reduce the 
excessively high scores of neurotic depressions. The 
I.M.P.S. appeared least successful in distinguishing 
non-paranoid schizophrenia from the other psychoses. 
It is concluded that the I.M.P.S., with some amend- 
ments, could make the interview a more valid and 
reliable method in the examination of the functional 
psychoses. 


R. J. Kerry, M.R.C.S., L.R.G.P., M.R.C.Psych., D.P.M., 
Consultant Psychiatrist, 

Northern General Hospital, 

Sheffield S5 7AU. 


Social Imitation: A Neglected Factor in Psycho- 
therapy? By Martin H. Davis. 


In the past, theories of psychotherapy have tended 
to flourish at the expense of useful practical know- 
ledge. Nowadays this is less common. The effective- 
ness of techniques is of more immediate interest than 
their theoretical implications. One important influ- 
ence on behaviour which deserves closer attention is 
‘social imitation’. Psychologists, notably Bandura, 
have now obtained convincing evidence that ‘vica- 
rious conditioning’ and ‘modelling’ are important in 
the growth of normal and abnormal repertoires of 
behaviour. Role playing can provide a quicker 
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method of detecting and a more effective means of 
altering maladaptive behaviour patterns and emo- 
tional responses. The ‘psychodrama’ of Moreno has 
been relatively unsuccessful because it has not 
specifically discouraged the repetition of maladaptive 
behaviour, and the ‘behaviour rehearsal’ of Wolpe 
has been too limited in its scope. ‘Fixed role therapy’ 
is another potentially fruitful approach. Further 
development of these techniques is advocated both in 
psychiatric practice and in other ‘helping’ situations 
such as counselling and crisis intervention. 

Martin H. Davies, M.A., M.D., M.R.C.Psych., D.P.M., 
Consultant Psychiatrist, 

All Saints’ Hospital, 

Lodge Road, Birmingham 18. 


Parental Social Class in Psychiatric Patients. 
By E. H. Hans, J. S. Price and E. SLATER. 


The birth certificates of 604 psychiatric patients 
attending a particular hospital were examined to 
determine the social class of the patients! fathers. 
Parental social class distribution did not differ 
significantly among four diagnostic groups (neurosis, 
schizophrenia, manic-depressive psychosis and per- 
sonality disorder), and was very similar to the social 
class distribution of the appropriate general popula- 
tion. Comparison of the highest social class attained 
by a patient before illness with his social class at the 
time of his first attendance at the hospital led to the 
conclusion that downward drift in occupational level 
was the principal factor in the low social class of 
schizophrenic patients compared with their fathers. 
Both for patients and for the general population, 
social class distribution was considerably influenced 
by age. This effect is examined and discussed. 


E. H. Hare, M.D., F.R.C.Psych., 
Bethlem Royal and the Maudsley Hospitals, 
Denmark Hill, 

London, S.E.5. 
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Book Reviews 


INTERROGATION 


Beyond Breaking Point: A Study of the Tech- 
niques of Interrogation. By PETER DEELY. 
London: Arthur Barker. Pp. 239. Price £1.75. 

This book is well worth reading especially in view 
- of the current controversy about what methods may 
legitimately be’ used to extract information from 
suspects in Northern Ireland. The first two chapters 
are unpleasant, and very frightening in their sadistic 
content. Chapter 2, ‘Torture Today’, for instance, 
shows the lengths to which governments all over the 
world are still applying physical and mental torture 
of terrible severity to get the information they need 
from their political enemies. So many politicians in 
power think themselves justified in sanctioning torture 
on those out of power. Few who do this seem to 
remember that they may be at the receiving end with 
any sudden twist in the political scene, as happened to 
so many Russian interrogators and political police- 
men in Stalin’s time. 

Chapter 3 discusses methods of mental torture. As 
psychiatrists we should realize what still seems so 
very strange even to some of our British politicians 
and judges, and that is that mental suffering can be 
far worse and much more effective in forcing a 
confession and information from the suspect than 
physical suffering. Break the body and the mind can 
still fight on. Break the mind—and World Wars I and 
II showed that most minds, except those already mad, 
have their breaking point—and there is nothing left 
to fight with. Police interrogation, which we now 
know so much about by watching Inspector Barlow on 
television, provides a further chapter. And there are 
special accounts of the psychological methods used 
to induce ‘ideational’ spies such as Nunn May, 
Fuchs, Houghton, Gee and Vassall to give full 
*voluntary' confessions leading to ferocious terms of 
imprisonment. These methods were, however, quite 
useless in professionally trained spies such as Lonsdale 
of the Portland Spy Ring. The Special Branch 
methods seem to be very effective with the amateur 
spy as they seem to cooperate in their own undoing 
instead of just refusing to answer questions. 

Finally too little is said about the false confessions 
made even under the most benign British methods. 
How for instance, the poor, illiterate Evans of the 
Evans-Christie murders seemed to be made to believe 
and to confess voluntarily to what his police interro- 


gators at the time genuinely believed had happened. 
He was hanged for his temporarily induced beliefs 
despite his later attempts to withdraw his ‘voluntary’ 
confession. Any reader of this book should be able to 
learn one lesson, however; if guilty or the slightest 
bit worried about any possible guilt, act like pro- 
fessional spies or a chronic criminal, and refuse to 
answerquestions or take part in policequestioning tech- 
niques which lead so many to inevitableself destruction. 

A useful extra chapter could have been included 
giving some of the existing literature and theories 
on how and why the brain function of man can be so. 
reversed that, though when well he seeks to avoid 
punishment, when put into certain states of brain 
activity by physical or psychological pressures he 
becomes intent on destroying himself ‘voluntarily’. 
This book mostly sticks to reporting how it is done 
with very little attempt at explaining how it works. 

The problem of how far one can go in inducing a 
process of breakdown, making forced confessions into 
‘voluntary’ ones, so that 80 per cent of the present 
police convictions, based on statements by suspects, 
can continue, is a very difficult one, as indeed are all 
the questions raised in this book. 

WiLLIAM SARGANT 


CHILDREN 


The Scope of Child Analysis. By VICTOR SMIRNOFF. 
Routledge and Kegan Paul. 1971. Pp. 233. 
Price £3.00. . 

'This book has been written by a training analyst 
of the Association Psychanalytique de France, and 
translated into English by Stephen Corrin. 

The author wrote ‘for those who . . . try to under- 
stand man's relations to the outer world and to his 
own self, and their unconscious roots'. The aim of the 
book is twofold: (1) To present an account of child 
analysis which would dispel certain misunder- 
standings; (2) To show certain limits of its applica- 
bility. To this end, Dr. Smirnoff evaluates the theo-. 
retical background and practice of two schools of 
analysis in particular, that of Anna Freud and that 
of Melanie Klein. Non-analysts will find this book 
heavy reading, but will appreciate this first publica- 
tion ofa work unifying 'the various clinical approaches 
and theoretical points of view’. There is a twelve page 
bibliography and an index. 

STEPHANIE M. LEESE. 
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Childbearing Psychology. By Franx WEsLEY. 
Behavioral Publications. New York. Pp. 243. 
Price $8.95 (hardbound); $4.95 (paperback). 


The aim of this book is to show Child Rearers, be 
they parents, nurses or students in children’s homes, 
how the theories of academic psychology are relevant 
to their daily problems. In the first half general 
principles such as those of learning, methods of 
training and retaining and the relevant parts played 
by heredity and environment are described. The 
second half shows how these theories can be used to 
help with either general problems including Breast or 
Bottle, Contact Love, Bedwetting and Play. Usually 
Dr. Wesley finds there is no one answer though for 
bedwetting only the electric pad is recommended. 
The author, a psychologist, personally favours the 
behaviouristic approach rather than regimes based 
on the work of Freud or Piaget. The book is clearly 
written and would be of use to those looking after 
children who wish for an elementary account of the 
principles underlying much of the advice given by 
professional counsellors such as family doctors, 
psychologists and social workers. 

R. F. BARBOUR. 


The Empty Hours. By Maurren Oswin. Allen 
Lane, The Penguin Press. 1971. Pp. 216. Price 
£2.50. 

This book is devoted to a disclosure of poor 
standards of child care which, according to Miss 
Oswin, still exist in some hospitals providing long term 
care for children with mental and physical handicaps. 
The book, after a short historical survey of develop- 
ment of care services in this country and the relevant 
legislation, describes the care which children get in 
hospitals and in special schools, examining in detail 
the activities of children during a weekend. The 
investigation was carried out in two wards in hospitals 
caring for children, some with physical and some with 
mental handicaps and some with both, and contrast- 
ing with two small residential schools run by voluntary 
societies. 

Striving to improve the quality of life of children is 
a worthy aim deserving the fullest support. It is a 
pity, therefore, that the author has allowed her zeal 
to run away with her into a crusade against institu- 
tional care, reducing the problem to a presentation 
of the issues involved in terms of ‘goodies and baddies’. 
The selection of two small schools and two wards for 
comparison and anecdotal examples of rigidity in 
elderly nursing staff, though having an emotional 
impact, is not likely to carry much conviction to 
people used to more critical evaluation of data. 

A. SHAPRO. 
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MENTAL RETARDATION 


A Study of the Early Development of Mongols. 
By VALERE A. Cow. Oxford: Pergamon Press. 
1970. Pp. 110. Price £3.00. 


Although the aetiology of Down’s syndrome is still 
largely unknown, mongolism is one of the few 
examples of mental subnormality which are recog- 
nizable at birth and have a predictable course. In 
this book, a thorough and standardized neurological 
and psychological follow-up study in the first ten 
months of life of 79 cases of Down's syndrome is 
presented, based on a representative sample from the 
population of two areas south of London. In 66 cases 
chromosome analysis was carried out, 64 babies had 
a karyotype consistent with primary autosomal 
trisomy G and 2 had translocations. 

The predominant neurological sign found was 
hypotonia, although there was some decrease of the 
hypontonicity throughout the developmental course. 
The other neurological responses also seriously 
impaired were the traction response, antigravity 
response in ventral suspension and the patella reflex. 
The dissolution of the Moro response was delayed. 
"These findings are not unexpected since they may be 
linked with hypotonia as the common cause. The 
neurological findings are well described in the book 
and fully documented in the appendices, which take 
up one third of the book and where the raw data are 
also given. 

It is very regrettable, however, that the study did 
not include a control group for the comparison of 
patients with normal development. In the absence of 
such a group the author relies on normative data 
reported in the literature, which are often inconsistent 
and inconclusive. 

The psychological assessment was based on Piaget’s 
sensorimotor test and Nancy Bayley’s test (DMQ and 
DIQ), which were carried out repeatedly during the 
course of development. The last section of the book 
deals with the statistical treatment of the data. 
Correlation and factor analyses have been carried out. 
Intercorrelations between the neurological items and 
between the neurological items and psychological 
items became progressively more clear-cut as time 
went on, being the highest at the ten-month exami- 
nation. 

Unfortunately, the social conditions of the patients' 
families are not mentioned. Obviously they have been 
crucial in the developmental course of these patients. 
It is to be hoped that the author will present these 
data in a future publication. 

No doubt this book will be of interest and will be 
helpful for all who are concerned with infants suffer- 
ing from Down's syndrome. The title is, however, 
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somewhat misleading because the focus is mainly on 
the neurological development in infancy of mongols 
and not so much on other aspects of their develop- 
ment. 

H. F. R. PRECHTL. 


Mental Retardation and its Social Dimensions: 
Studies of the Child Welfare League of 
America. By MARGARET Apams. American 
University Publishers Group Ltd. (for Columbia 
University Press). 1971. Pp. 315. Price £4-75. 

Written by a social worker who has a deep and 
sensitive perception, based on years of experience of 
the needs of the mentally handicapped, this text is an 
admirable sequel to the author's first book The 
Mentally Subnormal : The Social Casework Approach. 

Although this book is from America, the value of 
the text is little affected by the occasional parochial 
approach. Three traditional patterns of social work 
are described: case work, group work and com- 
munity care. Each and all may need to be invoked in 
the care of the mentally handicapped. The needs to 
identify and encourage assets in the individual, to 
establish adaptive patterns of behaviour in the 
family and society, to be available at times of crisis 
and to give practical support are all part of a refresh- 
ing and positive approach to the subject and must 
surely be part of the secret of the author’s success. 

All those involved in the rehabilitation of any 
dependent or minority group within a society as 
complex as ours should have access to this book. 

J. BICKNELL. 


GENERAL 


Treatment and Care in Mental Illness. Edited 
by Eprrn RupiNGER. Consumers’ Association. 
London. 1971. Pp. 173. Price 75p. 

This entirely sensible book describes what psychi- 
atric treatment is like, what is available, and the 
pathways into it. It gives an account of what is likely 
to happen in a ‘typical’ N.H.S. or Local Authority 
service, describing alternative patterns, and not 
pretending that everything that ought to be available 
always is. Clear, readable and coherent (no small 
editorial achievement in a work whichzno doubt 
began as a series of drafts by different hands) the 
chapters deal with: People and Places, Drug Treat- 
ment, Psychological Treatment, In-patient and Day 
Patient Treatment, Old Age Psychiatric Illnesses, 
Compulsory Admission, Community Care and After- 
Care, and Private Treatment. It is realistic, and so far 
as is possible non-partisan. The book excludes Child 
Psychiatry and Mental Handicap, and one hopes 
that C.A. mean to tackle these topics later. It should 
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be widely read, and can do nothing but good, and 
C.A. deserve to be congratulated on pulling off yet 
another success in a tricky field. 

Tom ARE. 


Handbook of Psychiatry. Edited by P. SoLomon 
and V. D. Patou. (and edition.) Blackwell 
Scientific Publications. 1971. Pp. 650. Price 
£3-70- 

The second edition of this handbook follows closely 
upon the first edition (1969), and there is now also a 
Spanish edition. References have been brought up 
to date, and these are numerous and useful. However, 
the book remains uneven. Thus, there are excellent 
chapters on Epidemiology and on Normal and 
Abnormal Sexual Behaviour. On the other hand, no 
standard case-taking scheme is offered (the authors do 
not believe that there is a right way of taking a 
history!) The Schizophrenias, referred to as ‘the 
commonest of mental illnesses’, are treated with very 
little reference to the various modalities of rehabili- 
tation. Anorexia Nervosa is described as having a 
40 per cent mortality rate. MAOI drugs are consi- 
dered merely out of historical interest. 

Like all ‘Concise Handbooks’, this book is ideal 
for those who do not like reading in depth. But what 
about the usefulness of the knowledge thus imparted? 

S. K. Lrrrmann. 


Community Mental Health: Myth and Reality. 
By Awruowv F. Panzetta. London: Henry 
Kimpton. 1971. Pp. 197. Price £3.05. 

It is not often that one can claim to be uniquely 
qualified to review a particular book. With as much 
modesty as I can muster I make such a claim now. 
Some years ago I worked at Temple University 
Hospital whence this book emanates. I lived in 
North Philadelphia, the catchment area concerned 
in this experiment in community mental health, and 
can testify to the sociological structure, or chaos, that 
obtains there. Furthermore, in 1965 (Rollin, 1966), 
I read a paper to the College of Physicians of Phila- 
delphia in which I described the pitfalls in com- 
munity care in Britain, but my warnings seemingly 
fell on deaf ears. 

It gives me no satisfaction to read that the same 
sort of frustrations, disappointments and disillusion- 
ments that have befallen our efforts here have been 
duplicated at least a decade later in the U.S.A. 
Dr. Anthony F. Panzetta writes as someone who ‘for 
the bulk of this book has been more critic than 
creator’. There is more than a tinge of bitter aloes in 
his ink which flavours the many epigrams illuminating 
the pages. Take, ‘It seems axiomatic for govern- 
mentally-funded health programs never to get 
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beyond the squeakiest wheel’, for example. Or, 
‘Community psychiatry has committed itself to “the 
community” and to “mental health" without know- 
ing what either of them are’: or, ‘The multidisci- 
plinary system is really an undisciplined non-system 
more often than not’. All his epigrams indeed have a 
familiar ring on this side of the Atlantic, it need 
hardly be added. 

Americans arc nothing if not enthusiastic and it is 
likely that they have gone further than we have in a 
headlong effort to keep up with the psychiatric 
Joneses. They have learned little from us but perhaps 
it is not too late for us to learn something from them, 
or at least from Dr. Panzetta, particularly at this 
critical time in the affairs of our mental hospitals 
which stand in danger of sacrifice on suspect evidence 
to the fashionable concept of community care. 'In 
and of itself a hospitalization rate is meaningless. 
Certainly it can be manipulated to one's wishes by 
either pushing the discharge rate or by making 
admission more difficult. These are more realistically 
administrative devices to achieve administrative goals 
and not to be confused with therapeutic devices to 
achieve clinical goals’, he says. And so say many of us. 

Henry R. Rorum. 


REFERENCE 
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Experimental Approaches to Psychiatric 
Diagnosis. By T. A. BAN and H. E. LEHMANN. 
Charles C. Thomas. 1971. Pp. 119. Price 
$10.75. 

Reading through this small volume one can only 
admire the sheer patience, persistence, integrity and 
industry of the authors recognizing the hazards and 
pitfalls they must have encountered in a long, 
complicated encounter with clinical research. How- 
ever one cannot help noting the points at which they 
-have failed to overcome many well known problems. 

They set out to examine groups of psychiatric 
patients, both acute and chronic, as well as a small 
number of normal controls using various psycho- 
metric, psychopathological, conditioning and psycho- 
pharmacological procedures. Each chapter gives a 
detailed account of an experiment or a group of 
experiments and one notes the integrity of the 
authors, who do not hesitate to describe doubtful or 
disappointing results. However, the authors can be 
faulted on some of their criteria, for example, the 
undefined use of diagnostic labels, when it is a sad but 
widely known fact that such terms as personality 
disorders, acute schizophrenic reactions, organic 
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brain syndromes, do not mean the same thing to all 
psychiatrists particularly in different countries. One is 
also somewhat worried about the propriety of 
administering some of the pharmacological agents 
for test purposes without any information as to the 
willingness of patients to give consent. 

There is something in this book for junior psychi- 
atrists in training who want to look at well planned 
experimental design, as well as for those psychiatrists 
and psychologists who have a specific interest in the 
fields of psychometric and psychopharmacological 
testing. 

C. P. SEAGER. 


PERSONAL CONSTRUCT THEORY 


Inquiring Man: The Theory of Personal Con- 
structs. By D. BANNISTER and Fay FRANSELLA. 
Penguin Books. 1971. Pp. 221. Price 50p. 


The authors, being very enthusiastic proponents of 
Kellyian theory, set out to show how wide and 
exciting the range of application of the theory 
actually is. After formally stating the nature and 
content of the theory, aspects of child development, 
of social and therapeutic situations and specific 
abnormal states are examined from the personal 
construct approach. Evidence is presented, where 
available, of the validity of using such a viewpoint, 
although the authors tend rather more to emphasize 
its ‘potential’ in accounting for the results of old 
experiments and in devising new ones. Jt is not a 
book about the mechanics of the repertory grid, 
although these are mentioned briefly in passing, but 
it does attempt to utilize the grid to investigate 
situations, to measure effectiveness of therapy, and as 
a basis for predicting future behaviour. 

There is a tendency, however, for the application 
of the theory in each specific situation to be stated in 
very general and nebulous terms. It could be said that 
this is because the theory represents a way of looking 
at events rather than specifically predicting them. 
However, more explicit description of, for example, 
how it is considered a child develops his construing 
system, or the process of therapeutic modification, 
would considerably enhance the value of the book. 

E. A. Drewe. 


o 
Perspectives in Personal Construct Theory. 
Edited by D. BawwmrER. London and New 
York: The Academic Press 1970. Pp. 273. 
Price £4.00. 

The first and last of the essays in this symposium 
have been taken from the papers of G. A. Kelly; 
the rest have been written by admirers ranging from 
devout to slightly sceptical. Hinkle's exposition of 
Kelly's basic postulate and eleven corollaries reads 


BOOK REVIEWS 


like a commentary on the Sermon on the Mount by 
one of the Fathers of the Church; Holland's product 
is delicately seasoned with traces of acidulated 
criticism. 

There is plenty of diversity in other respects too. 
Salmon extends the theory to the development of 
personality during childhood in a constructive 
original essay. J. M. M. Mair's contribution *Psycho- 
logists are human too’ arouses morbid fears whether 
that statement is universally true. Laboratory experi- 
ments of the kind he describes, borrowing more 
perhaps from Laing (1961) than Kelly, could be 
psychologically hazardous to some extent; he should 
not have recommended them to others without 
having tried them out himself to see whether the 
results conformed with his expectations. 

One of Kelly’s favourite themes is that life is an 
ongoing experiment, and scientific behaviour is a 
model of human behaviour in general. His words, 
‘If we apply the science paradigm to man, we 
someday are going to catch ourselves saying, in the 
midst of a heated family discussion, that our child’s 
temper tantrum is best understood as a form of 
scientific inquiry’, are quoted by Bannister, who 
devotes his section to developing the idea. It seems 
now to have been taken quite far enough and to have 
worn rather threadbare. Psychologists may gain 
insight by regarding a temper tantrum as a form of 
scientific inquiry, but they will not improve the 
quality of their scientific inquiries by modelling them 
on the behaviour of troublesome children. 

Let us charitably suppose the book is not intended 
to be a contribution to science. Apart from Fransella’s 
laborious study of the rather disappointing results 
from a course of group psychotherapy, there is no 
attempt to produce experimental evidence in support 
of the opinions expressed; and no methodological 
development is attempted apart from Mair’s. 

As an obituary tribute to Kelly the book reads 
very well. Violet Beevers’ unforgettable malapropism 
‘obliteratory’ would be most inappropriate. Long 
may psychology continue to benefit from his influence. 

Patrick SLATER. 
REFERENCE 
Lamao, R. D. (1961). Self and Others. London: Tavistock 
Publications. 


PSYCHOLOGY 

Adolescent Rorschach Responses: Develop- 
mental Trends from ro to 16 Years. By 
Louise B. Ames, Rura W. Merraux and R. N. 
WALKER. Revised edition. Butterworth for 

Brunner, Mazel. 1971. Pp. 319. Price £4.75. 
This book presents a revision of the author's earlier 
description of the Rorschach responses of 700 
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adolescents aged from 10 to 16. The sample is not 
representative of the general population. Theie are 
100 boys and girls at each yearly age level, but the 
mean IQ is 116 and nearly 80 per cent are of pro- 
fessional or semi-professional socioeconomic status. 
The revision incorporates the authors’ additional 
experience with the test since the last edition, and 
now includes a longitudinal study of 65 children 
rather than the single pair of twins described in the 
first edition. It also includes a new method of scoring 
W differentiation, and the authors have made a 
number of revisions of the text with generally less 
tentative interpretation of clinical material. The 
book is well written and detailed and will be a 
welcome addition to the library of any psychologist 
or psychiatrist who considers the test a useful clinical 
tool. 
LAWRENCE BARTAK. 


Penguin Modern Psychology Readings by 

Penguin Books Ltd.: 

Motivation. Edited by Darsm Brvpra and JANE 
STEWART. 2nd edition. 1971. Pp. 537. Price 75p. 

Early Learning and Early Experience. Edited by 
W. Slucking. 1971. Pp. 416. Price 7op. 

Attitudes and Behaviour. Edited by Kerry 
Tuomas, 1971. Pp. 366. Price 6op. 

Books which contain nothing that has not been 
already published, and where the direct editorial 
contribution is barely evident at all, present a 
problem for the reviewer. Each of these three books 
contains approximately eight pages of editorial 
comment, which is too little to be of any real value 
and, in my opinion, diminishes the value of the 
works. 

The books themselves are simply collections of 
existing publications, most of which would rate as 
‘important contributions’ in the reading lists of 
University courses in Psychology. They generally 
cover an extensive time span, and include a generous 
coverage of up-to-date material. 

The convenience of having this kind of information 
in a compact form, without the need to consult the 
journals, will have considerable appeal, and no 
doubt some will feel that 60—75 pence is not too much 
to pay for this facility. One would hope that this 
trend does not lead the reader to assume that the 
result is the most effective distillation possible, or 
that the journal pages need no longer be turned. 

H. R. BEECH. 


PSYCHODYNAMICS 
The Ego and its Defenses. By H. P. LAUGHLIN. 
Butterworth, for Appleton—Century-Crofts. 
1970. Pp. 570. Price £6.75. 
Psychiatric theory and clinical practice have 
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utilized the findings from three bistorically consecutive 
phases of psycho-analysis: instinct or drive theory, 
ego psychology and interpersonal or object-relations 
theory. Of these the concept of the ego coping with 
(defending against) internal and external causes of 
anxiety is the most widely used, even by psychiatrists 
out of sympathy with psychodynamic ideas. It is 
difficult to imagine the formulation of a psycho- 
neurotic or personality disorder being free of refer- 
ences to ‘repression’, ‘denial’, ‘projection’, ‘identifica- 
tion’, and the like. Anna Freud’s lucid book The 
Ego and Mechanisms of Defence, written in 1936, is one 
of the classic psychiatric texts. 

In the book under review Laughlin has attempted 
to write for the ego defences the equivalent of 
Samson Wright’s Applied Physiology. But whereas that 
book, with its lists and didactic teaching, brought 
clarity to its subject (despite criticism from the 
academics), Laughlin’s book unfortunately makes a 
potentially clear subject unclear, a simple subject 
tortuous, a fascinating subject boring. The dozen or 
so usually accepted defences are divided and sub- 
divided; the author introduces terminology of his 
own which adds yet more long words to psychiatry, 
but little else; and the several hundred case studies 
overwhelm rather than illustrate. At the end of each 
chapter cross-reference is made to other books of the 
author's—an irritatingly self-centred device. 

Although the expert may use this book for refer- 
ence, it cannot be recommended to the psychiatrist 
in training. > 

SipNEY Crown. 


Emotional Growth, Psychoanalytic Studies of 
the Gifted and a Great Variety of Other 
Individuals. By PHYLLIS Greenacre. Volumes 
I and II. International Universities Press Inc. 
New York. 1971. Pp. 863. Price $25.00. 


These two volumes are dedicated to students of 
psychoanalysis, who will find the forty papers dating 
from 1947 useful, especially Part I (Clinical Studies 
of Development) and Part III ( Psychoanalytic 
Therapy and Training). Prospective trainees will 
learn that the qualities of a good training analyst are 
not yet firmly established, that research into the 
nature of ‘mental health’ is necessary (some authori- 
ties expect candidates to have neurotic problems 
because they are supposed to motivate the desire to 
become an analyst), that the effects of *dropping' 
students should be better evaluated, and that the 
duration of a training analysis may be short or 
indefinitely long. Those who are not psychoanalytic- 
ally minded may nevertheless find Part IT (Studies in 
Creativity) interesting reading, particulatly those on 
Jonathan Swift and Lewis Carroll. However, all the 
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ingenious talk in the world about anal and oedipal 
levels, penis awe, castration fears, exhibitionism, 
scotophilia, valuation of the stool and so forth, 
cannot solve the problem of creative genius. Psycho- 
analysts and students of art should not forget that 
Freud wrote at the end of his Essay on Leonardo da 
Vinci: 

“We are obliged to look for the source of the 
tendency to repression and the capacity for sublima- 
tion in the organic foundations of character on which 
the mental structure is only afterwards erected. 
Since artistic talent and capacity are intimately 
connected with sublimation, we must admit that the 
nature of the artistic function is also inaccessible to 
us along psycho-analytic lines,’ 

Enthusiastic students will find the bibliography of 
over 400 items helpful. 

I. Ark. 
REFERENCE 
Freup, S. (1957). Standard Edition, Vol. XI, p. 196. 
(The Hogarth Press.) 


RAPE 


Rape: Offenders and Their Victims. By Joun M. 
MacDonatp. Charles C. Thomas. 1971. Pp. 342. 
Price $14.00. 

The world of forensic science has for a very long 
time been preoccupied with murder in its many 
guises, and a very large literature surrounds the topic. 
Surprisingly, other serious offences have been much 
less intensely studied. Rape, the subject of Professor 
MacDonald's latest book, has been somewhat 
neglected by the psychiatrist. We are told that this 
fairly substantial volume is ‘no armchair theoretical 
or philosophical study of rape. It was written in 
police cars, in the detective bureau of a city police 
department, in the interviewing rooms of a county 
jail and state penitentiary’. Certainly it is packed 
tight with case histories given by both victims and 
offenders. Unfortunately, it makes no attempt at a 
scientific evaluation of the data available. This is a 
pity because it is clear from the number of cases 
quoted that Professor MacDonald is a man of rare 
energy and wide experience. 

The scanty previous literature on rape is brought 
into the text, but the reader is led through all the 
ramifications of the legal definitions in the United 
States, including the problem of statutory rape, 
which is intercourse with a girl under the age of 
consent, which varies from 7 years of age in Delaware 
to 21 years in Tennessee; a discussion of the victim- 
ology; a discussion of the probable psychology; and 
a description of various types of rape such as group 
rape. 
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Because the author is preoccupied with all the 
details of the cases he has seen he frequently gets 
bogged down in specific anecdotes. In addition, he 
tends to be repetitive; for example, the various types 
of resistance and compliance by victims are dealt with 
in several different places. The reader has to work 
hard to read all of the 322 pages of text. Further, we 
are treated to MacDonald's personal prejudices about 
sex education for children: he advocates bathroom 
privacy and bedroom modesty as part of his ‘ primary 
prevention’ programme designed to lower the 
incidence of serious sexual psychopathology among 
men. If only authors could refrain from homilies 
based on uncorroborated pet theories! 

These deficiencies apart, this is the best book on 
rape I know in the field of forensic psychiatry, and 
anyone in the sub-speciality should certainly read it; 
it gives a good guide to the flimsy literature and has 
some interesting things to say. 

Joun Gunn. 


THE THERAPEUTIC GOMMUNITY 


Administrative Therapy: The Role of the Doctor 
in the Therapeutic Community. By Davom H. 
CLARK. Tavistock Publications. 1971. Pp. 160. 
Price 75p. 


Since its first appearance in 1964 this volume has 
become widely known as a classic account of psychi- 
atric hospitals run and administered on therapeutic 
community lines. Its first appearance as a Social 
Science Paperback is, therefore, a welcome event 
which is all the more timely in view of the growing 
tendency to replace the larger mental hospitals by 
psychiatric units in general hospitals. Whilst the 
principles and practice of administrative therapy were 
developed in mental hospitals and specialized units, 
it is vital that the same principles are applied in any 
unit for psychiatric patients, a task which presents 
special problems if the unit is part of a general 
hospital. 

David Clark stresses the need to assess the nature 
of the institution in which the patients are looked 
after, and discusses in detail how the roles of the 
doctors, non-medical staff and patients need to be 
changed and kept under active scrutiny by the 
administrative therapist if the wards and the hospital 
as a whole are to function to the best advantage to 
the patients within it. He pays equal attention to the 
social, interpersonal and psychotherapeutic aspects, 
and places due emphasis on psychodynamic under- 
standing and group processes. Special consideration 
is given to the training and tasks of the medical 
administrator, whose therapeutic function must 


581 


remain central; to establish and maintain communica- 
tion among patients and staff becomes one of his 
main tasks, and he must combine his leadership role 
with flexibility and readiness to accept criticism and 
the need for change. 

The book, which is written in a lucid style, illustra- 
ted by lively practical examples, is a pleasure to read ; 
it should be obligatory reading for anyone concerned 
with the care of patients in psychiatric units wherever 
these may be situated. 

Hewz Worrr. 


MATURITY 


Emotional Maturity. The Development and 
Dynamics of Personality and its Disorders. 
By L. J. Sau. Blackwell Scientific Publications, 
for J. B. Lippincott Co. Third edition. 1971. 


Pp. 398. Price £6.25. 


The problem of emotional maturity is of interest 
not only to psychiatrists and educational psycho- 
logists, but to all who are involved with adolescents 
and young adults, i.c. to teachers, social workers, 
probation officers and magistrates in Juvenile Courts. 
In their professional capacity all these persons meet 
daily with young people who either come on their 
own accord to seek advice, or are sent by various 
authorities for a decision on how to deal with their 
many problems. The magistrates, who are called 
upon to 'dispose' of juvenile delinquents, are usually 
ill-equipped for this task—not having a proper 
understanding of the emotional development, nor a 
fundamental knowledge of developmental psychology. 
Hence they, more than any profession, would benefit 
from a study of this subject. 

Dr. Saul’s monograph, with its lucid style and clear 
exposition of the subject matter, makes very enjoyable 
and rewarding reading. In spite of being very com- 
prehensive, covering most aspects of emotional 
maturation and of its various disturbances, the work 
is written in a simple and plain language, without 
any ‘scientific’ jargon, and should be easily under- 
stood by any non-specialist reader. It is richly 
illustrated by clinical examples, facilitating under- 
standing of all the complex problems. Because of 
these qualities, it may be highly recommended to the 
medical, educational, legal and socially interested 
reader. 

There are only two minor remarks to be made 
regarding the technical editing of this book: one 
would welcome a better quality paper, and a more 
careful numbering of references (e.g. reference 109 
on p. 13, reference go on p. 17, etc.). 

Nancvz LUKIANOWICZ. 
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MISCELLANEOUS 
A Psychiatric Odyssey. By JuLes MASsERMAN. 
Pp. 624. 1971. Science House. Price $12.50. 

Odyssey seems an unlikely word to indicate a life 
of productive research, practical achievement, high 
reputation and trust. But perhaps Professor Masser- 
man sees himself as a psychiatric Ulysses, beset with 
strange perils by land and sea. In his Prologue he 
does indeed recall the *puzzlement, patience, pain 
and pride' he experienced in 'a strenuous, traumatic, 
ecstatic, peripatetic and partially fulfilling pro- 
fessional life'——'forty years of the vagaries, vices, 
vicissitudes, and vicarious victories of a vagrant 
psychiatrist’. Like other autobiographers he is 
entitled to be egotistical and to seize the opportunity 
to pay off old scores, justifying himself to posterity—a 
privilege of which he takes reasonable advantage. In 
the main his apologia is frank and generous, record- 
ing his successes without false modesty and his 
discomfitures without rancour. 

Dr. Masserman has obviously enjoyed writing 
letters; he takes trouble about the form as well as 
the content, and the correspondence so very copiously 
reproduced here throws light on many interesting 
encounters and opinions. He has been a prominent 
psychoanalyst but not an undeviating one; his close 
association with Franz Alexander, Percival Bailey, 
and Roy Grinker attests this. During the violent 
controversy about training that rent the American 
Psychoanalytic Association, he wrote ‘the best way to 
eliminate arbitrary discrimination, cultism, and 
narrow indoctrination from this field is to set up 
broadly integrated psychoanalytic training centres 
under university auspices’. His views on treatment, 
already documented in his books and articles, are 
here concisely restated. When asked in a postgraduate 
course, ‘Do you supplement psychotherapy with 
physical therapy?’ he replied, ‘. . . If you refer to the 
induction of Metrazol or Indoklon convulsions, 
decerebrating electroshock or other such drastic and 
destructive measures—I put these in the same class 
as supposedly curative medieval tortures for witch- 
craft. ..’. 

In the twelfth chapter of his book he reviews his 
laboratory research on animals, and the bearing of 
such biodynamic studies upon the treatment of 
human beings. These reflective passages not only 
remind the reader of Dr. Masserman’s positive and 
sustained contributions to research but also outweigh 
the somewhat unedifying though racy chronicle of 
quarrels (like that with Dr. Moreno) and the minor 
errors of fact, especially in Chapter 6. Among the 
many diverting passages Dr. Masserman’s mock- 
serious psychosomatic analysis of ingrowing toe-nail 
ranks high. AUBREY LEWIS. 
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Emotional Problems of the Student. By 
GRAHAM B. Bram, JR. and Caries C. 
McArruour. (Second edition.) London: Butter- 
worths. 1971. Pp. 385. Price £3.00. 

~ Why does a College need a Psychiatrist ? This book 

attempts to answer that question and consists of a 

collection of articles by authors, most of whom work 

in the Harvard University Health Service as psychi- 
atrists, psychologists or counsellors. 

We may wonder, with the editors, if the Harvard 
experience can be applied to any College outside the 
Ivy League, let alone outside the U.S.A. We read that 
Harvard employs eight full-time psychiatrists dealing 
with an annual referral rate of 1 in 10, and that the 
suicide rate is 1°5 in 10,000. Special high level 
intelligence tests have to be devised, as Harvard 
students hit the ‘ceiling’ on standard tests, and the 
authors state that ‘the need for psychotherapy is well 
known and widely accepted'. However, anyone 
working with students anywhere will immediately 
recognize the various problems described, and many 
of the case reports will be strikingly familiar. 

The first nine chapters cover general problems, 
including apathy, suicide and drug abuse. They are 
easy to read and informative, and offer practical 
suggestions for therapy. The next five are of special 
interest as they discuss difficulties relating to studying. 
For example, Chapter 12 gives amusing but pertinent 
advice on note-taking and passing exams. The last 
four chapters concern the special problems of women 
students, graduate students, business school students 
and medical students. ` 

There is a lack of knowledge about the problems of 
the post-adolescent in general and of students in 
particular. This book presents the common syndromes 
clearly and recognizably. The final chapter on 
therapy is particularly helpful; it discusses the various 
forms of therapy available, and also gives a straight- 
forward account of how short-term psychotherapy is 
actually conducted. 'This could readily be understood 
and utilized by therapists other than psychiatrists. 

Anyone working with College students will find this 
book interesting, and its general discussions deserve a 
wide audience. 

R. E. S. James. 


Body and Mind. By Kerru CAMPBELL. Macmillan 
Press Limited. 1970. Pp. 150. Price £1.95. 


After exploring a number of variants of the 
philosophical approach to this problem, Campbell 
indicates his agreement with those who feel that 
man's brain may never be able to understand itself. 
This would appear to be true if this volume is to be 
taken as a criterion, and if the author's approach 
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were the only onc available. His study, intended as 
an introductory philosophy text, is a paradigm of the 
philosophical method, and unintentionally demon- 
strates its lack of utility. Interested readers will find 
the bibliography an excellent and comprehensive 
list of references and materials. 

The theorist in the field of human behaviour is 
probably well-advised to search for an answer, non- 
philosophically, by combining current concepts in the 
neurophysiology of perception, cognition, and affect, 
with a study of language with its inherent capacity for 
amplifying otherwise minor errors. Then, carefully 
bearing in mind the dangers, he can explore the 
significances of the mind-body problem, not as a 
philosophical exercise, but as a manifestation of man 
as the dichotomizing animal. Driven by his need to 
reduce in ambiguity his fantasies of reality, homo 
stultissimus remains his own most intriguing problem. 

W. C. ELLERBROEK. 


Association for the Prevention and Treatment 
of Offender Monographs: (1) Massachu- 
setts Court Clinics. 1970. Pp. 19. Price 
$1.75. (2) New York APTO Therapists’ 
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Report. 1970. Pp. 39. Price $3.50. (3) The 
Court and the Expert. 1971. Pp. 54. Price 
$3.50. Published by International Journal of 
Offender Therapy. 

These three collections-of papers deal with the 
preparation of psychiatric assessments and reports on 
offenders, and with the recommendation and imple- 
mentation of psychiatric treatment. Predominantly 
American, but with some contribution from Europe, 
the papers reveal a lack of agreed criteria among 
experts, as well as considerable variations in the legal 
setting and purposes for which reports are required. 
Monograph g includes descriptions of reporting to 
juvenile courts by a London remand home for 
girls, psychiatric reports for the California parole 
authorities, and reporting by specialist court clinics 
in Massachusetts. 

Diagnostic standards and forms of treatment 
considered suitable for offenders, most of whom 
suffer a range of non-psychotic personality disorders, 
vary with the attitude and experience of the psychi- 
atrist. Monograph 1 includes a favourable account 
by F. E. Whiskin of the results of enforced psycho- 
therapy with adolescents. D. J. Wzsr. 


Brit. J. Psychiat. (1972), 120, 585 


Books Received 


Encyclopedia of Psychology, Volume One, A-F; 
Edited by H. J. Eysenck, W. Arnor and R. Mem. 
Search Press. Price £8.00. 

The Psychological Experiment: A Practical Accom- 
plishment. Edited by HaRorp B. Prpmaxy and 
Micuagn J. Parron. Pergamon Press. Price £3.50. 

Advances in Experimental Clinical Psychology. 
Edited by Henry E. ApAMs and WitLLIAM K. Boarp- 
MAN. Pergamon Press. Price £4-50. 

Psychoanalytic Contributions to Community Psy- 
chology. Edited by Donatp S. Musan and 
Gzorce D. GorpxaN. Charles C. Thomas. Price 
$19.75. 

Aspects on Psychotherapeutic Processes. By Erik 
GóruIND. Almqvist and Wiksell. No price stated. 

Clinical Neurology. By FRANK A. Exuiotr. (Second 
edition.) W. B. Saunders. Price £8.30. 

An Introduction to Clinical Psychiatry. By BRIAN 
Davies. International Scholarly Book Services. Price 
£1.70. 

The Sociology of Mental Disorder. By RoGER BAsrDDE 
(translated by Jean MaNet). Routledge & Kegan 
Paul. Price £3.00. 

Infantile Autism: Concepts, Characteristics and Treat- 
ment. Edited by MrauazL Rurrer. Churchill Living- 
stone. Price £53.50. 

Behaviour Therapy with Children. Edited by 
AwrHONY M. Graziano. Aldine-Atherton. Price 
$15.00. 

Art as Therapy with Children. By Eprrs Kramer. 
Schocken Books. Price $10.00. . 

Adolescent Suicide. By Sruart M. Fwon and Etva O, 
PozwANskr. Charles C. Thomas. Price $6.75. 


The Use of Lithium in Psychiatry. By Barry 
MarETZKYy and PauL H. Braoxiy. Butterworth. 
Price £5.00. 

Biochemical and Pharmacological Aspects of 
Dependence and Reports on Marihuana Re- 
search. By H. M. van Praac. De Eroen F. Bohn. 
Price Hfi. 35.00. 

Smoking: A Behavioural Analysis. By BERNARD MAUSNER 
and ELLEN S. Prarr. Pergamon Press. Price £5.50. 

Homosexuality and Pseudohomosexuality. By LIONEL 
Ovzszy. Science House. Price £8.95. 

Lives through Time. By Jack BLocx. Bancroft Books. 
Price $12.50. 

Language in Thinking. Edited by PARVEEN ADAMS. 
Penguin Books. Price 55p. 

Lies and Truth. By MancEL Evox (translated by 
BERNARD MuncuLAND). Collier-Macmillan. Price 65p. 

Community Mental Health Consultation and Crisis 
Intervention. By R. K. JanMELA Sion. Book People. 
Price $3.95. 

Dynamic Psychology of the Gita of Hinduism. By 
Satya Nanp. (Abridged edition.) Oxford and IBH 
Publishing Co. Price Rs. 20.00. 

Die Langfristige Entwicklung Oligophrener. By 
A. Moser. Springer. Price DM48. 

Kontrolle des Verhaltens: Das Lernen am Erfolg. 
By W. F. ANGERMEIER. Springer. Price DM 14.80. 
L’Hypnose et les Méthodes Dérivées. By Henri 

BARUK. Presses Universitaires de France. No price stated. 

Assignment Children. 17. Development and Educa- 

tion. United Nations Children’s Fund. Price $1.80. 


Many of these books will be reviewed at a later date. 
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. Correspondence 


8 Letters for publication in the Correspondence colums should be addressed to: 
The Editor-in-Chief, British Journal of Psychiatry, Chandos House, 2 Queen Anne Street, London, W1M 9LE. 


MENTAL HEALTH AND FREEDOM OF 
CONSCIENCE 
Dear Sm, 

In view of the lively public interest aroused con- 
cerning the above topic, I thought it might be of 
interest to your readers to know that the Executive 
Committee of the World Federation for Mental 
Health at its last meeting approved the following 
Memorandum for publication: 

There are many definitions of mental health, 
but one thing they all have in common is the 
recognition of each man's freedom of opinion 
which is based on freedom of conscience—that is, 
his right to hold and to affirm his personal moral 
values. Freedom of opinion has been attained only 
relatively recently in some countries of the world; 
in others it still has to be asserted, and in all 
countries it has to be vigilantly defended, because 
deprivation of this freedom is both an affront to 
human dignity and a severe form of mental cruelty. 
Respect for freedom of opinion has been incorpora- 
ted in the United Nations’ Universal Declaration of 
Human Rights. 

In recent years, there have been numerous public 
allegations concerning the current misuse of psychi- 
atric diagnosis, psychiatric ‘treatment’ and en- 
forced confinement in psychiatric institutions of 
persons whose only 'symptoms' bave been the 
avowal of opinions disapproved of by their society. 
These accusations have been directed in particular 
—though not exclusively—against the alleged 
incarceration of political dissenters in prison 
mental hospitals in the U.S.S.R. 

The World Federation for Mental Health 
resolutely opposes any such abuse of psychiatric 
procedures, and calls on its Member Associations 
throughout the world promptly to investigate all 
such allegations and to defend the individual's 
freedom of opinion where it appears to be threat- 
ened. The Federation also calls on the mental 
health professionals and the Governments of 
countries where there are no voluntary Mental 
Health Associations to investigate all charges of the 
misuse of psychiatric procedures for political ends, 
and to demonstrate convincingly to the world that 
such practices are not condoned in principle nor 
allowed to continue where they are shown to have 
occurred. 
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The Memorandum was passed nem. con., with one 
abstention. 
G. M. CARSTAIRS, 
Past President, W.F.M.H. 
University Department of Psychiatry, 
Royal Edinburgh Hospital, 
Morningside Park, 
Edinburgh, EH 10 5HF. 


TRIBUTE TO DONALD WINNICOTT 
Dear Sm, 

Inthe tribute to Donald Winnicott at the N.A.M.H. 
meeting, which Dr. Kahn reproduced in his letter in 
the Journal for January 1972 (pp. 119-20), the 
‘squiggle’ is described as ‘a very simple device for 
communication between two people. Each takes a 
small piece of paper and produces a scribble . . . and 
then the papers are exchanged'. 

In fact, Dr. Winnicott described the squiggle game 
in the first case in his Therapeutic Consultations in Child 
Psychiatry as follows: 

‘I shut my eyes and go like this on the paper, and 
you turn it into something, and then it is your turn 
and you do the same thing, and I turn it into some- 

2 , 


This technique allows for much more concentra- 
tion on what each is doing and avoids the introduc- 
tion of a gratuitous competitive element. 

Dr. Kahn comments that there is the accepting of 
something which is apparently chaotic. Dr. Winnicott 
put the same point in one of his characteristically 
vivid phrases: ‘If you want to learn from me, you will 
have to dig from chaos.’ Dr. Winnicott's ability to 
persist in tolerating his patient's chaos without 
premature intervention, together with his prepared- 
ness to expose himself, facilitated a truly therapeutic 
consultation. 


118 Harley Street, 
London, WIA 14G. 


PERRY CALWELL. 


PATIENTS WHO LAPSE FROM GROUP 
E PSYCHOTHERAPY 
DEAR SR, 

Sethna and Harrington (Journal, July 1971, 
pp. 59-69) describe the phenomenon of lapsing from 
group psychotherapy. They are apparently not 
concerned with ways of predicting suitability for 
group treatment. However, the ‘non-starters’ at 
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least must be considered wasteful of resources, and it 
would bc of interest to know characteristics of these 
patients which might help to predict unsuitability. 
Ideally, a prospective study is indicated; however I 
wish to report results based on very simple data (age, 
sex, marital status and number of siblings) which 
werc routinely collected from a sample made up of all 
patients treated in the last four years at this hospital 
in weekly out-patient groups of an analytical type. 

It seemed likely on an intuitive basis that success 
in group therapy would be associated with the size 
of family that the patients came from. In particular 
it was expected that the pattern of lapsing of patients 
without siblings (only children) would be different 
from that for patients with siblings. 

The sample of 151 patients was divided into sub- 
sub-samples: (i) non-starters who attended a total of 
six or less sessions; (ii) long stay patients who attended 
25 or more sessions; and (iii) intermediate categories 
who attended for 7—12 sessions and for 13-24 sessions. 














TABLE I 
Pattern of lapsing 
Number of sessions attended 
Total 

25 or 

1-6 7-12 13-24 more 
Only children 12 I 4 15 32 
Patients with sibs 26 27 27 39 119 
Total .. 38 28 31 54 I5I 





x for only children (intermediate categories merged) —- 
7:57; d.f. —— 2; p —— less than 0:05 


The pattern for only children is clearly bimodal 
and quite different from patients with siblings (Table 
I). There are therefore two quite separate kinds of 
only children—one kind that is unusually suited to 
groups, and the other kind who apparently cannot 
tolerate the presence of others in their treatment. 











Taste II 
Marital status 
' Only children 
(no. of sessions) 
Total 
250r sample 
1-6 724 more 
Single E zs 5 5 14 114 
Married, widow 
separated ordivorced 7 o I 37 
Total oe ee I2 5 I5 I5I 
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What, if anything, will distinguish between these 
two kinds of children? Table II shows the propor- 
tion of only children who are or have been married. 
It is very striking that all except one of the only 
children are non-starters. 

It can be tentatively suggested that married only 
children should be considered less suitable for group 
therapy. 

It is also interesting to consider psychodynamic 
aspects of the personalities of only children. On the 
basis of whether they stay or drop out of groups they 
can be labelled as ‘sociable’ or *unsociable'. The ‘un- 
sociable! (non-starters) presumably seek to preserve 
the characteristic situation of their families of origin 
and to exclude others who could represent siblings 
from intimate relationships. They seek exclusive 
relationships, and of course it is these ‘unsociable’ only 
children who marry. Their problem is that they 
cannot share—as a result one would expect that the 
marriages would be characterized by a dependency 
relationship, that there may be abnormal jealousy, 
and that there would be less likelihood of children 
from the marriages. 

The ‘sociable’ only children are very different. 
They appear to avoid exclusive relationships and 
cannot pursue one to the point of marriage. One 
might expect that their childhoods and lives have 
been dominated by guilt about the absence of 
siblings, so that they are compelled to share. 

R. D. HiNsugLwoopn. 
Marlborough Day Hospital, 
38 Marlborough Place, 
St. John's Wood, 
London, N.W.8. 


COMPATIBILITY OF MAOI AND OTHER 
PSYCHOTROPIC DRUGS 
DzaR Sm, 

Man and Aleem (Journal, Jan. 1972, p. 120) 
state that they read my paper (1) with interest, but 
also, apparently, without understanding. The paper 
was concerned with the use, not the misuse, of 
combined antidepressants. It is difficult to see what 
relevance the drug history of their patient has to 
the administration of drugs under proper medical 
supervision or indeed to the whole question of the 
compatibility of the MAOI’s and tricyclic anti- 
depressants. 

Schuckit et al. (2) do not report the combination of 
tricyclic drugs and MAOT's to be effective, they 
report it to be sqfe—when used orally in normal 
therapeutic doses. The case under discussion is of 
course just another example of the numerous red 
herrings they have so carefully snarled. 
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Your correspondents warn that ‘great danger 
indeed exists in combining the tricyclic drugs and 
MAOT’s in large dosage’, and then go on to report 
in support of this statement a case where a patient 
has received not a large dose but a gross overdose of 
one of the drugs. 

Their patient received up to 180 mg. of phenelzine 
daily for ten days; a large enough dose to account for 
all of the adverse effects observed even if the patient 
were not receiving any other drug. Of course the 
addition of 75 mg. of amitriptyline daily no doubt 
ensured the certainty of disaster. 

180 mg. of phenelzine daily is more than twice the 
maximum recommended dose and four times the 
usual starting dose even when used alone. It is twelve 
times the reasonable starting dose when used in 
combination with amitriptyline (1) (2). 

This case adds no new information to our know- 
ledge of the dangers of any of the drugs involved, but 
it does underline the importance of ensuring that 
there is careful medical management and control 
when powerful and potentially lethal drugs of any 
nature are prescribed. 


FRANK W n 
313 Price Place, iso) 


Madison, 
Wisconsin, U.S.A. 53705. 


REFERENCES 
1. Winston, F. (1971). ‘Combined antidepressant therapy.’ 
Brit. 7. Psychiat., 118, 301. 
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THE CONTINUUM MODEL OF 
MANIC-DEPRESSIVE PSYCHOSIS 
DEAR Sr, 

J. H. Court (Journal, February 1972, p. 133-41) 
has sought to reaffirm that a continuum model 
explains manic-depressive psychosis better than the 
bipolar Kraepelinian model. He draws attention in 
the continuum to a number of unipolar variables, 
namely, progressive failure of the sodium pump, 
increasing reaction time and insomnia; one might add 
increasing distractibility and  psychoticism. The 
correlation of these variables with mood is a valuable 
concept. However, it is inherently unlikely that so 
complex an illness could be modelled, as he suggests, 
on a single dimension. (Following his argument 
ad absurdum, minimal hypomania is predicted to 
alternate with maximal depression.) 

The unipolar variables from which he constructs 
the continuum are, with the exception of mood, 
primarily physiological, relating to underlying bio- 
chemistry and brain function. Conversely the bipolar 
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model is a clinical or behavioural model. These may 
not be mutually exclusive, but rather complementary. 

Bipolar changes from one clinical state to the 
other are the characteristic of this illness. They are 
obvious in mood, activity and speech, but also 
apparent in changes in superego pressures, in the 
tendency to take percepts from internal or external 
cues and the alterations in the balance of intra/ 
extrapunitive hostility. At the risk of creating a fourth 
‘model’, I would suggest that these two sets of func- 
tions, the unipolar and bipolar, seem likely to 
subserve different physiological (and/or psychic) 
phenomena. They might usefully be investigated 
against a combined axis as under: 


Bipolar Factor 
positive functions 


Normal Status Unipolar Factor 


Negative Functions 


It is likely that a complete statement to account 
for the wealth of clinical presentations would involve 
many more variables than these two groups. 

A. R. DEWSBURY. 
185 Russell Road, 
Moseley, 
Birmingham 13. 


BRAIN HYPOXIA 
Dear Sr, 

I am writing to you, as one of the Assessors for your 
Journal, to protest about the review of Brain Hypoxia, 
edited by Brierley and Meldrum, in the February 
1972 issue (p. 239). 

The review is not only unfair to contributors, 
editors and publishers of the symposium, but is 
singularly unhelpful to your readers who may want 
to know whether to get the book from a library or 
even whether to buy it. Your reviewer's criticism 
that in this volume *. . . results can be made public 
for a second (or even a third) time . . .” is unjustified. 
The book, in fact, contains an unusual amount of 
new information; for example in the section on the 
physiological and neuropathological effects of hypo- 
glycaemia in adult and new-born animals, in the 
section on the physiology of induced seizues, or in 
that on continuous monitoring of intracranial 
pressure during and after exposure to hypoxia. And 
I for one shall certainly refer students to this book, if 
they want to find out how these problems and many 
others are being tackled experimentally and clinically. 

As far as I know there has been no Symposium on 
cerebral hypoxia and related subjects for ten years. 
'These well edited and illustrated Proceedings would 
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had not been original. 


S : z 
Department of Neuropathology, ANA e BICH 


Institute of Psychiatry, 
London, S.E.5. 


Drar Sm, 

All serious physicians and research workers will 
regret the publication of your peevish and highly 
misleading review of Brain Hypoxia, edited by J. B. 
Brierley and B. S. Meldrum. 

I did not have the good fortune to attend the 
conference, but I have bought and studied this major 
and important work. It represents a Jandmark in our 
understanding of the way in which the insult of 
anoxia can damage the brain. Those who did attend 
the conference tell me that it was one of the most 
exciting and stimulating meetings of its kind. The 
delegates were all of international repute and their 
contributions are of the highest quality. 

Serious psychiatrists are daily faced with the tragic 
results of our inadequate knowledge of brain hypoxia 
and its prevention. Workers in many other disciplines 
are also involved, particularly those concerned with 
obstetrics, perinatal paediatrics, neurosurgery and 
space travel. Epileptologists have an immediate and 
practical involvement. 

The volume concerned is most beautifully edited 
and presented. Its publication is subsidized so that 
the price is remarkably low. This is a work that can 
be warmly and confidently commended to all your 
readers, except for those whose interests are limited 
to laboratory trivia. 

CHRISTOPHER OUNSTED. 
The Park Hospital for Children, 
Old Road, 
Headington, 
Oxford, OX3 7LQ. 


Dear Sm, 

I agree with both your correspondents that Brain 
Hypoxia is an excellent example of a book which is a 
collection of separate papers given at a symposium. 
It is well edited and printed, many of the papers are 
of a high standard, and Drs. Brierley and Meldrum 
can be congratulated on their production of a most 
attractive work. Nevertheless, it is only in the most 
unusual circumstances that the proceedings of a 
conference should be given wider circulation than 
among those who were actually present at it. 

In general terms, the aims of scientific publication 
are: (1) to present the results of new research work 
and to discuss them, (2) to review the work done in a 
given field, and (3) to instruct students, other 
research workers, or a wider audience in a scientific 
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subject. It is unlikely that the proceedings of a 
symposium will contain any worthwhile new informa- 
tion, because the majority of authors always first 
publish their results in reputable scientific journals. 
It is unusual for reviews to be given at such meetings, 
nor can it be maintained that a collection of papers 
from a symposium is an adequate substitute for a 
properly ordered textbook. 

In the list of periodicals which have been more 
than once quoted between 1950 and 1960 in papers 
published by the Journal of Physiology, no less than 383 
journals would be expected to accept papers dealing 
with aspects of brain hypoxia. Why add to this 
disastrous state of affairs by printing at length all the 
papers read at meetings? 

The aim of my review was to discourage the un- 
fettered proliferation of books of this kind; I do not 
regard it as either ‘unhelpful’ or ‘highly misleading’. 
Most libraries, for instance, will feel compelled to buy 
these works. I, for one, object to their resources being 
squandered in this way. 

O. G. J. LrePorp.. 
Department of Physiology, 
University College London, 
Gower Sireet, 
London, W.C.1. 


THE TREATMENT OF 
OBSESSIONAL NEUROSIS 

Dear Sm, 

Obsessional states constitute one of the most 
disabling forms of neurotic illness (1, 2). Conse- 
quently, the observation that tricyclic antidepressants 
in high dosage may bring relief to a proportion of 
patients suffering from these disorders (3)—a view 
which has received support from uncontrolled 
studies (4, 5)—is of special interest. In this com- 
munication we report a retrospective investigation 
into the long-term effects of this form of treatment 
undertaken to determine whether the findings 
justi&ed carrying out a prospective controlled trial. 

A search of the case records of in-patients and 
out-patients attending the Professorial Unit of this 
Department over the past six years revealed that only 
16 patients could be confidently diagnosed as suffer- 
ing from an obsessional neurosis. The criterion for 
inclusion were that: 

(1) ideas, images or impulses recognized as morbid 
and obtruding repeatedly into the individual's 
thought processes formed the central feature of 
the disorder; 

(2) there was a sustained resistance against the ideas 
and the acts towards which the individual was 
compelled; 

(3) they were not secondary to other conditions such 
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as anxiety state, depressive illness or schizo- 
phrenia. 
Patients with co-existent organic disorders were 
excluded. Obsessional ideas and/or ruminations 
characterized the disorder in four patients, com- 
pulsive rituals in two patients, and combination of 
both in ten patients. 

These patients had been referred to the Department 
after previous treatment had failed to be of benefit, 
and in some cases for consideration for leucotomy. 
There were eight male and eight female patients; 
the mean age at onset was 22:6 years and the mean 
duration of illness 8-6 years. Previous treatment had 
consisted of ECT (six cases), phenelzine (one) and 
chlordiazepoxide (three), and had been without 
benefit with the exception of one case in which ECT 
had brought temporary relief. 

The tricyclic drugs prescribed were imipramine 
(eleven), amitriptyline (three), desipramine (one) 
and dothiepin (one). Eleven patients received 
200-300 mg. daily, two of whom also had ECT. 
Eight of these patients were significantly improved 
one to three months later, and two unimproved. Five 
of the patients who improved had previously failed 
to respond to smaller doses (75-150 mg.). In no case 
did the compulsive symptoms remit completely. Thus 
13 of the 16 patients (81 per cent) obtained significant 
short-term relief. Moreover, despite the high dosages 
employed, side effects caused minor inconvenience in 
only two patients (blurring of vision and constipa- 
tion), and were absent in the remaining 14. 

In order to assess the long-term outcome, a postal 
follow-up was carried out. The patients were asked 
to rate themselves on a global scale of improvement, 
and the results were as follows: 


Recovered 3 (2276) 
Marked improvement 9 (6495) 
Unimproved or worse 2 (14%) 


Two patients failed to reply. Thus, of the patients 
who responded to the questionnaire, 86 per cent 
regarded themselves as significantly improved as 
compared with their state before treatment. Each 
patient, with one exception, remained on tricyclic 
antidepressants in high dosage throughout the 
follow-up period (mean 4:2 years). 

Despite the methodological shortcomings of this 
inquiry, the findings suggest to us that a prospective 
controlled evaluation of the long-term effects of 
tricyclic antidepressants in the treatment of obsessional 
neurosis is indicated. As the disorder is uncommon in 
hospital practice, such a trial might be most appro- 
priately carried out as a multicentre project. In 
addition to evaluating the efficacy of tricyclic drugs 
information might also be obtained regarding the 
relative value of different tricyclic drugs, different 
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dosages, oral and intravenous methods of administra- 
tion, and the long-term effects of medication. 


ALAN FREED. 
T. A. Kerr. 
Marti RoTa. 
University Department of Psychological Medicine, 
Royal Victoria Infirmary, 
Newcastle-upon-Tyne, NEI 4LP. 
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THE MEANING OF THE SYMPTOM IN 
NEUROSIS 
DEAR Sm, 

Lazarus (1971) has pointed out that the ‘symptom’ 
presented by patients represents internal rather than 
external problems. While this has always been the 
view of psychoanalysts, it is only very recently that 
this view has also been expressed by a behaviour 
therapist. When a patient presents a symptom, what 
he is in fact saying is that he has become aware of an 
external situation which has become anxiety- 
provoking for him, while remaining unaware of the 
significance of the symptom in terms of psycho- 
pathology. This may only become clear to him as the 
symptom is being treated. Cautela (1965) first 
pointed out that patients develop insight after 
systematic desensitization, and it may well be that 
counteracting the anxiety associated with the 
symptom allows access to the underlying causes which 
were responsible for its production and mobilizes the 
original conflicts involved. This is seen particularly 
well in phobic patients, in whom desensitization may 
uncover severe sexual problems. This way of thinking 
is contrary to standard behaviour therapy teaching, 
which argues that the symptom alone constitutes the 
neurosis (Eysenck, r960). 

In behaviour therapy literature, it is frequently 
stated that behaviour therapy leads to emotional 
recovery in the patient. If this is so, it would seem to 
be very important to examine all the facets of the 
patient’s recovery other than the symptom being 
treated. After a course of systematic desensitization it 
can be shown that many changes occur other than 
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the change in the specific symptom under considera- 
tion (Kraft, 1969). There are large personality 
changes, which can be shown both clinically as well 
as on psychometric testing (Kraft and Al-Issa, 1967). 
These personality changes lead to alterations in inter- 
personal relationships, and in turn may lead to a 
great deal of hostility being expressed, both towards 
the patient and to his therapist (Kraft, 19722, b). 
If behaviour therapy leads to basic personality 
changes, this may be a possible explanation for the 
patient's recovery during a course of treatment which 
appears to be symptom-oriented. This would then 
offer a link between behaviour therapy and psycho- 
analysis, as the symptom would then be regarded as 
the externalization ‘of internal problems. 
T. Knarr. 
80 Harley Street, 
London, WIN 14E. 
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ORGANIC OR PSYCHOGENIC STUPOR 
Dear Sm, 

The importance of not overlooking psychogenic 
causes when stupor is encountered in the setting of a 
general medical ward has been illustrated by 
Saunders (1), akinetic mutism having been the 
predominant clinical picture in his depressed patient. 
Conversely, however, I have been asked to see three 
patients, within a period of eight months typical 
general psychiatric practice, in whom  akinetic 
mutism eventually proved to be of organic origin. 
The neuropathology in each case was undertaken by 
the Institute of Psychiatry. 

A married woman of 58, referred by her family 
doctor as depressed since her senile father’s death 
eight months before (after caring for him over many 
years), was admitted to psychiatric hospital. She 
presented in a state of akinetic mutism, her eyes 
following people and there being some facial but no 
limb movement, possibly accompanied by a degree 
of parkinsonian rigidity. A week later, early papill- 
oedema and developing drowsiness led to her transfer 
to a neurological centre where she slowly deteriorated 
and died after 9$ weeks. Autopsy revealed a carci- 
noma of the lung with secondaries occupying much 
of the upper halves of the posterior frontal regions of 
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the brain bilaterally (left more than right) disrupting 
the corpus callosum anteriorly. 

A married woman of 64 was first investigated in a 
general medical ward for a year's history of dementia. 
A diagnosis of cerebral arteriosclerosis was made after 
a reasonable number of otherwise negative findings had 
been established. Reinvestigated in another general 
medical ward two months later, the patient having 
moved to a new locality, evidence of pyramidal and 
extrapyramidal involvement had developed; the 
diagnosis remained unchanged. 1 saw the patient in a 
third general hospital three months later still, by 
which time akinetic mutism had been present for 
a month, and a diagnosis of catatonic schizophrenia 
was being considered. She died of bronchopneumonia 
a week later in the psychiatric hospital to which she 
had been transferred. At necropsy, an ependymoma 
of the pineal region about 2:5 cm. in diameter was 
found lying mainly in the third ventricle, slightly 
distorting the thalami and displacing the superior 
colliculi laterally and downwards, depressing 0-5 cm. 
of the aqueduct. There was bilateral uncinate 
grooving, and slight right hippocampal herniation 
from obstructive hydrocephalus. 

A widow of 62 was initially referred by her family 
doctor to the geriatric service with a tentative 
diagnosis of presenile dementia of two to three years 
duration. By the time her relatives eventually 
accepted psychiatric admission for observation and 
investigation eight months later, an initially restless, 
wandering, confused, forgetful, clinical picture 
without other central nervous signs had gradually 
over the last six months given way to akinetic mutism 
and the development of long tract pyramidal and 
extrapyramidal involvement. She died of pulmonary 
embolus two weeks after coming under psychiatric 
care. The only really significant finding on examina- 
tion of the brain was bilateral degeneration of the 
thalamus (with medial and postero-medial fibrillary 
gliosis thereof) and dilatation of the aqueduct. 

The relevance to psycho-physiology of both 
organic and psychogenic factors producing otherwise 
indistinguishable clinical phenomena should not need 
emphasizing further; for example, the possible rela- 
tionship between akinetic mutism and the brain-stem 
reticular formation or activating system has already 
been discussed (2). 

J. P. CRAWFORD. 
Newhouse, 
New Road, 
Ide Hill, Kent 
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The Trade in Lunacy is William Parry-Jones's study of the much maligned private 
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coverage and impeccable documentation’. Thomas Szasz puts forward the con- 
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. Morale in Clinical Medicine 
The Forty-Sixth Maudsley Lecture* 


By JOHN RICHARDSON 


Most people feel that they understand the 
word ‘morale’, though few may have attempted 
to think precisely about it. Certainly all great 
leaders throughout time have understood it in 
varying degrees, often purely instinctively. 
*Morale is at bottom a state of will or purpose 
was the way Hocking (1918) wrote of it in his 
book Morale and its Enemies, and over two 
hundred years ago Marshal Saxe in the same 
vein remarked ‘The secret of victory lies in the 
heart of human beings". 

The very word ‘morale’ has for most people 
something strong and abiding in it, something 
that demands standards firmly held and applied, 
something that commands intelligence for its 
creation and maintenance, something which 
implies a common endeavour towards a purpose 
agreed to be right. 

F. C. Bartlettis one ofthose who have defined it. 
In his book Psychology and the Soldierhe refers to it as: 


‘Obedience to authority under external circum- 
stances which impose great strain, the source of 
authority being within the man or the group that is 
obedient.’ 


Morale, as so defined, with a largely military 
setting in mind, is nevertheless applicable to 
work with patients, and the central theme of 
this lecture is how the morale of those in ill 
health can best be developed. An attempt to do 
this involves consideration of the morale of the 
profession of Medicine as well as of patients, 
because morale in leadership is an essential 
component of the development of morale in the 
individual. 

Professor Bartlett described a series of stages in 
the building of morale. He defined discipline as 
enforced obedience to external authority, and 


* Delivered before the Royal College of Psychiatrists, 
19 November 1971. 


his first stage in building morale is to create 
discipline, and thus there must initially be 
inculcated rules, with prohibitions and sanctions 
attached to them. Discipline is the basis but only 
the beginning, and is a relatively simple stage. 
To be of real value it must be developed into 
something strong enough to allow situations to 
be faced in which the usual rules do not apply. 
When this stage is reached morale is emerging 
as a positive virtue, so replacing the negative one 
of blind obedience. 

Leadership will help in the transitional: 
stages during which discipline is being raised 
into morale, but only if the leadership is of the 
right kind. 

Leadership is regarded by some, even in these 
times, as essentially the ability to compel blind 
obedience by dulling men's critical faculties 
and powers of independent thought. This 
conception of leadership may lead to discipline 
of a kind in war, an old-fashioned discipline, 
but the leadership required to build morale, at 
any rate among civilians in peace, is of an 
entirely different order. It should aim at 
creating a determination in those who are led 
that they will develop their abilities to advance 
the ideas and ideals of the leader, and not just 
to obey him. Thus positive sentiments are 
added to the negative ones which stem from 
those instincts of fear and self-preservation that 
are played upon as discipline is built. 

But leaders sometimes fail, or die, and codes 
of conduct already established may not seem to 
fit new situations, or they may be dangerously 
challenged by other codes from other groups. 
The developing morale of a group must there- 
fore be strengthened by activities of a nature 
sufficiently varied and challenging to lead to 
thought, and to the blending of intelligence with 
self-interest and feeling. 
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Morale will, in its finer forms, persist when all 
extermal sources for its maintenance have 
.broken or have been swept away. It is built on 
‘sound foundations. It is within and not merely 
external to the man or to the group. The exercise 
. of ‘intelligence is essential to its development, 
whereas the establishment of reflexes condi- 
tioned to the fear of punishment or lack of 
reward is enough to create only discipline. 

Moran (1945) expressed similar views about 
discipline and morale in his book The Anatomy 
of Courage: 


“A man under discipline does things at the instiga- 
tion of someone in authority, and if he doesn't he is 
punished. A man with a high morale does things 
; because in his own mind he has decided to do them 
without any suggestion from outside sources,’ 


. If, asit seems, the first stage in the building of 
_ morale is the creation of discipline, illness itself 
will often compel its. own discipline, inhibitions 


. , -and sanctions. The patient cannot do what he 


:*wishes for many different reasons connected 
with his disability. If this discipline is to be 


is , : built into some form of morale, the patient must 


come to terms not only with his disabilities but 
. also with those who have to care for him and with 
the institution in which this care is carried out. 

It may well be that in clinical medicine more 
reliance is placed on the creation of discipline, as 
opposed to morale, more frequently than is 
imagined, and -that as medicine gets more 
technically expert the temptation to deal with 
patients in terms of discipline rather than 
morale will become greater rather than less. 
It takes effort to create morale, it occupies time, 
and as the cure or efficient relief of the sick 
becomes more frequent and usual, at a practical 
level, in a short-term setting, it may seem un- 
necessary and wasteful of resources. But if this 
became the general philosophy of the profession 
of Medicine—and perforce in a busy world it 
could gain ground—it could result in actual 
danger to patients, as well as to grave loss to the 
profession. 

There can be few who cannot recall incidents 
where the absence of good morale in patients, 
and failure to help them to develop it, have 
resulted in things going wrong from faulty 
judgement or from a failure of communication. 


MORALE IN GLINICAL MEDICINE 


These would not have happened if higher 
morale in the patient, and those who served 
him, had been properly valued and more 
carefully created. Whilst of course being ever 
impressed and delighted by the technical 
progress that is made in everyday practice, it 
seems clear in a practical setting that our true 
professionalism is still much concerned with 
morale, and thus it is relevant to turn back to 
our considerations of its creation. Leadership 
added to discipline at an early stage is a step 
in the development of morale, but clearly the 
leaders must be of the right kind. 

Even in the medical profession leadership may 
be for some personified by the authoritative 
figure, the general practitioner or hospital 
doctor who may genuinely feel that what is 
best for the patient is what he himself advises. 
Any questioning of it or demand for an explana- 
tion concerning it is not only unnecessary but 
can be positively damaging by weakening 
leadership through questioning and doubt. 
This approach, that of the top-hat era, even if 
it may be right in certain instances, can only 
create a brittle morale, entirely dependent upon 
the doctor's appearance of infallibility, and thus 
one that can be completely destroyed by 
subsequent events. 

The type of leadership by clinicians that helps 
to build enduring morale is not achieved by the 
exercise of a rigid authority, but by a leader 
whose experience and knowledge of humanity 
enables him to speak from a true and recog- 
nizable authority. His leadership, depending on 
his personal qualities and the quality of his 
professional skills, must spring from genuine 
interest and concern, and should be designed 
to explain, persuade and indeed inspire, so 
that in the clinical setting a patient may not 
only co-operate with those who are trying to 
help him, but in the event of the illness being 
long and intractable, have some strength within 
him with which to withstand the sapping of his 
courage by setbacks being piled one on top of 
the other. In this his feelings for his doctor may 
give to him strength by creating the desire to 
win for himself the same respect that he has 
accorded to his doctor. 

The restraints of discipline are then being 
turned into the strengths of morale, the patient 
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is beginning to find in himself reserves that 
allow him to face the unusual circumstances in 
his situation which are not met by his pre- 
viously established codes of discipline. The 
doctor, with his leadership, is helping, because 
the patient is giving to him his co-operation and 
positive endeavours to meet his vicissitudes with 
hope and courage. 

The risk inherent in the situation so far 
developed lies in the fact that the doctor may 
fail, either because the limit to what can be 
done has been reached, or because he may have 
faltered temporarily through human pressures 
upon him in his relationship with the patient 
and in his judgement. He may, on the other 
hand, no longer be available, through illness, 
the necessity for taking a holiday or even retire- 
ment. Codes of conduct already established, 
based on the relationship with a particular man, 
may not then seem to be applicable or even 
desirable in a new situation, and if this happens 
inevitably a serious fallin the patient's morale can 
result. It is thus necessary to anticipate this and 
to take steps to strengthen the patient against it. 

The development of sentiment towards a 
cause or a group requires a greater intellectual 
effort and a less emotional one than in attaching 
them to an individual. The blending of intelli- 
gence with feeling can develop a level of morale 
which can withstand dangerous attack by 
circumstances or by ideas that challenge its 
basis. This can only be attempted by attaching 
the patients sentiments to something wider 
and more enduring than to a leader, for 
instance to the group around the leader, so 
that his or her withdrawal, for whatever 
reason, does not leave a vacuum. This is 
eased in hospitals through contact with other 
patients, with their troubles, their fears and 
courage, their humour and their complaints. 
The patients’ absorption in the ward's affairs 
is a help to them all, and strength can be drawn 
from the atmosphere of the whole hospital as 
well as that of their ward with its sense of 
community. 

This is briefly how the relevance of Professor 
Bartlett’s views appears to apply to the practice 
of clinical medicine, and it is necessary now 
to turn and examine some implications that 
follow from it. 
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The first is about the morale of doctors and 
those who work with them. For most; people 
the basic ingredients of good morale are géod. 
genes, a good home, a good education anda: 
good temperament, and in Medicine a sense 
of humour and of enthusiasm for the work 
are desirable additions. It is not intended to 
discuss the development of an individual's 
morale except inasmuch as a doctor is an 
individual who practises Medicine, and who 
belongs to a profession. 

Both the collective and individual morale 
in relation to Medicine should be consciously 
built up from the moment the students enter’ 
their medical schools. All undergo a lengthy. 
and exacting discipline of training in a scientific 
subject, and learn practical techniques in the. 
taxing, if also exciting and stimulating period 
of house officer appointments. But if at the . 
completion of these preliminary periods of | 
professional life the graduates have learned no 


more than some personal discipline, they are -. - 


either people inadequate for the type of tasks 
in front of them, or they have been badly taught 
or led, the fault of leadership being the absence : 
of personal inspiration from their teachers. - 
Where morale should have been created only : 
some discipline exists. 

A great deal of thought has been given 
throughout the last decade and longer about the 
content of the medical student's training, and 
although there is clearly no unanimity about 
a best way, and doubtless there never will be, 
most medical schools already appreciate that 
in the building of the medical student's educa- 
tion the foundation should include an early 
introduction to the problems of patients and 
to the sociological or behavioural sciences, 
notably psychology and psychiatry. The necessity 
for understanding these subjects early on lies 
in the powerful influence they bring to bear 
upon the minds of young people in building 
up their attitude to the whole of their future 
lives by creating straight away that sense of 
responsibility for patients people which is 
its basis. 

Medical students are responsible in their 
attitudes, and they soon learn what they want 
from life and the price expected from them in 
return. Their morale, as it is built, must result 
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in, or reinforce, self-reliance, and this can be 
fostered by including their ideas and wishes 
in the. planning and criticism of their training 
programmes. It is, however, probable that 
although the absence of a well planned and 
executed training course can lead to a low 
morale, inspiration as well as efficiency is 
needed to create a high one. The student must 
believe in himself and in his profession, and the 
latter depends much on the attitudes of his 
teachers and their powers of leadership. A 
requirement for a teacher of Medicine is to 
supply a leadership that will serve as an 
example to which, in moments of difficulty 
and stress, recourse can be made, not only as 
a guide to action, but as a guide to the spirit 
in which it is carried out. This kind of leader- 
ship can only be given by one whose own 
. morale is high, who feels he is privileged in 

- belonging to his profession. This type of morale 
must be deeply rooted in the man or woman 
-so that external circumstances have no great 
‘effect upon it. The maintenance of a sense of 
privilege and ‘of a high morale, that should 
have been created in the earliest and formative 
years, is nevertheless dependent to quite a 
large extent upon material circumstances such 
as the setting in which work is carried out, and 
the administrative framework which surrounds 
it. It is in these fields that the State has a real 
responsibility for professional morale. 

It seems that it has been ill understood, even 
by doctors, that, loyal though the profession 
now is to the conception of a National Health 
Service as a means of providing medical care 
for all, it has not been a simple matter for a 
profession to accept what is virtually the 
creation of a State monopoly. Principles that 
can be applied to nationalizing an industry are 
not those suited to a profession, and Medicine 
was the first profession to be so treated. The 
nature of a doctor's responsibilities and their 
proper fulfilment entitles and requires him to 
have a feeling of partnership with the State. 
Doctors are, often daily, sometimes hourly, in a 
position of sole responsibility for the welfare 
or even the lives of their patients. They have the 
duty not only to give the best advice they can, 
as indeed is the daily lot of many, including 
lawyers and distinguished civil servants, but 
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they often have to advise their fellow men 
without a firm and established framework of 
knowledge, such as for instance have those who 
practise the Law. They have personal responsi- 
bility and not simply a collective one. They 
have a responsibility which sometimes has to 
be carried out as a matter of urgency, and rarely 
can be long delayed. Advice sometimes has to 
be turned immediately into a decision, a 
decision that may rest on poor evidence. They 
may have to be made in situations which are 
imperfectly understood, and, like that of a 
commander in the field, may be far reaching 
and can affect not only the individual but his 
family and those concerned with his work. The 
doctor alone is the ultimate authority on many 
critical occasions, and as such cannot be re- 
garded as a member of a hierarchy with 
a fixed rank. He may appear usually to be 
a field officer but suddenly have to act as a 
general. For these reasons all members of the 
profession must be regarded by the State as 
partners, as they are by their colleagues, if their 
morale as members of a profession is to be 
sustained. 

The personal as opposed to the collective 
professional morale of an individual doctor 
depends on his patients to an extent that he 
may not readily realize. All are strengthened by 
successes, by the ability to know what is the 
matter and how to put it right. It is natural to 
warm to those whom we can help, and when 
at a loss to tend to resent and possibly even to 
blame those we cannot. It is tempting to hunt 
obsessively for evidence, however slender, on 
which to base a diagnosis, and to take un- 
necessarily long histories or carry out repetitious 
examinations. Is there not a risk sometimes of 
building insubstantial diagnoses, and through 
anxiety create anxiety and thus manufacture 
disease ? 

Like other men, doctors are reassured by 
gratitude and fortified by affection. They 
thrive on the trust of their patients and of their 
profession. 

It is hard to doubt that a high morale indi- 
vidually and in the profession as a whole is other 
than essential for patients, even now in a setting 
where ever-increasing therapeutic competence 
results in the duration of hospitals admissions 
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reducing. There may be little time in acute 
situations to create morale, but there is still 
time to impair it. To avoid this the manifest 
efficiency of a staff with additionally a high 
morale is essential. 

It has been within the experience of all 
doctors to see morale being built up in those 
whose terror or resentment was not at first 
even ill-concealed. This has been done by some- 
one who acts for them as a leader in such a way 
that the patient's reserves are mobilized and 
anxiety and fear is changed into confidence and 
acceptance. This is achieved in a hospital as 
well as at home by one who can lead and inspire 
the patient—a nurse, a student, a doctor, a 
parson, a relative, another patient or the 
example of others. The change in attitude can 
be so startling in its effect that an agonizing 
situation can be altered with little aid from 
drugs, so that the final days of the patient’s life 
become peaceful and the memories he leaves 
behind him unblemished. 

All can remember disasters which followed on 
inadequate or brittle morale in patients. All, if 
they really think about it, know that they failed 
to support those patients sufficiently. 

Cramond (1970) has recently stressed the 
place of psychotherapy for the dying patient, 
and an intelligent playwright, recently a patient 
in hospital, realized so clearly the importance 
of good morale in a ward that he suggested 
that a ward psychiatrist should be appointed. 
Alas, he could not have known of the man- 
power problem, but his suggestion was based 
on what he saw as a need for a hospital 
ward. 

So much for morale in the acute or rapidly 
terminal situations. 

Morale building is a very obvious necessity 
in long-stay hospitals, mental and geriatric, 
and among the chronic sick, many of whom 
are, unhappily, young. William Sargant (1959) 
put it as follows: 


'In groups of persons, morale is of supreme 
importance as when individuals get fatigued they 
usually become much more suggestible to the brave 
or cowardly group attitudes of others.’ 


Patients always are at risk of getting very 
tired, and morale certainly used, not so long 
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ago, to matter enormously, as recovery from 
many illnesses depended almost entirely upon 
it. Pulmonary tuberculosis was the’. obvious 
example. Sanatoria were often centred in 
beautiful places and their grounds were spacious. 
Their buildings were for the most part hand- 
some, but on occasions their siting was not 
imaginative and at times even depressing. 

The needs in these long-stay situations are 
recognized more clearly now than ever before, 
as the rise in the general level of educational 
and living standards to that of the present day 
makes what was accepted as adequate not so 
long ago quite unacceptable now. The physical 
setting is recognized as being of great import- 
ance and the need for new hospital buildings 
has been stressed by the profession persistently 
ever since the National Health Service came 
into being. The same concern for new and 
modern premises has been voiced by those 
engaged in general practice, and the Depart- 
ment of Health has always joined the profession. 
in seeing the necessity. No one seriously contests, 
therefore, the need for modern . hospitals, 
although opinions may vary about the degree of 
urgency, and thus of the priority that should be 
given to this need. 

It is clear that excellent work goes on at the 
present time in old hospitals, and, as in industry, 
it is not invariable that good working conditions 
alone result in the highest morale, or bad ones 
alone in the lowest (Brown, 1954). But old, 
dreary buildings, with high, massive, space- 
wasting wards and out-patients departments, 
require an enormous effort by all the staff to 
overcome their ill effects, both practical and 
aesthetic, and the benefits of light, attractive 
and modern buildings on the morale of patients 
and of staff is not questioned. It is not, however, 
always true that all the new, space-saving 
reception areas which are designed for out- 
patients or those about to be admitted to 
hospital are any more elevating to morale than 
the old ones, and a little.more thought about 
the first impression, as well as consideration for 
functional efficiency, should be in the architects’ 
and planners’ minds. The same is true of the 
design of wards, where a sense of belonging to a 
community should not be made totally sub- 
servient to a desire to provide privacy. 
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The effects of surroundings on the recruitment 
and retention of staff, nursing and domestic, 
are too obvious to require detailed mention, 

, except. to stress that if they are sufficiently poor, 
‘even the fame of the institution may not be 
enough to overcome them. All those who work 
in hospitals, not only nurses and doctors, must 
look to themselves in relationship to the morale 
of patients. The porter at the entrance and the 
ward-maid who is sweeping near the bed can 
help or hinder much by first impressions, and 
the administration must therefore be greatly 
concerned with the morale of the whole hospital. 


The effects of the morale of the staff are of 


course felt most obviously in the wards where 
the emotional and professional attitudes of the 
nursing staff will have maximum impact. Above 
all others their morale is of importance to the 
; patients in acute and in long-stay situations, as 
„it is with them that personal contact is the 
.iclosest, and: with the chronically sick this 
^Z'may be even more compelling than with 
the acutely ill. | 
Revons (1964), together with his colleagues 
from the Manchester College of Science and 
Technology, made an objective study of the 
cause and effect of standards of morale in 
hospitals in relation to the nursing staff. A 
large amount of interesting information was 
collected, and statistical support was found 


for the importance in the creation of morale of 


various factors, most of which would have been 
expected from first principles. A kind of disci- 
pline is of course essential, and may be of the 
type that has not been encountered by young 
men or women before they enter hospital. There 
is naturally a risk, but happily a diminishing 
one, that it may be enforced on quasi-military 
principles, in which case it will make the 
conversion of discipline into morale the harder. 
Morale is fortified by a sense of pride in belong- 
ing to an institution which is worthy of admira- 
tion, as well as by belonging to a great pro- 
fession. This can be helped by high standards 
and by certain symbols. There is, rightly, to any 
woman real importance in an attractive cap 
and uniform, and if it has a special character 
for her particular hospital, a sense of obligation 
is added to that of pride. The earning of a 
hospital badge which can be worn and recognized 
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anywhere in the world can help to maintain the 
support given by the knowledge of belonging to 
a corps élite. These things help the creation of a 
real sense of belonging which is greatly de- 
pendent upon good communications. Their 
establishment is indeed the property of all 
modern leadership and not least in hospitals. 
Revons concluded from his study: 


‘A hospital is an organism characterized by anxiety, 
anxiety is enhanced by uncertainty, uncertainty is 
magnified by communication failure, unrealistic 
ideas about one’s role, knowledge, intelligence, status, 
and other features of the self, will increase the 
difficulties of communicating and being communi- 
cated with. Anxiety in turn may inhibit communica- 
tion through fear of threatening consequences.’ 


Revons found that in both the medical and 
surgical wards of twelve hospitals under the 
direction of the same Regional Board, the 
progress of patients as judged by the length of 
stay in various disease groupings, was signifi- 
cantly affected by the competence of the 
communications within the hospital. 

Good leadership and good communications 
have other effects on morale. Both encourage 
an intellectual freedom essential to true learning. 
Learning is, of course, a part of hospital life for 
students of all disciplines, and nothing will 
help to create morale and maintain it at a 
high level more than the right kind of teaching 
and learning. There is in fact a similarity 
between A. N. Whitehead’s views on learning 
and those that have been put forward con- 
cerning the development of morale. Whitehead 
wrote: 


‘We are analysing the general law of rhythmic 
progress in the higher stages of life, embodying the 
initial awakening, the discipline, and the fruition on 
the higher plane. What I am now insisting is that the 
principle of progress is from within: the discovery is 
made by ourselves, the discipline is self-discipline, 
and the fruition is the outcome of our own initiative. 
The teacher has a double function. It is for him to 
elicit the enthusiasm by resonance from his own 
personality, and to create the environment of a 
larger knowledge and a firmer purpose. He is there to 
avoid the waste, which in the lower stages of existence 
is nature’s way of evolution.’ 


It will be seen how closely all this fits with 
the later stages of Bartlett’s concept of the 
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building process of morale. The stage where the 
leader is no longer absolutely necessary for 
the maintenance of morale, and the group or 
institution as a whole takes over, and later the 
individual himself. 

In order to further this doctors will be 
concerned not only with the ward and the 
hospital, but also with Medicine as a whole, 
and extend their sense of obligation and 
responsibility to the interests of those colleagues 
in other professions that work with them. 
They should concern themselves with helping 
them in the solution of their problems, and 
must be aware of the effects of their actions on 
the morale of others. 

The pride of the true professional that arises 
from the acceptance of standards of education 
and behaviour created and enforced by the 
profession itself, and the recognition that a 
major part of the rewards of a true profession 
lies in being able to give more than just a 
technical service, must be maintained. 

All this leads to a question. In addition to 
their specifically clinical obligations, do psychi- 
atrists and physicians, men who beyond most 
others, should be concerned with the whole man 
and his morale, feel quite sure that they remem- 
ber at all times their wider responsibilities? Is 
there not a danger that, absorbed by the 
fascination of their technical and intellectual 
expertise, this may be forgotten. George Silver 
(1970) has recently put it this way: 


* . . and the technicological changes have had 
other effects. They brought with the blessings of 
science the concentration on and the worship of the 
scientific method. As a consequence Medicine has 
been diverted from dealing with people to dealing 
with “problems”. This has meant being concerned 
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more about the fascinating variety of illness than 
about the people who were beset by these illnesses.’ 


Those who are generalists, with a varying 
degree of interest in the body and the mind,’ 
can easily see that this applies to some who. arc 
highly specialized, and have not been over-silent 
about it. Should they not recognize that this 
could apply to them, even if they are still right 
in thinking that they are more or less general? 
Are they not moving, perhaps without realizing 
it, towards those attitudes so hard for specialists 
to avoid; the failure to remember the whole man 
and their responsibilities to him as such? All 
must constantly take stock of their true position, 
not solely of their direct relation to patients, but 
also of that to their colleagues in the widest sensc. 
All are dependent upon each other, whatever 
their functions may be, and on each depends 
the morale of the whole. 
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The Influence of the Wives on the Treatment 
Outcome of Alcoholics: 
A Follow-up Study at Two Years 


By JOHN B. RAE 


INTRODUCTION 


The literature on the role of the wife of the 
alcoholic in his illness and its management has 
been critically reviewed by Bailey (1961). 
She points out that research findings are con- 
tradictory and that a unitary view of the wife's 
role is unwarranted. Kogan and Jackson 
(1964) have demonstrated within-group differ- 
ences among alcoholics! wives with regard to 
their perception of their husbands’ illness, 
and have suggested that such differences may 
have important prognostic implications. Rae 
and Forbes (1966) have offered a psychometric 
dichotomy based on the M.M.P.I. which 
appeared to distinguish a group of wives whose 
attitudes to their husbands' illness were sup- 
portive and realistic, in contrast to a group 
whose attitudes appeared to be the reverse. 
These latter wives were characterized by the 
M.M.P.I. as having the Psychopathic Deviate 
scale as a prominent feature of their personality 
profile. T'here have been no follow-up studies 
to assess the influence of the wife on her hus- 
band's response to treatment, and the present 
research attempts to assess this and to relate 
clinical variables to the psychometric character- 
istics of the marital partners. 


METHOD 

The sample 

This consisted of 62 patients consecutively 
admitted to an amenity ward of the Crichton 
Royal, Dumfries, representing approximately 
30 per cent of the annual alcoholic admissions 
to the ward. The Unit accepts all alcoholics 
referred to it from a wide area of Scotland 
and England, and has been described else- 
where (Pemberton, 1967). The patients were 
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predominantly of Social Classes I and II, 
and selection for the study was based on the 
following criteria. All were married, currently 
living with their wives, and suffered from 
neurotic or personality disorders; 91 per cent 
were being admitted for the first time, the re- 
mainder having had one previous admission. 
Patients who suffered from functional or organic 
psychosis or who took their premature dis- 
charge against medical advice were excluded. 


The follow-up 

Fifty-eight of the 62 patients (94 per cent) 
were successfully followed up two years after 
their discharge and rated in terms of four out- 
come categories: 

Grade I—Abstinent for the two-year period. 

Grade II—Abstinent for eighteen months of the 
follow-up period. This category was introduced 
to accommodate those patients who quickly 
relapsed and required re-admission within six 
months of their first admission, but who sub- 
sequently remained sober, together with those 
who had two or fewer lapses. 

Grade III—Neverabstinentalthoughimproved. 

Grade IV—No improvement in drinking 
behaviour. 

Patients in Grades I and II were rated as 
treatment successes, those in III and IV as 
therapeutic failures. The details of the follow-up 
are given in the Results section. 


Psychometric assessment 

Both patient and wife completed the card 
form of the M.M.P.I. during the early part of 
the patients stay in hospital In addition, 
at this time all wives were interviewed by the 
writer for at least one hour. The individual 
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M.M.P.I. profiles were constructed and dicho- 
tomized as follows: 

Those individuals whose scores included that 
for the Psychopathic Deviate scale among the 
highest three clinical scale scores were designated 
Pd. individuals; the remainder not so character- 
- ized as NPd. (Non-Pd.). In this way, four 
marital groupings could be described in terms 
of the partner? M.M.P.I. designations, that 
is NPd./NPd., Pd./NPd., NPd./Pd. and Pd./Pd. 
The convention is adopted throughout that 
the patient's designation is always given as the 
first of a pair. 


RESULTS 


Before examining the results of treatment, it is 
.necessary to consider the adequacy of the 
follow-up. In spite of the long distances in- 
volved, patients were encouraged to return for 
periodic assessment during the year following 
discharge. Eighty-three per cent of those rated 
as treatment successes had been personally 
assessed at one year after treatment and 43 
per cent similarly at two years. All who had 
not been interviewed personally two years 
after treatment had their status ascertained 
by postal enquiry of the family doctor, supple- 
mented by information from another source, 
usuallp the patient or his wife. In only six 
cases (17 per cent) did the entire follow-up 
period require to be assessed by postal enquiry 
alone, and it is from these cases that inaccurate 
information is most likely. The possible effect 
of inaccuracies from this group on the results 
relating to the marital groups, to be described 
later in the paper, was examined, and it was 
found that had these patients been rated as 
failures the treatment findings regarding the 
marital types would not have been significantly 
altered. It is considered that the reasonably 
high rate of personal interviews at one year has 
substantially reduced possible inaccuracies as 
it has been shown that over 85 per cent of 
relapses after hospital treatment occur within 
the first year (Glatt, 1961; Rathod et al., 1966). 
The findings regarding our own failures would 
support this. Of the 24 patients rated as failures, 
all but 3 had relapsed shortly after leaving 
hospital and 19 had been re-admitted to hos- 
pital during the follow-up period, 15 to our 


THE INFLUENCE OF THE WIVES ON THE TREATMENT OUTCOME OF ALCOHOLICS 


own Unit. Indeed all relapses had occurred 
within one year of hospital discharge. 


Treatment outcome 
Table I shows the results of treatment related 
to marital status at follow-up. 








TABLE I 
Treatment results at follow-up 
At 2-year Successful Failure 
follow-up Grades 1 2 3 4 
Total sample (N —58) .. 20 15 8 15 
Intact marriages (N — 49) I9 I2 7 m 
Broken marriages (N — 9) I 3g 1 4 





Nine marriages (15:5 per cent) were found 
to have ended in divorce or legal separation. 
As the study is primarily concerned’ with the 
ongoing influence of the wife on prognosis, and 
because the numbers of broken marriages are 
too small for statistical purposes this group 
will be referred to only incidentally. The 
differences in success rates are not statistically 
significant. 

Table II gives the means and median scores 
with regard to the patients’ age, durations of 
marriage, problem drinking and addiction, 
and relates these to outcome. 

The duration of addiction was a clinical 
estimate, and was described as gamma— 
loss of control—and delta—inability to abstain— 
drinking patterns (Jellinek, 1960). The dura- 
tion of problem drinking was an estimate by 
both patient and wife of the number of years 
during which drinking was considered to have 
been a cause of marital conflict. In general, 
there was good agreement between partners, 
but where this was not so the longer estimate 
was accepted. Applying the median test, using 
the chi-squared technique*, to these variables 
demonstrated that only the duration of prob- 
lem drinking was related to treatment response 
(x? 3:84 p = -05), that for successful patients 
being shorter than others. 


Medical complications 
These refer only to conditions arising from 


* Where appropriate Yates’ correction is applied. 


BY JOHN B. RAE 


609 


'TAnrz IT 
Age, durations of marriage and drinking, and outcome 





Mean and S.D. Median and range 


Treatment outcome 
Fail 


NN ——MMMMMMM—M————————————————— 


Patients 

(N — 49) in years 

Age 45°35 
: ] +7°9 

Duration of marriage 15°41 
+8:-o0 

Duration of problem drinking 11°95 
46-1 

Duration of addiction 5°37 
X34 


*p= -05 (x2 = 3:84). 


alcoholic intoxication, such as delirium tremens, 
liver dysfunction and hepatomagaly, anaemias, 
etc. In all cases, definitive treatment for the 
alcoholism was not started until substantial 
recovery had taken place, in some cases many 
weeks being necessary. Twenty-nine patients 
had such complications, 21 being successful 
at follow-up. This rate did not significantly 
differ from those who had not suffered compli- 
cations. 


Treatment regimes 

The treatment given was that thought to be 
appropriate clinically. Routine treatment con- 
sisted of supportive psychotherapy with or 
without psychotropic medication. Intensive 
therapy was either uncovering psychotherapy, 
using abreactive agents such as CO, inhalations 
and lysergic acid diethylamide as described 
respectively by Moriarty (1952) and Ling 
(1960), or aversive conditioning by electro- 
shock with progressive relaxation (Blake, 1965). 
The success rate was not related significantly 
to the treatments given, as shown in Table IIa. 


in years Success ure 

45 above 13 9 
(27-61) below 18 9 

1g above 17 7 
(2-33) below 13 10 

I2 above 12 13 
(3-30) below 19 5* 

6 above 1 7 

(2-15) below 1 II 





Duration of stay in hospital 

The median duration of stay in hospital. 
was 55 days (range 135-26). Patients who 
failed to benefit from treatment tended signifi- 
cantly to have had longer periods in hospital 
(p < -02). 


Number of treatment attempts 

Eight patients were re-admitted vidis. six 
months of their discharge and subsequently 
remained abstinent. There was no significant 
difference with regard to success rates between 
these and others who had only one attempt at 
treatment. 


Clinical diagnosis 

Patients were regarded clinically as having 
neurotic illness or suffering from personality 
disorders. Although patients with personality 
disorder tended to benefit from treatment less 
often, this did not differ significantly from those 
with neurosis. Diagnosis was not assessed 
from a formal prospective rating of clinical 
criteria. 








"TABLE II(a) 
Types of treatment given and outcome 
Aversive 
conditioning 
Outcome Abreactive with relaxation 
N — 49 Routine psychotherapy training 
Successful s I2 8 II 
Failing .. 2 6 4 8 


A —M—————————————————— 
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PsyCHOMETRIO RESULTS 
Mean M.M.P.I. scores 
Table III shows the mean M.M.P.I. scores 
of successful and failing patients and those 
of their wives. 


Scores did not significantly discriminate the 
patients themselves but failing patients had 
wives whose mean score on the Psychopathic 
Deviate scale (Pd.) was significantly higher 
than those wives with successful husbands 
(p < :o1). Wives whose marriages ended in 
divorce differed from those wives whose 
marriages remained intact at follow-up by 
significantly scoring higher on Depression and 
Psychopathic Deviate scales (p < -or) and on 
Welsh's Anxiety Index (p < :002). 


Individual profile types 

NPd. patients did not differ with regard to 
success rate from Pd. type patients, but patients 
with Pd. wives tended more often to be un- 
sugcessful (p < -or). 


Profile abnormality and disturbance 

Profiles with one or more scores greater than 
70 (2 S.D.) on the clinical scales were rated 
as abnormal. Thirty-two patients (65 per cent) 
were so rated. Abnormal profiles were not 
significantly related either to type or treatment 
outcome. However, this was not so with regard 
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to the degree of profile disturbance. Profiles 


` with one or two scales greater than seventy 


were rated as moderately disturbed and those 
with three or more scale scores above 70 as 
severely so. Patients who failed treatment more 
often had disturbed profiles than those who 
succeeded (x? 9:27 d.f. 2 p < -or), but this 
was not related to profile type. Fourteen wives 
(29 per cent) had disturbed profiles, but these 
measures related neither to husbands’ outcome 
nor to wives’ profile type. The frequency of 
disturbance among these wives does not differ 
significantly from that reported by Kogan 
et al. (1963), who, on these measures, compared 
alcoholics’ wives with a control group of wives 
drawn from the community. 


Marital profile types 

The four M.M.P.I. marital types are shown 
related to outcome in Table IV. 

The marital profile types when ranked in 
terms of treatment response discriminate be- 
tween successful and failing patients with a 
high degree of confidence (p < -002 Contin- 
gency Co-efficient 0:59). 


CLINICAL CHARACTERISTICS 
The biographical data were next examined 
in order to determine what behavioural or 
clinical features might characterize the four 
marital groups defined by the M.M.P.I. 


TABLE III 
Mean M.M.P.I. scores of patients and spouses related to outcome 

















M.M. P.I. scales 

Mean scores on admission L. F. K. Hs. D. Hy. Pd. Mf. Pa. Pt. Sc. Ma. Si. ALL. 
Married patients (N — 49) 
Successful .. E "m 49 56 53 56 70 61: 62 64 55 60 55 58 54 75 
Failing je e 49 57 51 58 76 63 66 59 59 68 63 55 59 87 
Wives of married patients 
Husbands successful 53 51 55 49 57 54 52 47 51 52 47 49 55 59 
Husbands failing 55 53 55 50 56 57 61* 48 55 53 54 53 51 56 
Broken marriages (N — 9) 
Patients HE oA Lo 50 57 56 59 70 58 62 63 55 60 59 57 53 76 
Wives of divorced patients 52 54 53 58 68* 64 64* 43 64 65 63 54 60 78** 











Where mean scores differed by more than 5, median scores were calculated and the median test, using 


chi-squared technique, applied. 
* p< -or. 
** p < -oo2. 
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Tasre IV 
Outcome related to M.M.P.I. marital types 








Marital types Treatment outcome grades 
(N — 49) 
Patient—Spouse ı 2 3 4 N 
NPd. NPd. 9 I o 3 13 
Pd. NPd. 5 7 I I 14 
NPd. Pd. 4 3 4 I I2 
Pd. Pd. I I 2 6 10* 





* A 26:27 d.f. 9 p < ‘002. 
Contingency co-efficient = 0°59. 


and to discover which characteristics might 
be related to treatment response. 


Sexual disturbance 

In 52 per cent of marriages of the entire 
sample one or both partners complained 
of sexual difficulties independent of drinking 
behaviour. Of the 27 patients who complained, 
19 were regarded as suffering from a severe 
degree of primary sexual disorder. These 
included one transvestite, one episodic homo- 
sexual, a paedophiliac, two promiscuous adulter- 
ers and three overt sadists. Among the 23 
complaining wives a smaller number was 
regarded as clearly having primary sexual 
disorder; four being frigid, one homosexual 
and one promiscuous. The majority of dis- 
turbances were considered to be secondary in 
kind, arising from a history of repeated coital 
failures. Premature ejaculation and rarely 
experienced orgasm were the commonest com- 
plaints. Substantial improvement resulted in 
many such cases from simple discussion of 
sexual physiology and coital techniques. 

In the group still married at follow-up, 
profile type did not discriminate patients with 
sexual complaints from those without, nor 
was treatment response related to patients’ 
sexual disturbance. However, wives with Pd. 
profiles more often complained than did NPd. 
(p < -05). Marriages with NPd. wives in 
which one or both partners reported sexual 
problems had a significantly higher success 
rate with regard to drinking behaviour than 
did those complaining marriages with Pd. 
wives (p < +01). It would appear that sexual 
disturbance in itself does not determine treat- 
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ment outceme, the marital setting in which it 
occurs being more important. 


Infidelity 

Eleven patients and four wives in the total 
sample admitted to adultery in their present 
marriage, and in five cases this had resulted 
in definable marital conflict. All but two such 
patients had Pd. profiles (p < -05). Patients 
with NPd. wives significantly more often 
reported infidelity than did these with Pd. 
wives (p < ‘02). Such behaviour was largely 
confined to one marital type, namely Pd. NPd., 
8 of the 11 patients being in this group. The 
incidence of infidelity in this group compared 
with the three other marital types combined 
was significantly much higher (p < +002). It 
would appear that, whilst Pd. men tend more 
often to be unfaithful than others, the expression 
of this is especially related to one particular 
marital situation; marriage to a Pd. wife 
apparently inhibiting such tendencies. The 
possible explanation for this finding will. be 
discussed later in this paper. With regard to 
the wives themselves, only four admitted 
adultery, two with NPd. profiles. 

The treatment outcome did not differ 
significantly between faithful and unfaithful 
patients, but marriages in which the husband 
only had been adulterous had a significantly 
better success rate than those in which the wife 
or both partners had been unfaithful (Fisher’s 
Exact Test p < :005). Adultery was not 
related to marital breakdown. 


Social instability 

In the entire sample there were 31 patients 
(53 per cent) who were in severe employment 
difficulties at the time of admission to hospital. 
Eighteen had lost their jobs, and 13 were under 
immediate threat of such loss as a result of 
recent drinking behaviour. Twenty of these 
patients had Pd. profiles and 11 NPd. a 
difference significant at the -02 level of confi- 
dence. Patients with NPd. spouses were not 
more often unstable than those with Pd. 
wives. When those marriages which ended in 
divorce are excluded, there remained 24 
socially disturbed patients. 

Table V shows the distribution of intact 
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Tasir V 
Social and sexual complaints in marriages related to outcome 














Marital Marital complaints 
types (N — 49) Social and sexual Only social Only sexual None 
Success Failure Success Failure Success Failure Success Failure 
NPd. NPd. 2 o 2 1 2 I 4 1 
Pd. NPd. 5 o 4 I 2 o I I 
NPd. Pd. o 2 o I 4 2 3 o 
Pd. Pd. o 3 o 3 o 2 2 o 








marriages with regard to social and sexual 
complaints, and relates this to treatment out- 
come. 

It will be noted that those marriages with 
NPd. wives that complained of social and sexual 
problems, together with those who had social 
problems only have a very much better treat- 
mént outcome than comparable marriages 
with Pd. wives (p < oor). However, the 
success rate in those 12 marriages which reported 
no problems or sexual problems only does not 
differ. from chance when related to the wives’ 
profile types. This important finding, together 
with those for sexual disturbance noted in the 
previous section, would suggest that both 
social and sexual disturbance affect prognosis, 
the former more powerfully. But the direction 
of this effect depends on the personality charac- 
teristics ofthe wife. In the absence of disturbance 
her influence, in terms of her personality 
type, is negligible. 

Social instability at follow-up 

Two years after treatment, accurate informa- 
tion was available concerning the current 
employment status of all but one of the 24 
patients rated as unstable on admission. 








Taste VI 

Employment instability on admission and at follow-up 

Marriages Marital type 

(N = 49) NPd.NPd. Pd. NPd. NPd. Pd. Pd. Pd. 
Unstable on 

admission 5 10 3 5 
Unstable at 

follow-up I I 2 4 
Stable at 

follow-up 4 9 I I 





Table VI shows that 8 had remained unem- 
ployed or had suffered further dismissal; the 
remainder having been employed in a stable way 
throughout the period. Patients with NPd. 
wives made a better social recovery than did 
those with Pd. wives (p <-oo1). This is 
particularly striking with regard to Pd. patients, 
who, as has been shown, are especially liable 
to social instability; those with NPd. wives 
made an almost uniformly good social recovery 
as compared with patients who had Pd. 
spouses in whom exactly the opposite obtained. 

In order to exclude the possibility that these 
results might have been determined by differ- 
ences in the employment situation itself rather 
than in the marriage, the nature of the employ- 
ment was examined. Nineteen patients were 
of Social Class 2 and four were artisans or 
tradesmen, equally distributed. A surprisingly 
high proportion 'of such socially disturbed 
patients were found to be in the medical pro- 
fession, comprising 29 per cent of the group 
still married at follow-up, an incidence com- 
parable with that reported by A'Brook et al. 
(1967) in their controlled study. Of these 
14 doctors, 12 were socially disturbed, and 
virtually all were in senior and established 
positions. Compared with the 35 non-medical 
men, 12 of whom were socially disturbed, 
doctors were significantly more liable to dis- 
missal than others (p < -002). However, there 
was no difference in the rates of social recovery 
at follow-up, 4 doctors failing to regain working 
stability as against 5 non-medical patients. 
It would seem unlikely then that the differences 
in social recovery rates between marital types 
has been importantly affected by differing 
employment situations but rather determined 
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by factors within the marital relationships 
themselves. 


Economy dependency on the spouse 

There were 17 marriages (29 per cent) in 
which the wife worked full-time away from 
home, 13 of these in the group still married 
at follow-up. As Table VII shows, there was 
again a notable variation between marital types. 

Three of the 27 NPd. wives worked, compared 
with 10 of the 22 Pd. wives (p < :02). It 
should be noted that in only one case was the 
spouse's working role determined by financial 
pressures arising from her husband's drinking. 

With regard to the patients, NPd. men did 
not more often have working spouses than did 
Pd. men ( X? = 1-8 n.s.). Patients with working 
wives were significantly less often successful 
in treatment than others (p < :02). In order 
to account for this, the employment arrange- 
ments in these 13 marriages were examined in 
detail. Among the 10 working Pd. wives, 
8 were in exclusive business partnership with 
their husbands, 5 of whom had given up their 
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own careers to join their wives in businesses 
established by them (4 cases) or to start a 
joint enterprise. Of the three working NPd. 
wives, none was in an exclusive partnership 
with her husband. (Fisher's Exact Test p < +05.) 

Only two of the patients in partnership 
with Pd. working wives were successful, and 
both had returned to their own careers during 
the follow-up period. 


Pre-marital social instability 

This refers to those 10 patients who, before 
marriage, had either lost jobs through drinking 
or had been divorced. All but one of those 
who had been divorced had had severe drinking 
difficulties in their previous marriage. Table 
VIII shows the distribution ‘of such patients 
by marital type and also the frequency of 
pre-marital employment loss and divorce for 
both patients and wives. 

Pd. women significantly more often married 
such socially unstable men than did NPd. 
women (p < ‘05). With regard to employment 
loss alone no NPd. women married such: men, 


























"TABLE VII 
arital type 
Marriages (N — 49) NPd. NPd. Pd NPd NPd. Pd. Pd. Pd. 
Working spouse (N = 13) m o 3 4 6 
Treatment success vs - o 3 I I 
Treatment failure o o 3 5 
Non-working spouse (N — 36) 13 11 8 4 
Treatment success e B IO 9 6 I 
Treatment failure i às 3 .2 2 3 
Taste VIII 
Pre-marital social instability 
Marital type 
Marriages (N — 49) NPd. NPd. Pd. NPd. NPd. Pd. Pd. Pd. 
Unstable pre-maritally .. $2 o .2 3 5 
Stable pre-maritally s - 13 12 9 5 
Type of instability 
Employment loss 
Patients " T M o o 2 4 
Previous divorces 
Patients .. š - m o 2 2 3 
Wives... a xs s o o 2 2 
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all of whom had married Pd. women (p < -002). 
Similarly, individuals who had been divorced 
were found significantly more often in those 
marriages with Pd. spouses than others (p <-05). 
All of these wives were aware of their husbands’ 
drinking difficulties and disturbed social history 
at the time of marriage, and three of the four 
women who had divorced had been previously 
married to alcoholics. 


Problem drinking and marital stress 

It remains now to attempt to measure the 
stress which these marriages experienced as a 
result of the drinking behaviour per se. Direct 
measures were difficult to obtain, as patients 
varied little one from another in their drinking 
habits and most marriages had experienced 
quarrels, assaults or financial embarrassment 
due to drinking. However, the temporal extent 
to: which a marriage had been exposed to such 
-stress could be measured by relating the dura- 
tion of marriage to the duration of problem 
drinking as estiniated by the patient and spouse. 
Expressing this relationship as a ratio, a value 
below unity would indicate that problem drink- 
ing had antedated the marriage, and values 
above unity the converse. It will be recalled 
that neither age, duration of marriage nor 
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duration of addiction discriminated successful 
patients from those who failed, although the 
duration of problem drinking did. Table IX 
shows that when these variables are again 
examined, now in relation to the marital 
types, notable differences emerge. 

Applying the median test shows that neither 
the patient’s age nor the duration of problem 
drinking differ significantly from one marital 
type to another. But patients with NPd. wives 
have marriages significantly older than those 
with Pd. wives (p < +05), and this is reflected 
in the marriage/drinking ratios. The combined 
median was 1:25, and significantly more 
patients with NPd. wives had marriages which 
for at least a quarter of their duration had 
been free from conflict arising from drinking, 
compared with those marriages with Pd. 
wives which more often had never been with- 
out such difficulties (p < +02). Particularly 
striking is the comparison between the group 
with the least social disturbance and highest 
social and medical recovery rate, the NPd./ 
NPd. marriages, and the Pd/Pd. group with 
the lowest success rates and the highest incidence 
of social disturbance (p < -002). The extent 
of these differences becomes apparent when the 
mean ratios are inspected, the former being 























Tase IX 
Patient’s age, durations of marriage and problem drinking and marital Pd. scores related to marital types 
Marriages (N = 49) NPd. NPd. Pd. NPd. NPd. Pd. Pd. Pd. 
Mean duration of marriage in 
years 20:6 14*5 15'*4 10:0 
S.D. X44 +70 +9-0 +452 
Mean duration of problem 
drinking si . 10:2 13:8 10:0 II'3 
S.D. 4:7 +6-9 +4°3 4-1 
Median and range 
Patient’s age at treatment 43 years above 10 6 7 3 
(27-61) below 3 7 4 7 
Duration of marriage 13 years above 10 8 5 2 
(2-33) below 3 6 6 7 
Duration of problem drinking 12 years above 4 8 4 5 
(3-30) below 5 6 7 4 
Marriage/drinking ratio 1°25 above 12 5 5 2 
(0:10-5:50) below 1 8 6 8 
Marital Pd. score .. 120 above 3 5 7 9 
(156-84) below 9 9 5 I 
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2:60 with a mean marital duration of 20:60 
years (S.D. 4:46), compared with the latter's 
mean ratio of 0-92 and mean marital duration 
of 10 years (S.D. 4:21). It will also be noted 
that the median Marital Pd. score, that is the 
patient's Pd. score added to that of his wife, 
successfully discriminates tbe four marital 
types at the -o2 level of confidence; this will 
be referred to later ( x? 10°86 d.f. 3, Contingency 
Co-efficient 0-43). Although pathological drink- 
ing in marriages with NPd. wives tends to 
develop after the marriages have been fairly well 
established in time, it would seem that the 
timing of this is more closely related to the 
patients’ profile type than to that of the spouses, 
as shown by the comparison of Pd/NPd. 
marriages with NPd/Pd. 


Clinical disturbance among wives 

Eight wives whose marriages were intact 
at follow-up were, on clinical examination 
at the time of their husbands’ admission, 
regarded as psychiatrically disturbed, six having 
mild anxiety symptoms and two moderately 
severe anxiety depressions. All received medica- 
tion from their family doctor. NPd. wives 
were more often clinically disturbed than 
Pd. wives, there being only one of the latter 
(p < +02). However, such disturbance was 
not related to the husbands’ profile type, four 
having Pd. husbands. 

In addition to these cases, a further seven 
wives had been identified as clinically disturbed 
whose marriages were found at follow-up 
to have ended in divorce or separation. Three 
of these had been regarded as severely ill with 
depressions of psychotic intensity. Four of 
these divorcing women had Pd. husbands. 
Out of the nine marriages which went on to 
divorce, in only two cases had the wives shown 
no clinical evidence of disturbance when the 
husbands were admitted to the hospital. Thus 
the incidence of disturbance in spouses whose 
marriage remained intact two years later was 
significantly lower than in those who divorced 
(p < ‘oor). As has been seen, this is reflected 
in the M.M.P.I. scores for this group, those on 
Depresion and the Anxiety Index being 
pathological and significantly higher than 
those of the group of wives who remained 
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married. It would seem that disturbance 
in the alcoholic's wife is more closely associated 
with impending divorce than it is a direct 
function of the alcoholism. 

Detailed information regarding the psychia- 
tric status of the wives throughout the follow-up 
period was not available. However, it was known 
that four Pd. wives developed severe depressive 
illnesses requiring admission to hospital about 
six months after their husbands had regained 
and maintained sobriety, although in two of 
those cases this may have been associated 
with impending divorce by their husbands, 
both of whom had remained abstinent. None 
of the NPd. wives of successful husbands 
behaved similarly (p < +02). 


The Pd. score 

The effect of age on the Pd. scores in a 
normative elderly population in this country 
has been shown to be unimportant compared 
with changes on the other clinical scales 
(Britton and Savage, 1966). However, McGuinis 
and Ryan (1965) reported a small but signifi- 
cant reduction in Pd. scores with increasing 
age, in a sample of male alcoholics aged 30 
to 60-- years. The effect of age on the Pd. 
Scores in the present sample was tested by 
calculating the rank order correlations with 
age for patients and wives. The Pd. score 
for both was found to be negatively correlated 
with age, the patients’ rho being —-22 and 
the wives rho being —:27. Although both 
are in the expected direction, neither are 


statistically significant. 


Discussion 


The overall success rate in this sample of 
male married alcoholics is comparable with 
that reported by others (Glatt, 1961; Walton 
et al., 1966; Rathod et al., 1966). In this research 
the M.M.P.L has revealed important sub- 
categories not otherwise easily found in a 
sample which had been selected to ensure 
clinical homogeneity. 

Only two general clinical factors of weak 
predictive value with regard to prognosis were 
identified. Relapsing patients had longer dura- 
tions of problem drinking and of hospitalization. 
suggesting that they might be more seriously 
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ill than the others. However, the length of 
hospital stay cannot be regarded as a measure 
of medical need, as discharge was often deter- 
mined by social considerations and the duration 
of problem drinking was more directly a measure 
of marital .conílict than of alcohol consumption. 
The inadequacy for prognostic purposes of 
clinical variables such as age, duration of 
alcoholism, delirium tremens, or hallucinosis 
has also been noted by other workers (McAdam, 
1964; Kendell and Staton, 1966; Pemberton, 
1967). 

More unexpected than the absence of general 
clinical predictive variables was the finding 
than whilst the M.M.P.I. identified patients 
at special risk to various kinds of behavioural 
disturbances these in themselves were not 
related directly to outcome. They became 
so only within the marital contexts defined 
by the M.M.P.I. Relating the biographical 
to the psychometric data permits the construc- 
tion of two hypothetical marital models which 
take account of the main findings and facilitate 
the consideration of their implications in 
terms of marital dynamics. 

The first model is that offered by the patients 
with a Pd. profile married to a Pd. wife. They 
will have been married for ten years. He will 
be slightly younger than other patients, aged 
forty, but will not differ from them with regard 
to the duration of his problem drinking. This 
will have been established before his marriage, 
and probably his wife wil have been aware 
of this and of the consequent employment 
instability when they married. Both are 
liable to bave had a previous marriage ending 
in divorce, the wife's previous husband having 
also been an alcoholic. The wife will tend to 
have gainful employment outside the home, 
most likely in business partnership with her 
husband. Both partners will complain of 
sexual difficulties, this being especially so 
of the wife. However, in spite of these stress 
factors, she will be unlikely to suffer psychiatric 
disturbance in the course of her husband’s 
illness, but may do so should he recover. 
The chances for such a patient being both 
sober and stably employed two years after 
treatment are of the order of only 20 per cent. 

A very striking comparison is afforded by 
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the NPd. NPd. marriages. In this group although 
the patient will tend to be older than all other 
patients, he will have had problems arising 
from alcohol for the same number of years. 
He will have been married for about twenty 
years, and for almost half of this time his 
marriage will have been free from difficulties 
arising from drinking. Both partners will have 
been married for the first time and will have 
been faithful to each other. There will 
have been no evidence at the time of marriage 
of employment or drinking instability, and he 
will be more likely than the Pd. man to have 
maintained employment stability, in spite of 
his alcoholism. He will tend to achieve sobriety 
at his first attempt at treatment, and he has a 
75 per cent chance of being both sober and in 
stable employment two years later. 

The remaining marital groups, the Pd. 
NPd. and NPd. Pd. occupy intermediate 
positions, with regard both to treatment out- 
come and to marital characteristics, but in all 
the groups the profile type of the wife is of 
central prognostic importance. However, be- 
fore discussing the marital groups further, it is 
necessary to consider what the M.M.P.I. 
and, in particular, the Psychopathic Deviate 
Scale is defining. 

The Pd. scale is regarded as measuring 
‘attitudes which are essentially asocial, and 
characterize an individual who has a shallow 
emotional life and a capacity for only transitory 
or superficial loyalty. Sexual and other appeti- 
tive drives are not deeply effective, and the 
female is frequently frigid. It reflects an ego- 
centric personality who finds difficulty in 
accepting group standards and may explicitly 
reject them’ (Welsh and Dahlstrom, 1960). 
Pd. dominated profiles have been shown to be a 
group characteristic of social deviants of various 
kinds, including alcoholics, drug addicts and 
other social delinquents. It could then be ex- 
pected that in this sample of alcoholics and 
wives those with Pd. profiles would give evi- 
dence of a greater vulnerability to social 
and behavioural disturbance than others. 
The significantly higher incidence of previous 
marital failure, work instability, adultery and 
sexual complaints found among Pd. individuals 
compared with others confirms this prediction. 
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Since these behavioural characteristics are 
not in themselves predictors of treatment 
outcome and become so only within the marital 
contexts defined by the M.M.P.I., they require 
to be understood in terms of the interpersonal 
relationships of the marital partners. 

Central to any marital interpretation of the 
results is the question whether the Pd. scale 
is measuring an innate or relatively enduring 
personality characteristic or merely reflecting 
an individual's response to more immediate 
environment factors. Evidence from the litera- 
ture of the stability of M.M.P.I. profiles 
over extended time is not available, studies 
on ageing effects having been cross-sectional 
rather than longitudinal in kind. But there is 
some evidence to suggest that of all the clinical 
scales that of Psychopathic Deviate is least 
influenced by age. In this sample, although Pd. 
scores correlate negatively with age, this is 
not statistically significant and therefore cannot 
more than marginally have influenced our 
dichotomy. Clinical studies of a wide variety 
of social deviants identified by Pd. profiles 
describe a characteristic social and emotional 
immaturity and inability to learn from 
experience, which is at least suggestive of a 
personality trait of a relatively enduring kind. 
However, our data are not of a kind which can 
confirm this view or otherwise. 

A more rewarding approach is to examine 
the possibility that the wives’ differing Pd. 
profiles reflect a response to differing marital 
experiences. If the wives’ Pd. scores relative 
to other scales are influenced by such environ- 
mental factors, then it could be predicted 
that Pd. wives would be discriminated from 
others by recognizable differences in their 
husbands’? marital and drinking behaviour. 
Our results do not support this contention, 
as the similar rates of marital complaints in 
Pd. and NPd. wife marriages demonstrate 
(Table V). A more conclusive comparison is 
that between NPd./NPd. and Pd./NPd. 
marriages. In this latter group there is a signifi- 
cantly higher incidence of husbands’ adultery 
and severe employment difficulties; but in 
spite of this notable difference in marital 
experience the wives do not differ in respect 
of profile type or Pd. scores. 
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With regard to drinking behaviour, the 
duration of problem drinking does not differ 
significantly from one marital group to another, 
although this is not so with regard to the ratios 
of duration of marriage and of problem drinking 
(Table IX). NPd./NPd. marriages have 
experienced a substantial period of marriage 
free from drinking difficulties compared with 
Pd./Pd. marriages, in which problem drinking 
is established pre-maritally. This particular 
difference in marital experience is unlikely 
to have influenced the partners’ Pd. scores, as 
the comparison between Pd. NPd. and NPd. 
Pd. groups demonstrate that although partners’ 
scores differ the marriage-drinking ratios do 
not. It would seem reasonable, therefore, to 
conclude that, as far as the Pd. scores are 
concerned, differences between Pd. and NPd. 
individuals are more likely to be due to basic 
differences in personality and associated be- 
haviour patterns than to differing environmental 
experiences. ' 

Our results indicate that the alcoholic's 
prognosis is influenced to an important extent 
by marital interaction factors. Further, the 
wife's personality type as a prognostic indicator 
applies only to those marriages which have 
experienced employment instability and sexual 
disturbance (Table V). In the absence of such 
marital stress neither the patient's nor spouse's 
personality relates to outcome. This finding 
that marital ‘stress’ and the wife's personality 
both influence the course of her husband's 
illness is in agreement with the conclusion 
of Kogan and Jackson (1964), argued from 
their series of systematic and controlled 
studies on the role of the wife in alcoholic 
marriages. It would seem that a crucial variable 
in an alcoholic's prognosis is bis wife's capacity 
appropriately to manage the marital difficulties 
consequent on his drinking behaviour, and this 
capacity may be determined by personality factors. 

Orford and Guthrie (1968) have examined 
the methods of coping with their husbands’ 
drinking behaviour of eighty alcoholics! wives. 
By factor analysis they identified five coping 
‘styles’: three which could be regarded as 
maritally adaptive, namely, ‘safeguarding family 
interests’, ‘withdrawal into marriage’ and 
‘protective’; and two which could be considered 
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as potentially more disruptive, ‘attack’ and 
‘acting out’. Although changes from one coping 
style to another might be determined by chang- 
ing marital situations, the authors point out 
that the choice might also be importantly 
influenced by personality factors. 

In this and our previous study (Rae and 
Forbes, 1966), it has been our clinical impression 
that ‘attack’ and ‘acting out’ styles of behaviour 
are very characteristic of wives identified by 
Pd. profiles. The present results, showing a high 
social and medical recovery rate in the Pd./ 
NPd. marriages contrasting strikingly with the 
high failure rate in Pd./Pd. marriages suffering 
similar stresses, imply that NPd. wives employ 


“ita: coping strategies which are maritally more 


i adaptive than those of Pd. wives. 

Barry ei al. (1967) examined the M.M.P.I. 
profiles of 521 married male alcoholics and 
found that scores on the Pd. scale discriminated 
with a high degree of confidence between 
marriages rated as well adjusted and those 
* judged only moderately or poorly so. Accepting 
that the Pd. scale provides some measure of an 
individual's capacity for stable socialization, 
our marital Pd. Scores can be viewed as 
describing a dimension of marital adaptation 
along which the four marital types can be placed. 
At the one extreme are found the NPd./NPd. 
marriages with the lowest marital Pd. scores, 
the least social disturbance due to drinking, 
the longest duration of marriage free from 
problems arising from alcobol, and the highest 
recovery rate. Át the other end of the dimension 
lie the Pd./Pd. marriages in which exactly 
the converse obtains, The differences found 
between marital groups could be understood 
as arising from partner's differing capacities 
to maintain adequately a socially and sexually 
appropriate marital role, Pd. men appearing 
less able than NPd. to maintain such stable 
function. Pd. women, likewise, have similar 
difficulties, as their direct competitiveness 
with their husbands’ economic role, previous 
marital failures and knowing selection of 
demonstrably social inadequate mates indicate. 

These hypotheses are examined in a study 
‘Interpersonal Patterns in Alcoholic Marriages’ 
using the Interpersonal Perception Technique 
(Drewery, 1959) and reported herein. 


THE INFLUENCE OF THE WIVES ON THE TREATMENT OUTCOME OF ALCOHOLICS 


SUMMARY 


1. This research assesses the influence of the 
wives of 58 alcoholic in-patients on treatment 
outcome measured two years after admission 
to hospital. 

2. Clinical and behavioural variables were 

related to the psychometric characteristics, 
described by the M.M.P.L, of patients and 
wives. 
3. Patients whose M.M.P.I. profiles were 
characterized by a predominant elevation on 
the Pd. (Psychopathic Deviate) scale were 
found to be more liable than others to have 
shown various kinds of social and marital 
instability. But this was related to prognosis 
only in terms of the marital setting in which it 
occurred. 

4. Relapsing patients significantly more often 
had wives with a Pd. type profile, who had a 
greater liability to socio-sexual disturbance 
than the wives of successful patients not so 
characterized by the M.M.P 1. 

5. Prognosis was highly significantly related 
to the M.M.P.I. profile types of marital partners, 
and evidence is presented that patients’ 
treatment outcome is largely determined 
by marital interaction processes, 
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Interpersonal Patterns in Alcoholic Marriages 


By J. B. RAE and J. DREWERY 


In a previous study (Drewery and Rae, 1969), 
using the Interpersonal Perception Technique 
(I.P.T.) (Drewery, 1969), it was found that 
while the husbands and wives of the non-patient 
marriages had a clear concept of masculinity 
which they shared, the partners in the alcoholic 
marriages lacked this consensus; they were 
confused about the male socio-sexual role, and 
this confusion expressed itself in a conflictful 
interplay of dependence and independence 
needs. The conclusions then reported were 
applied to alcoholic marriages as if they formed 
a homogeneous group. The present study was 
designed to test the hypothesis that when 
alcoholic marriages are dichotomized in terms 
of the wives’ Pd characteristics, two qualita- 
tively and quantitatively distinct marital patterns 
would be revealed. 

Three hypotheses were formulated. It was 
predicted that: 

1. The marriages of patients with Non-Pd 
wives will, in terms of the I.P.T. measures, 
approximate to control marriages. 

2. The marriages of patients with Pd wives 
will be more abnormal, in terms of I.P.T. 
measures, than both the control marriages and 
those of patients with Non-Pd wives. 

3. The abnormality will be expressed in 
terms of sexual role confusion and dependence- 
independence conflict. 


SUBJECTS 

The experimental sample comprised 33 male 
alcoholics and their wives. Of these 33 couples, 
18 had formed part of the patient sample in our 
earlier report (Drewery and Rae, 1969). There 
had been 22 patients in this earlier sample, 
but of these 4 had to be omitted from the present 
study because complete M.M.P.I. data was 
not available. All patients in the present 
sample were intelligent middle-class men admit- 
ted to an amenity bed ward; patients who were 


brain-damaged or psychotic were excluded. 
The mean age of the husbands was 46:5, s.d. 
6-61; of the wives 44:4, s.d. 6:98, and the 
mean duration of marriage 17:86 years, s.d. 
7:5. The control group for this study was a 
fairly representative sample of 51 non-psychia- 
tric volunteer married couples from the town 
of Dumfries. Husbands mean age was 42:44 E. 


years, s.d. 6:90; wives’ mean age 40:27 yanmi : 


s.d. 6-55; and mean duration of marriage 
16:63 years, s.d. 5:90. The difference in 
duration of marriage between the two groups 
was not significant. However, both the patients 
and their wives were significantly older than 
the controls (P = +02). If marital age proved 
to be significantly associated with the I.P.T. 
measures which most clearly differentiate 
between patients and controls then the clinical 
significance of the results which follow would 
be vitiated. To discount this possibility we 
correlated the marital age of the controls 
with each of the 7 I.P.T. measures. We further 
correlated both husbands’ age and wives’ age 
with each of the 15 variables of the Edwards 
Personal Preference Schedule (E.P.P.S.). None 
of these 37 correlations was statistically signifi- 
cant. We can therefore disregard the possibility 
that the age differences between the group 
contributed to the obtained differences between 
them. 

Social class was normally distributed in the 
control group, except for Class V which was 
scarcely represented, while the patients were 
social classes I and II. We have some evidence 
that social classes I and II score higher on 
certain of the I.P.T. measures, and so our 
present fairly representative control group 
would lead to reduced differences between 
patients and controls, making our hypotheses 
more difficult to establish. Despite this the other 
scientific advantages of using as large a sample 
of the community as possible persuaded us to 
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use all our 51 couples as the comparison group. 


PROCEDURE 


The M.M.P.I. (Welsh and Dahlstrom, 1960) 
and the I.P.T. (Drewery, 1969) were adminis- 
tered to' both the patient and his wife. This 
was done after the more immediate toxic 
effects of his drinking had cleared up, usually 
three to four weeks after admission. We took 
the Psychopathic Deviate Scale (Pd) as our 
criterion measure and divided the wives of the 
patients about their median, a T score of 56. 
In 17 couples the wives’ Pd scores were above 
the median and formed the Pd group, and in 
the remaining 16 couples the scores were below 
“the median and comprised the Non-Pd (NPd) 
“group*. 

eEQUP n 
> The LP.T. has been described in detail 
elsewhere (Drewery, 1969). The correlational 
measures deriving from the I.P.T. have been 
calculated for Controls, NPd and Pd marriages. 


RxsuLTS 

Mean correlation analysis 

Table I compares the mean correlation 
coefficients for control marriages, NPd marriages 
and Pd marriages. 

Table I clearly confirms Hypothesis 1, 
that is, NPd marriages will approximate to 
those of control women. Only on the crucial 


* Rae's (1972) criterion for Pd and NPd in his follow- 
up study was rather different. The criterion used in this 
paper is simpler and has a number of psychometric 
advantages. Rae has reworked his follow-up data using 
this new criterion and his findings are virtually identical. 
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(A X B1) measure—the comparison between 
how a husband describes himself and is described 
by his wife—are the control and NPd groups 
statistically different. Indeed, the patient NPd 
marriages consistently achieve marginally higher 
scores than the non-patient control marriages. 

Hypothesis 2, that is that Pd marriages are the 
most abnormal, is also amply confirmed. In 
Table I the comparison between control and 
Pd marriages, also between NPd and Pd 
marriages present, highly significant differences, 
eight of the twelve comparisons having P 
values of less than 0:025 by one-tailed test. 
Our previous study (op. cit.) has led us to 
anticipate that two of the directly predictive 
measures (Ar x Bg) and (Bi x Ag) would 
not discriminate between alcoholic and control 
marriages; that is; both wives and husbands 
are successful in predicting how they are 
perceived by their spouse, and patierits are as 
skilful in this as controls. The failure in the 
disturbed patient marriages, notably the Pd 
marriages, lies in the poor match between 
selfdescriptions and spouse descriptions, 
(A x Br) and (B x Az) both being low, and 
the failure on the part of the patient couples 
to anticipate this poor match (A x Ag), and 
(B x B2) both high. 


SzxuaL Rote CONFUSION 
To test the third hypothesis, use is made of 
the significant difference shown in the E.P.P.S. 
between the mean scores of men and women 
on each of the fifteen traits the test measures 
(Edwards, 1959). In the present study the 











TABLx I 
Mean product-moment correlation coefficients Sor each of the 6 ILP.T. measuies. A comparison between the Controls and the 
Wives Pd and Non-Pd groups 
E Significance of difference between 
Column 1 Column2 . Column 3 Columns Columns Columns 
Control Non-Pd Pd I and 2 2 and 3 I and 3 
A xB "50 +36 -18 P = +025 P = :025 = +0005 
B x Ar +53 *58 -28 N.S p = +0005 p = -0005 
AI x B2 “51 "57 -42 N.S p = -025 N.S. 
Bi x A2 ‘5I -52 "55 N.S N.S. N.S. 
B x Be -71 "72 -63 N.S N.S. pP = +025 
A xA2 68 *69 "55 N.S p = ʻ0125 p= -005 





Controls—N =51 couples; Pd group—N —17 couples; Non-Pd Group—N =16 couples. 
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control group is sufficiently large and represen- 
tative to replace the American norms formerly 
used as the criterion of sexual appropriateness 
(Drewery and Rae, 1969), and so in the analysis 
which follows a ‘masculine’ trait is defined as 
one in which our control men score higher 
than our control women, and a ‘feminine’ 
trait one in which control women score higher 
than control men. This change of criterion 
from a large American sample to a relatively 
small Scottish sample is less drastic than it 
appears, since on only two of the fifteen traits, 
Change and Endurance, did our male and 
female controls differ in direction from the 
American sample; and indeed the results 
which follow would have been as striking had 
we retained the original American criterion 
for sexual appropriateness. 


Procedure 


When we compare the mean trait scores of 
our control husbands and wives on the E.P.P.S., 


Masculinity 
A. 
Husband's self P 10 5 
description 


B1. 
Wives' description 
of husband 


B. 
Wives' self 
description 


Al. 
Husbands’ 
description 
of wife 
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we find that women are lower on Achievement, 
Exhibition, Autonomy, Dominance, Change, 
Heterosexuality and Aggression and higher on 
Deference, Order, Affiliation, Intraception, 
Succorance, Abasement, Nurturance and 
Endurance. These differences now become the 
criterion directions for masculinity and feminin- 
ity and we proceed to calculate Wilcoxon 
matched-pairs signed-ranks tests in order to 
determine whether either of our two patient 
groups is significantly more or less masculine 
or more or less feminine than our control 
couples. 

The most important of these comparisons 
are presented in Fig. 1 in the form ofan analogue 
scale. Perhaps an examination of Fig. 1 A, :/ 
which is the men’s self-descriptions, will clarify” 


this illustrative device. The scale extends to ' 


30 units, 15 in the feminine direction and 15 
in the masculine direction. The control mean 
scores stand at the mid-point, and using the 
controls as the criterion group we find that 


Control 


Femininity 
5 10 15 














X > Pd. significantly different from Control. 
t = Pd. significantly different from Non-Pd. 


Fic. 1 
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the’ men in the Pd group have 11 traits in 
which they are more feminine than the control 
men and 4 in which they are more masculine. 
Their position on the scale is therefore 7 traits 
(or scale units) more feminine than the controls. 
This difference is significant at the P = -005 
level using the Wilcoxon test. (This test takes 
into acéount the size as well as the direction of 
differences.) Similarly the men in the NPd 
group are five units more feminine than the 
controls, but neither this difference nor the 
difference between Pd and NPd groups is 
significant. Figure 1 Br indicates that, com- 
pared with control wives, wives of patients do 
not perceive their husbands as significantly 
"more or less masculine, but Pd wives see their 
husbands as rather more masculine than con- 
trols and as significantly more masculine than 
the descriptions of NPd wives. We know that 
. men married to Pd wives sec themselves as 
markedly more feminine than controls, so their 
wives’ concept of them is notably discrepant. 
Thus the very poor (À x Br) Pd group match 
already noted in Table I is now seen to have as 
one of its components disagreement on this 
masculine-feminine dimension. 

Turning to the wives’ self-descriptions, Fig. 1 B 
reveals that, while the wives of the two patient 
groups are not significantly different from 
control] wives, Pd women see themselves as 
significantly more masculine than NPd women. 
The husbands of the Pd women have a markedly 
masculine concept of their wives (Fig. 1 Ar) 
while the NPd husbands do not differ from the 
controls. 
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Summarizing this section, the Pd marriages 
are strikingly deviant in their sexual identifica- 
tion. The men see themselves as feminine and 
their wives see themselves as masculine. The 
Pd spouse percepts add to this confusion, since 
the husbands agree that their wives are mascu- 
line while the Pd wives deny that their husbands 
are feminine. The NPd marriages, on the 
other hand, are not significantly different 
from control marriages on any of these mas- 
culinity/feminity comparisons, but they almost 
invariably can be clearly distinguished from 
Pd marriages. These findings lend support to 
our three central hypotheses, and are particu- 
larly relevant to the third. 


DEPENDENGE-INDEPENDENCE CONFLICT 


Table II condenses a good deal of information 
which in our earlier work (of. cit.) we presented 
graphically. 

Table II presents group data on three of the 
I.P.T. measures analysed by trait: (A x B1), 
the match between the husbands’ self descrip- 
tions and their wives’ descriptions of them; 
(B x Ari), the comparison between wives’ 
self-descriptions and their husbands’ descriptions 
of them; and (A x B), the actual similarity 
between the self descriptions of husbands and 
the self descriptions of wives. The similarity 
between these descriptions is expressed both 
by a rank order correlation between mean 
trait scores on the fifteen E.P.P.S. variables and 
by median tests calculated for each of the fifteen 
traits. Thus in Table II, for the (A x Br) 

















Taste II 
Trait profile relationships on three I.P. T. measures for controls PD and nex-PD marriages 
Ax Br Bx Ar AxB 
Control Non-Pd Pd Control Non-Pd Pd Control Non-Pd Pd 
Rho-:7; Rho=-64 Rho=—'os Rho=-75  Rho-:80 Rho=m-04 Rhom-44  Rho-:0; Rho='44 
P= -001 P=-or N.S. P=-or P=-oo1 N.S. N.S. N.S. N.S. 

Achievement *o5 Br 'o03 A Ach. 
Deference *o5 B *'0005 B Def. 
Order -o5 B Ord. 
Exhibition Exh. 
Autonomy *05 Br ‘og Br o5 A Aut. 
Affiliation o5 B *og B Af. 
Intraception *05 A ‘005 B o5 B Int. 
Succorance *03 Br 03 AI Suc. 
Dominance *0005 AI 0005 A 03 ooo A Dom. 
Abasement :'005 B o5 B Aba. 
Nurturance *'o5 B Nur. 
Change Chg. 
Endurance En 
Heterosex Het. 

-05 Br ‘og Br 03 Ar 5 OA Agg. 
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comparison the control rank order correlation 
is rho = +77, and only on Autonomy is there 
a significant difference between husbands 
and wives’ descriptions. (The -o5 Br opposite 
Autonomy in Table II indicates that wives 
see their husbands (Br) as significantly more 
autonomous (p= -05) than their husbands 
see themselves.) Similarly for the NPd alcoholic 
group there is a highly significant match 
between A and Br, rho = -64, and again only 
on one trait are the two descriptions significantly 
different. When we come to the Pd group of 
alcholics, however, there is no relationship 
between A and Br, rho — — -05, and five ofthe 
trait differences are significant. 

Table II lends further weight to Hypotheses 
1 and 2. The control and NPd groups behave 
similarly, while the Pd group is markedly 
different from both. If we study the significant 
trait difference in the Pd group, it will be seen 
that the Pd wives not only perceive their 
husbands as significantly more Achieving, 
more Aggressive and more Autonomous, but 
at the same time see them as more in need 
of help (Succorant). These alcoholic patients 
are thus perceived as in conflict about their 
dependence and independence needs. For 
their part, the men married to Pd wives per- 
ceive their wives as much more Dominant 
and extrapunitively hostile (Aggressive), while at 
the same time more in need of help (Succorant). 
These patients married to Pd wives perceive 
them as in conflict about their need for aggres- 
sive dominance and their need for help. This 
may be the form in which men construe a depen- 
dence-independence conflict in women. 


Inpices or DEPENDENCE AND INDEPENDENCE 


The development of quantitative indices 
of dependence and independence could be of 
considerable clinical application. The aim 
would be to obtain a single measure expressing 
the balance of dependence and independence 
both in an individual and in a marriage. 


Method 

Selecting those traits which in our clinical 
experience were most intimately related to 
independence and dependence we summed an 
individual’s raw scores on Autonomy, Domi- 
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nance and Aggression and calculated the mean. 
Then we calculated the mean raw. score for 
Affiliation and Succorance summed, and called 
these measures the ‘Independence’ áfid the 
‘Dependence’ scores respectively. ` ' 


Results 


Our control men as a group were signifi- 
cantly higher on Independence than Depen- 
dence; they expected to be seen in this way and 
in fact were so seen by their wives. None of 
the three P values for a *t test fell below P — 
< +0005. Similarly, our control wives were 
significantly higher on Dependence than 
Independence; they expected to be seen in 
this way by their husbands, who in fact con-- 
firmed their expectation; P values ranged from 
P= < -02 to P= < -0005. However, when 
we compared the control and patieht groups 
on mean Independence or mean Dependence’ 
scores they differed very little, and it was clear 
that it was the balance between Dependence 
and Independence in an individual or in a 
marriage which was critical. 


DEPENDENGE-INDEPENDENCE DIFFERENGE 
SCORE 

Method 

In order to measure the balance of Depen- 
dence and Independence in both the individuals 
and the marriages studied we calculated a 
Dependence/Independence Difference Score for 
each individual by subtracting the smaller 
of his two scores from the larger. This Differ- 
ence score was labelled with a positive or a 
negative sign, depending on the sexual appro- 
priateness of the direction of the difference. 
Thus, a Difference Score for a man would be 
labelled plus when Independence was greater 


* It might be thought that these Independence and 
Dependence measures are redundant since they are 
simply another way of expressing the differences estab- 
lished in the Masculinity/Femininity section above. 
One cannot dismiss such a notion entirely, since in our 
culture measures of independence are likely to be corre- 
lated with measures of masculinity, but Table II at least 
demonstrates that we have not simply aggregated the 
variables which most significantly discriminate between 
men and women, and indeed we have included one, 
Succorance, which does not significantly distinguish 
between men and women. 
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than Dependence and minus when the con- 
trary was thé case. Difference scores were 
calculated for all subjects in the study, using 
both self descriptions, A and B, and spouse 
percepts,. Ar and Br. We ranked each of the 
three’ groups in terms of their Dependence/ 
Independence Difference Scores for A; B; 
A1; and Br, and carried out Wilcoxon matched- 
pairs signed-ranks tests. 


Results 


The control men were strikingly more 
Independent than Dependent and the control 
women very much more Dependent than 
Independent, and were so perceived by their 
spouses. The NW levels were all in 
' excess of P = < -008. Wilcoxon tests for both 
groups of lun patients were not significant, 
confirming theirconflict about their Dependence] 
Independence needs. The Pd wives’ perception 
of their husbands accepted the reality of this 
conflict, while the NPd wives perceived 
their husbands as significantly moreIndependent 
than Dependent (P = < :05). The Pd wives 
describe themselves as not being more Dependent 
than Independent, and this role conflict is 
confirmed by their husbands. The NPd 
wives on the other hand describe themselves 
as significantly Dependent (P = <-o1) and 
are seen in this way by their husbands (P — 
< *OI). 

These findings lend further support to all 
three hypotheses, and clarify the important 
(A x B1) measure. We have seen in Table I 
that (A x Br) is the only measure on which 
NPd and Control marriages are significantly 
different It now seems clear that the poor 
match between A and B1 in the NPd marriages 
arises out of the wives’ perception of their 
husbands as strikingly more independent than 
dependent, a view which the husbands do not 
share. This denial by the wife of her husband's 
dependence and overstatement of his indepen- 
dence may be important for his therapeutic 
success. 


Discussion 
The present study supports and elaborates 
the findings of Drewery and Rae (1969) that 
male alcoholics are confused about their 
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marital socio-sexual role. In terms of the 
concepts generated in this study they are more 
‘feminine’ than control men and more con- 
flictful about the resolution of their needs for 
Dependence and Independence. We have 
shown that if the alcoholic is fortunate enough 
to be married to a NPd wife the pattern of his 
marriage is remarkably similar to that of 
control marriages. It would appear that such 
stability has been achieved through the efforts 
of a woman who is able to perceive her husband 
as masculine and independent despite his 
obvious inadequacies, and to see herself as 
highly feminine and dependent notwithstanding 
the burdens and responsibilities of living with 
an alcoholic for many years. These NPd 
marriages must be regarded as socio-sexually 
appropriate. Rae (1972) has demonstrated 
that the alcoholic with a NPd wife has an 
excellent prognosis. We infer that a major 
factor in his success is that his marriage to a 
‘feminine’ woman fosters the emergence of 
what our society accepts as masculine patterns 
of behaviour. When they appear they are 
reinforced by his wife who accepts and indeed 
welcomes them. This helps him to resolve his 
ambivalent dependency needs in favour of 
independence. 

The alcoholic married to a Pd wife, however, 
is involved in a relationship the pathological 
quality of which makes it virtually impossible 
for him to resolve his socio-sexual ambiguities 


appropriately, and we consider that his ex- 


tremely poor prognosis (Rae, 1972) is related 
to this fact. His Pd wife is herself ‘masculine’ 
and in conflict about her own dependency 
needs. Thus their relationship is competitive 
rather than complementary and such a sexually 
threatening relationship must undermine any 
effort the husband makes to establish himself 
in the masculine role in the marriage. The 
wife’s pathological need for an emasculated 
husband is dramatized by the frequency with 
which Pd women become psychiatrically ill 
in the albeit unlikely event of their husbands 
achieving sobriety (Rae, 1972). 

This study was designed to focus attention on 
the importance of the role played by the wives 
of alcoholics in their marital adjustment. 
However, in any dyadic relationship both 
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members are of equal importance, and we are 
well aware of the necessity of evaluating the 
husband’s contribution to the marital relation- 
ship. Indeed we have carried out a parallel 
analysis to the one reported here of these 
patients’ marriages dichotomized in terms of the 
husband Pd scores. The marriages of the 
Pd men are much more disturbed in I.P.T. 
terms than those of NPd men. Further, when 
we look at the small sample of the marriages 
of Pd men married to Pd women and compare 
them with marriages in which both partners 
are NPd the differences are gross and reflect 
the severe marital disturbance of Pd-Pd 
marriages and the marital stability of the 
NPd-NPd marriages. 

A. final paradox remains to be explained. 
Rae (1972) states that although the patients? 
Pd characteristics are related to clinical evidence 
of social and marital disturbance (and we 
have just produced psychometric evidence 
confirming this relationship with marital stress), 
they are not related to treatment outcome. 
We account for this by subscribing to Parson 
and Bales’ (1955) concept of masculine and 
feminine roles. For these authors the male role 
is essentially executive and instrumental, while 
the feminine role is more supportive, integrative 
and tension-reducing. Interpreting this in the 
present context, it is a wife's function to accept 
her husband partly on his own terms and partly 
in terms of the concept of masculinity endorsed 
by her social group, and to make any of the 
social and emotional adjustments which follow 
from this acceptance. This notion is, of course, 
central to an understanding of the importance 
of our (A x Br) measure. Our NPd wife is 
highly skilled in this role, so that although her 
marriage may be disturbed, particularly if 
she is married to an alcohoic Pd husband, she is 
nonetheless able to support him in the way we 
have described as he struggles to achieve a 
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sober and stable way of life. The Pd wife has 
clearly not accepted this feminine role, and so 
her husband lacks the kind of support ‘and 
encouragement we have described «earlier 
and so tends to relapse into alcoholism when 
all other attempted solutions fail. : 


SUMMARY 

The marital patterns of 51 fairly representa- 
tive non-psychiatric control couples are com- 
pared with the marital patterns of 33 male 
alcoholics in hospital using the Interpersonal 
Perception Technique. The alcoholic marriages 
are divided according to the characteristics 
shown in the Pd scale of the M.M.P.I. into 
a Pd group and a NPd group. NPd marriages 
closely resemble control marriages, while Pd 
marriages are grossly deviant. The nature of 
the deviation can be accounted for in terms of 
confusion of socio-sexual roles and dependence- 
independence needs within the marriage. The 
relationship between marital patterns and the 
prognosis in alcoholism is discussed. 
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Homogamy in Intellectual Abilities: An Abnormal Case 


By A. E. MAY and D. CHILDS 


A woman was admitted to a psychiatric 
hospital. Feeling increasingly depressed she 
had made a suicidal attempt. Besides somatic 
complaints, she related friction with her 
husband. The latter reported her as being 
inadequate at coping with their children, with 
general domestic chores or with entertaining 
his business friends. The woman's full scale 
L.Q. on the Wechsler Adult Intelligence Scale 
was found to be 73, in the borderline subnormal 
range. 

Intelligence is one of the few traits on which 
husbands and wives tend to be similar. The 
correlation between spouses’ IQ .s is conserva- 
tively estimated to be 0-4 (Slater and Cowie, 
1971). From this correlation coefficient it was 
predicted, using the formula for the standard 
error of a difference between two scores ( Payne 
and Gwynne Jones, 1957) that in 99 per cent 
of cases the I.Q. of husbands with wives of 
I.Q.s of 73 would lie between 35 and 111. In 
this particular case, as the husband was a 
business representative, it was thought that his 
I.Q. would probably lie between roo and 110. 
In fact, his W.A.LS. Full Scale 1.Q. was 134. 
This difference of 61 points between husband 
and wife was calculated to occur in approxi- 
mately one couple per five thousand. As the 
couple had three children there seemed to be 
further implications. 

Intelligence is for the major part an inherited 
trait. Correlations between the I.Q. of parents 
and their natural children is reckoned to be 
around 0:5. In this case, the mother's I.Q. 
suggested that that of the children would lie 
within the range 38 to 108. The children were 
not tested, but as they were all of or approaching 
school age, it seemed likely that if they were 
subnormal teachers or one of the parents might 
have been aware of it. Oblique enquiries of the 
parents suggested no subnormality. 
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On the other hand, from the father's I.Q. 
the children's I.Q.s could be predicted to lie 
within the range 101 to 177. Using either parent 
as a predictor, it seemed almost certain that the 
children would have higher I.Q.s than their 
mother, so that as their mental age and intellec- 
tual speed. increased, the mother would find 
their behaviour more precocious, impudent, 
bewildering, and incomprehensible than would 
the father. EN 

How far the couple were aware of their 
intellectual disparity was evaluated with the 
Repertory Grid technique. They each completed 
a grid with 16 elements, including ‘myself as I 
would like to be', *myself as my husband/wife 
would like me to be’ and ‘my husband/wife as 
I would like them to be’. Six constructs were 
spontaneous, and four provided. They each 
spontaneously used the construct intelligent— 
unintelligent. 

The wife rated herself as unintelligent and 
her husband as moderately intelligent. The 
husband saw himself and his wife as being of 
similar intelligence, above the average but 
rather below most of the people around them. 

It was considered that part of the reason for 
what the wife described as ‘continual nagging’ 
by her husband was his perception of her 
behaviour as easily remediable, being simply 
due to lack of method and confidence. The fact 
that he considered her to be almost as intelligent 
as himself suggests that he had not thought to 
explain incompetence as lack of ability. 

With the aim of helping the wife, the husband 
was told of this lack of homogamy and the 
implications that were thought to derive from it. 


SUMMARY 


A case of abnormal lack of homogamy in 
intellectual abilities is described. Neither hus- 
band nor wife seemed to be aware of this 
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AT& ANXIOUS 





Inside every fat person is a thin person 
screaming to get out. 

Anxious obese patients are most resis- 
tant to simple dietary treatment of their 
obesity. Their anxiety is often tempo- 
rarily relieved by over-eating which in 
turn increases their obesity and causes 
further anxiety. 

Attempts at dietary treatment of obseity 
in the anxious patient often increase the 
anxiety. Appetite suppressants, such as 
the amphetamine-like compounds, with 





central stimulant properties, are best 
avoided. 

Ponderax (fenfluramine) has been 
shown to be effective at producing 
significant weight loss in obese anxious 
patients, where other measures have 
failed. In the majority Ponderax also has 
a direct effect in reducing anxiety and 
tension.* 


Gaind, R. (1969) Brit. E Psychiat,, 115, 963. 
Duncan, L. J. & Munro, J. F. (1968) Pract.. 200, 167. 
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the roleof PONDERAX 


Full information available from: 


Servier Laboratories Limited 


Percival House, Pinner Road, Harrow, Middlesex, HA1 4HO 
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this 


man Is an 
island 





He is a phobic patient, living alone with 
his fear and anxiety. Nardil, a proven 
MAO inhibitor, will help bring him back 
to the mainland of society, 
The ey idence « f Nardil’s effective ness 
in phobic states is increasing with usage 
One patient, 26 years of age, had 
suffered from phobic anxiety for over 
ten years; a number of treatments had 
failed to alleviate his condition. 
"Phenelzine was started in doses of 
15 mg. t.d.s., and within two weeks 
there has been a complete change in his 
behaviour. He looked relaxed, did not 
complain, talked freely and was able to 
go to the town, which he had not been 
able to do for over twelve months”. 
In 1970, the Practitioner published its 
first major review of psychotropic drugs 
for three years; Nardil was selected as the 
most valuable drug for combination 
therapy in the treatment of phobic states. 
"And patients with atypical depression, 
particularly those in whom phobic 
anxiety symptoms are prominent, 
will respond dramatically and almost 
specifically to the combination 
of an Mao inhibitor, such as phenelzine, 
with chlordiazepoxide or diazepam’. 
Nardil is supplied as tablets 
containing 15 mg. phenelzine as the 
dihydrogen sulphate. 
1 Brit. J. Psychiat., 117, 237, 1970. 


2 Practit., 205, 307, 1970. 
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Full information available on request. 
William R. Warner & Co. Ltd., E 
Eastleigh, Hants. | 





Telephone Fastleigh 3131 
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Psychiatry in the Casualty Department 


By B. H. ANSTEE 


INTRODUCTION 


Few papers have been published on psychi- 
atric disorders presenting in casualty depart- 
ments. Such a study was last reported at Guy’s 
Hospital in 1960 by Blackwell and Mallett. 
The present report deals with those psychiatric 
cases who attended the same casualty depart- 
ment during a recent period of twelve months. 


THE PRESENT STUDY 

From 1 October 1968 to 30 September 1969, 
24,248 patients attended the casualty depart- 
ment at Guy's Hospital, London. The majority 
were self-referrals. Guy's Hospital serves Ber- 
mondsey and Southwark districts, and as the 
hospital is near London Bridge Station com- 
muters also frequent the casualty department. 

The casualty attenders are seen by a casualty 
officer, who can obtain psychiatric advice from 
the emergency psychiatric registrar during the 
day, or the senior house officer during the 
evening, night or weekend. 


FINDINGS 
General 

Among the 24,248 casualty attenders there 
were 538 cases (2-2 per cent) considered to be 
suffering from psychiatric disorders. There were 
302 men (56 per cent) average age 37:5 years 
and 236 women (44 per cent) average age 
35:4 years. Approximately half the patients 
were under 35 years old. 

Of the 538 psychiatric patients, 120 were 
admitted to general wards of Guy's Hospital 
after suicide attempts, and these cases are 
considered in more detail later. T'his leaves 418 
patients who were not admitted. Of these, 266 
lived locally, . ie. S.E.1, S.E.15, S.E.16 or 
S.E.17. Twenty patients had no fixed abode but 
may well have been temporarily residing in a 
hostel nearby. Patients usually attended once 
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TABLE I 
Age and sex distribution 
Casualty 
patients 
(excluding 
attempted Attempted 
Age suicides suicides 
yrs. admitted to admitted to Totals 
general wards) general wards 
Male Female Male Female 
16 3 2 o o 5 
16-25 52 56 12 16 196 
26-35 67 45 17 8 127 
36-45 .. 56 45 I4 16 130 
46-55 .. 8t 16 II 6 64 
56-65 .. 20 9 2 6 35 


65+ 12 4 5 7 26 


177 +6 59 538 


only, but 14 attended twice and 7 were seen on 
three occasions. 

Of these 418 patients, 198 attended casualty 
between 9.0 a.m. and 5.30 p.m. from Monday 
to Friday and 220 were seen in the evenings, at 
night or at the weekend. 

A psychiatrist attended to 238 patients in 
casualty; the other 300 patients were seen by the 
casualty officer on his own or with a house 


physician or surgeon. 


Sources of referrals 

Table II shows the sources of referrals. 

In 1960 70 per cent presented themselves in 
the casualty department of their own volition 
with no letter of introduction. 


Attempted suicides 

There were 180 patients who attempted 
suicide, of whom 120 required admission to 
Guy’s. Of the latter, 118 were admitted to 
medical wards or intensive care unit and there 
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Tase II 
Sources of referrals 
Number’ 
. of 96 
^ patients 
Walked into casualty unreferred 328 78:5 
Referred by general practitioner 22 - 5:3 
Brought to casualty by police .. 20 4:8 
Brought to casualty by ambulance 
unreferred .. 21 5:0 
Referred by a mental "welfare 
officer or a Samaritan... 4 0*9 
Means of referral not stated — .. 23 5:5 
Totals 418 100-0 





was an equal number of men and women whose 
average ages were 37:7 years and- 39-2 years 
respectively. Forty-six of these patients had 
taken barbiturates. In addition, two cases were 
admitted to surgical wards; one had cut his 
throat and the other had thrown himself under 
a bus and required amputation of a leg. A 
further 39 patients who had taken small over- 
doses were allowed to return home. It appeared 
that in a few cases the patient simulated an 
overdose, as blood examination was found to be 
negative. The other 21 cases had tried to cause 
bodily harm to themselves by asphyxiation (9), 
serious cuts (6), jumping from heights (4) or 
throwing themselves under moving vehicles (2). 
Twenty out of the 21 cases were admitted to a 
psychiatric hospital. 


Other presenting complaints 

A large number of different presenting 
symptoms were found, and d patients were 
aggressive. 

Ninety-five of the 418 pateni (24 per cent) 
had somatic symptoms, e.g. headache, abdo- 
minal pain, palpitations, chest pain or collapse, 
which are sometimes leading symptoms of 
depression or anxiety. 

Forty-six of the 50 drug addicts who came to 
casualty complained of withdrawal symptoms. 

Eleven patients were admitted to medical 
wards at Guy’s although they had been diag- 
nosed as psychiatric problems by a psychiatrist 
in the casualty department. There were 4 cases 
of asthma, one case of abscesses due to heroin 
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injections, one of epilepsy with dementia, one of 
temporal lobe epilepsy, one of duodenal ulcer 
plus anxiety state, one of head injury and 
psychopathy, and one of disseminated sclerosis 
with mild dementia, who was admitted twice. 


Diagnoses 

Details of diagnoses appear in Table III, 
which gives the primary diagnoses that were 
recorded. 

The most common diagnoses were depression 
(20:6 per cent), schizophrenia (17:3 per cent) 
and personality disorder (13:2 per cent). 

Of the 21 self-harming (non-overdose) cases 
seen, 8 were diagnosed as schizophrenics, 7 as 
depressives; 2 as personality disorders with 
reactive depression, 1 as alcoholic with de- 
pression, and 3 as hysterics. 

The diagnoses of the 39 overdose cases 
thought medically fit enough for discharge were 
13 impulsive acts due to emotional crises, 10 
alcoholic or drunks, 3 depressives, 3 schizo- 
phrenics, 3 with personality disorder and 7 other 
reasons. 

A psychiatrist saw 120 attempted suicides in 
the general wards, of whom the main diagnoses 
were depression (44), personality disorder (29), 
and hysteria (19). There were 9 schizophrenics 
admitted because of an overdose. 


Taste III, 
Diagnoses 

Casualty 

patients 

(excludi 

attempted Attempted 

suicides ^ suicides 

admitted admitted Totals 

to general to general (%) 

wards) wards 
Depression e 67 44 111 (20:6) 
Anxiety .. 33 o 33 (6:1) 
Personality disorder 42 29 71 (19:2) 
Hysteria 88 19 52 (9:7 
Schizophrenia . 84 9 93 (17:83) 
Alcoholism o 5 55 (10:2) 
Drug addiction and 

dependence 50 II 61 (11:9) 
Hypomania 13 o 13 i 
Others .. 2m 46 3 49 (9:2) 
Totals 418 120 538 (100:0) 
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Taste IV 
Disposals from casualty department 
Number in % in % in 
present study present study 1960 review 





Psychiatric out-patient department .. 161 30:0 31:0 
General practitioner .. ME 2s Ux 15 2:8 14*0 
Medical and surgical out-patient departments o 0:0 3*5 
Admission to district psychiatric hospital : 70 13°3 7 ʻo) 
Admission to psychiatric catchment area hospital .. " 40 > 125 TA4r23:5 9*5 
Admission to psychiatric in-patient unit at Guy's (York Clinic) 15 2:8 2:5 f 
‘Admission to medical and surgical wards at Guy’s eS 131 24:0 5:0 
Police helped in removal from casualty department 9 1:7 — 
Own care i e ae ie RE zd 9r 16-9 37:0 
Unknown oe 6 rel — 
"Totals ws ME zh ave ie zs t 538 100°0 100*0 
Treatment and disposal TABLE V 
Two hundred and fifty-six (i.e. 47:5 per cent Disposals of attempted suicides seen on general wards 
of the 538) patients were admitted to a hospital 
from the casualty department. Of these 125 were Number Percentage 
admitted to a psychiatric bed after being seen Admission to psychiatric bed 35 29:2 
by a psychiatrist. The remaining 131 patients Psychiatric out-patient dept. ^ 45 37:5 
were admitted to medical or surgical wards at Fol by mental welfare 
Guy's. One hundred and twenty of the 131 o OHIGREN er we oat 4 33 
: $ E wn care  .. m A 36 30-0 
patients were admitted for attempted. suicide 
and 35 were ultimately transferred to a psychi- Totals 120 100-0 


atric bed. In 1960 the admission rate to hospital 
was only 14:5 per cent. 

Nearly all of the self-harming acts (20 out of 
21) excluding overdoses, diagnosed in the 
casualty department were admitted to a psychi- 
atric hospital by a psychiatrist. 

Nineteen cases were transferred to a psychi- 
atric hospital under Section 29 or 136. Police 
assistance was needed for the removal of nine 
abusive patients who were not sufficiently 
disturbed for admission. 

One hundred and sixty-one patients in 
casualty and 45 of the attempted suicides seen 
in the general wards by a psychiatrist were 
given a psychiatric out-patient appointment. A 
high percentage (46:8) of new referrals from the 
casualty department did not keep their out- 
patient appointments. Fifty-six out of the 161 
referred to out-patients were already attending 
a psychiatric out-patient department. Drug 
addicts and dependants were given out-patient 
appointments for the ‘hard’ or ‘soft’ drug clinics. 
No case classified as psychiatric was referred to 
medical or surgical out-patients. i 


me 


The patients given psychiatric out-patient 
appointments were prescribed an extraordinary 
number of different tablets, in fact 77 varieties 
were given. These included tranquillizers, 
hypnotics, antidepressants and analgesics. Tran- 
quillizers were the commonest tablets prescribed 
by the casualty officer. Antidepressants were 
prescribed in 14 cases only, and nearly always 
by a psychiatrist. In only six cases were barbi- 
turates prescribed. 

The mental welfare officer was rarely in- 
volved. In four cases he was asked to visit the 
patient at home after discharge from hospital. 


Discussion 

Of all cases seen in the casualty department at 
Guy's 2-2 per cent were regarded as psychiatric. 
In 1960 the corresponding figure was 1:4 per 
cent. Watson (1969) found that at King's 
College Hospital during 1965 the attendance 
in the casualty department ‘with psychiatric 
problems was 2:5 per cent of the total. At the 
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Westminster Hospital, Whiteley and Deniston 
(1963) found that 6-6 per cent of the total 
casualty attendances were psychiatric. 

In, the present study there was a preponder- 
ance of men over women, and this may be 
attributed to the casualty department serving a 
population predominantly of manual workers, 
not all of whom lived locally. 

Many former patients of psychiatric hospitals 
tend to come to live in the districts around Guy's, 
as there are hostels nearby for men and women. 
Many only stay a few nights in one place and if 
they have physical or psychiatric illnesses they 
often come to the casualty department and 
swell the large number of casual attenders. 
This floating community contributes to the 
increase in psychiatric admissions to hospital 
from 14:5 per cent in 1960 to 47-5 per cent in 
the present study. Of the patients who arrived 
in casualty in a conscious condition 5-3 per cent 
had a referral letter from their general practi- 
tioner. This figure is small, but Whiteley and 
Deniston (1963) found the referral rate at the 
Westminster Hospital from general practitioners 
to be smaller (2 per cent). 

The police brought into casualty 20 cases— 
six of these under Section 136. All six were later 
admitted to a psychiatric hospital under Section 
29 by a psychiatrist. Surprisingly few referrals 
(4) came from mental welfare officers or from 
the Samaritans. 

It is important that a thorough physical 
examination should be done in casualty. 
Psychiatric expertise is often needed to examine 
these patients physically as well as mentally, 
as the psychiatric patient can be frustrating 
and difficult to manage. Although immediate 
problems in casualty are dealt with, underlying 
psychiatric symptoms are often overlooked. This 
means that all figures regarding the number of 
psychiatric patients attending casualty may be 
underestimates. Similarly, it seems probable 
that several cases of suicidal attempts (non- 
overdose) were undiagnosed and were admitted 
to surgical and medical wards. In the period 
under review psychiatrists were asked to see 
only two such cases in the wards. 

The casualty officer recognized somatic 
symptoms as a presentation of depression and 
anxiety. A psychiatrist was rarely called to see 
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these patients. They were normally referred to 
psychiatric out-patients or occasionally to their 
general practitioners. 

The casualty officer dealt with approxi- 
mately one-third of the total psychiatric patients 
on his own. He saw and discharged 26 overdose 
cases. He might have felt that the overdose 
was not of serious intent and therefore psychi- 
atric advice was not needed ; however this course 
of action is not in accordance with the policy of 
the Ministry of Health (H.M.(61)94), which is 
that all patients who have made a suicidal 
attempt should be seen by a psychiatrist. 
Approximately one-third of the total number of 
psychiatric patients who came to casualty had 
attempted suicide. Forty-six out of the 118 over- 
doses admitted to Guy's had taken barbiturates. 

The overall admission rate to hospital was 
47:5 per cent. Thirty per cent of the 538 
patients were finally admitted to a psychiatric 
bed. These figures are high, but Bridges (1967) 
reviewed the papers concerned with psychi- 
atric emergencies and found the admission 
rate varied between 15 and 45 per cent. Nine- 
teen patients were admitted to a psychiatric 
hospital under a section of the Mental Health 
Act. 

Depression was the commonest diagnosis 
(20:6 per cent). Depressive cases seen by a 
psychiatrist in casualty were those thought to 
be a suicidal risk or who might need admission. 

Dementias and confusional states were rarely 
seen. In fact the number of organic reactions 
seen by the psychiatrist in casualty was negligible. 

The casualty officer can seek advice over the 
telephone from the emergency psychiatric 
registrar or senior house officer in psychiatry as 
to diagnosis, treatment and disposal. A psychi- 
atrist was asked to see 100 per cent of the 
hypomanic and manic patients and 87:5 per 
cent of the schizophrenics, compared with only 
47 per cent of the depressive and anxiety states. 
The percentage of schizophrenics who attend 
casualty has doubled since 1960; In the present 
study 84 out of 93 schizophrenics were diagnosed 
in the casualty department. Rarely did the 
casualty officer venture a diagnosis, but he 
recognized the presence of psychosis and the 
need for a psychiatrist’s opinion. 

2*8 per cent of patients seen in casualty were 
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referred to their general practitioners compared 
with the 14 per cent in 1960. This decrease may 
be due to changes in the psychiatric service 
given to the casualty department. 

One-third of the patients seen in casualty 
and who were said to be given a psychiatric out- 
patient appointment were already receiving 
treatment from a psychiatrist and therefore the 
casualty officer was acting in a supportive role. 
Nearly half the remaining patients failed to 
attend psychiatric out-patients when given an 
appointment in casualty. 

Approximately half the psychiatric patients 
attend casualty during working hours, ie. 
9.0 a.m.—5.30 p.m. from Monday to Friday, and 
over half the patients were seen by a psychiatrist. 
This confirms that psychiatric advice should be 
easily obtainable in casualty departments, not 
only out of ordinary working hours but during 
each working day. It is difficult to say how this 
could be achieved without special allocation to 
this function of an experienced member of 
the hospital psychiatric staff with the addi- 
tion of senior casualty officers with psychiatric 
experience. 
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SUMMARY 


Five hundred and thirty-eight patients attend- 
ing the casualty department at Guy's Hospital 
with psychiatric disorders are reviewed overqone 
year. These are compared with similar findings 
in 1960 and attention is drawn to the high 
incidence of schizophrenia and suicidal attempts. 

The necessity for a psychiatrist to be attached 
to the casualty departments so that psychiatric 
advice is easily obtainable, is discussed. 
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The Pattern of Psychiatric Referrals in a General Hospital 


By B. H. ANSTEE 6 


INTRODUCTION 


There have been a number of reports of 
psychiatric referrals in general hospitals. The 
most recent papers have been by Guy Edwards 
and Angus (1968) from Bergen Pines County 
Hospital, New Jersey; Crisp (1968) from the 
Middlesex Hospital, London; Bridges et al. 
(1966) from King’s College Hospital, London; 
and MacLeod and Walton (1969) at the 
Western General Hospital, Edinburgh. The last 
report from Guy’s Hospital, London, was over a 
five-year period from 1955-60 by Fleminger 
and Mallett (1962). It was therefore thought 
useful to review psychiatric referrals from the 
general wards at Guy's over a recent period of 
one year, approximately ten years after the first 
study, to see if there had been any change in 
the pattern or nature of the referrals. 

There were 17,594 patients admitted to Guy's 
Hospital between 1 October 1968 and 30 
September 1969, and the total number of 
available beds, excluding psychiatric and 
private, during this period was 844. 

Patients were referred by physicians and 
surgeons, and all were seen by the same emer- 
gency psychiatric registrar with the advice ofa 
consultant psychiatrist whenever necessary. 


FINDINGS 

General 

Two hundred and fifty-four patients were 
referred for psychiatric advice—1 -4 per cent of 
all cases admitted to the general wards over the 
year. There were 109 men and 145 women, and 
their ageswere between 16and 94 (mean 43 years). 

One hundred and eighteen patients were 
admitted to medical wards or the intensive care 
unit because of drug overdosage. Of these there 
were an equal number of men and women, and 
their average ages were 37:7 years and 39:2 
years respectively. Two cases were admitted to 
surgical wards; one had cut his throat, and one 
had thrown himself under a car and fractured 
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his leg. The total number of suicidal attempts 
was therefore 120. 

During 1955-60 at Guy's Hospital 0-7 per 
cent of admissions were referred for psychiatric 
opinion. The male : female ratio was approxi- 
mately 1 : 2 and the mean age was 41. 


Sources of referral 

In Table I the sources of referral and age 
incidence are given. Physicians referred 77 per 
cent, surgeons 16 per cent, and gynaecologists 
7 per cent. In 1955+60 physicians referred 80 
per cent, surgeons 12 per cent, and gynaecolo- 
gists 8 per cent. 











TABLE I 
Sources of referral 
Age G 
years Medical Surgical logical Totals 

20 .. 6 o 3 9 
20-29 .. 5I 3 7 61 
30-39 .. 37 6 5 48 
40-49 .. 39 8 1 48 
5o-59 .. 28 10 I 39 
Over 60 .. 35 13 I 49 
Total.. 196 40 18 254. 





Reasons for admission 

The reasons for admission are compared with 
the figures of 1955-60 in Table II. Twenty per 
cent of the presumed suicidal attempts were 
cases of alcohol abuse or drug addiction. 














Taste II 
Reasons for admission 
1968—69 1955-60 

Number % % 
Organic disease .. ¿> 397 38 61 

For investigations of un- 
explained symptoms.. 37 15 24 
Suicidal attempt .. 120 47 15 
Total .. 254 100 100 


an 
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The incidence of physical disorder is com- 
pared with the figures in 1955-60 in Table III. 


Tase III 
“A Physical disorders leading to admission 


1968-69 
Number % % 





1955-60 














Alimentary i ie 7 7 15 
Neurological ae .. 18 I9 15 
Cardiac... es .. 12 12 I4 
Skin me os is 4 4 II 
Respiratory 3 e 6 6 10 
Gynaec. [Obstetric .. IO 10 IO 
Endocrine . E, .. 16 17 7 
Miscellaneous. e 24 25 18 

Total .. he .. 97 100 100 
Reasons for referral 


'The reasons for a psychiatric opinion have 
been grouped according to the same classifica- 
tion as used in the previous paper. There has 
been a large increase in suicidal attempts, as 
shown in Table IV. When suicidal attempts are 
excluded, there is a remarkable similarity with 
the exception of queries as to the psychogenesis 
of organic states, which have increased. 


Taste IV 
Reasons for referral 


1968—69 
Number % 96 





1955-60 


Suicidal attempt .. 120 47 129 
No organic cause .. 9t 12 22 
Minor (neurotic) psychi- 

atric symptoms . 27 II 20 
Major (psychotic) psychi- 

atric symptoms .. 25 IO 18 
Disturbing behaviour .. 14 5 9 
? Psychogenesis of organi 

states .. : 22 9 9 
Fitness for operation os 4 2 4 
Miscellaneous bs stn « GEL 4 6 

Total .. 254 100 100 





Psychiatric diagnosis 

Details of the primary diagnosis recorded 
appear in Table V, and comparison is made 
with the diagnosis in 1955-60. There is a 
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remarkable similarity between the two sets of 
figures. Depression remains the commonest 
diagnosis. 








TABLE V 
Diagnoses 
1968-69 1955—50 
Number % 96 
Depression = e 74 29 22 
Organic rcaction .. o 49 19 12 
Hysteria .. .. 88 14 15 
Personality disorder .. 30 12 12 
Drug addiction .. a I5 6 o 
Alcoholism zs .. I2 5 o 
Schizophrenia... e I4 6 
Anxiety .. shin © DL 4 3 
Subnormal intelligence T 6 3 3 
No psychiatric diagnosis .. 4 I 8 
Mania  .. s i. 3 I I 
Other conditions .. o o 16 
Total .. 254 100 100 
Psychiatric advice 


The decisions and recommendations that were 
made and comparisons with 1955—60 are set out 
in Table VI. 


“Taste VI 
Psychiatric advice 
1968-69 1955-50 
Number 9$ 96 


Referral to psychiatric out- 


patients : 95 37 34 
‘Transfer to psychiatric ir in- 

patientunitatGuy's.. 28 12 18 
Transfer to district or local 

psychiatric hospital .. — 41i 16 4 
Psychiatric social worker or 

mental welfare officer 6 2 4 
No psychiatric follow-up... — 84 33 40 

Total .. 254 100 100 





Of the patients admitted to a psychiatric bed 
16 per cent were admitted to the local psychi- 
atric hospital and 12 per cent to the York Clinic 
(the psychiatric in-patient unit at Guy’s). It was 
always possible to admit the patient to the York 
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Clinic if the psychiatrist thought the patient 
needed urgent psychiatric treatment. Eight per 
cent of the 348 patients admitted to the 46 
_ beds in the York Clinic during 1968-69 had 
been transferred from the general wards. 
Approximately one-third of the patients were 
given a psychiatric out-patient appointment; 
another third had no psychiatric follow-up. 


COMPARISON 

Changes in the findings over the ro-year period 

(1) Referral rate has doubled from 0-7 per 
cent to 1°4 per cent. 

(2) Large increase from 12 per cent to 47 per 
cent found in suicidal attempts. 

(3) An equal number of men and women had 
taken overdoses. 

(4) An overall increase in cases of ‘? psycho- 
genesis’ of organic states referred. 

(5) An increase in endocrine disorders referred 
for psychiatric opinion from 7 to 17 per cent. 

(6) A decrease in skin and alimentary dis- 
orders referred from 11 to 4 per cent and 15 to 
7 per cent respectively. 

(7) The diagnoses of drug addiction and 
alcoholism have increased. 

(8) Admissions to the local psychiatric hospital 
have increased from 4 to 16 per cent. 


Discussion 


There has been a steady state of psychiatric 
facilities at Guy’s for many years, and the 
differential incidence of referrals from physicians, 
surgeons and gynaecologists has remained un- 
changed; however, the overall incidence of 
referrals has doubled to 1:4 per cent. In other 
hospitals referral rates have varied from 0-5 per 
cent to 10 per cent. Kearney (1966) from Nor- 
walk Hospital, Connecticut, and Shepherd et al. 
(1960) from London had referral rates of 0:5 
per cent and 1:5 per cent respectively. From the 
Mayo Clinic, Eilenberg (1965) reported a 
referral rate of 2*2 per cent; Rud (1953), from 
the General Hospital in Bergen, reported 4:9 
per cent of medical in-patients referred to a 
psychiatrist; and Marcus (1964) in a general 
hospital in Canada reported 5-8 per cent. At 
Johns Hopkins Hospital, where a psychiatrist 
had a consulting room on a medical floor, 
Meyer and Mendelson (1960) reported a referral 
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rate of 8-8 per cent. Crisp, at the Middlesex 
Hospital, established a liaison link with two 
physicians who looked after two medical wards, 
and ro per cent of their admissions were referred 
to a psychiatrist. At Bergen Pines County 
Hospital, New Jersey, Guy Edwards and Angus 
(1968) showed that their referral rate was 6:9 
per cent. Bridges et al. (1966) reported a referral 
rate of 2-8 per cent at King's College Hospital, 
London, and MacLeod and Walton (1969) at 
the Western General Hospital, Edinburgh 
reported 1*6 per cent. Thus the referral rate at 
Guy's is fairly low, although it has doubled over 
a ten-year period. 

Attempted suicides represented 47 per cent of 
all referrals, a higher proportion than in previous 
reports of 35 per cent by Bridges ei al. (1966), 
23:2 per cent by Kenyon and Rutter (1963), 
17:8 per cent by Marcus (1964), and 6 per cent 
by Rud (1953). The percentage of suicidal 
attempts at Guy's has nearly quadrupled since 
1955—60. 

An equal male: female overdose ratio is 
difficult to explain, but the study of psychiatric 
morbidity in Guy's casualty department by 
Anstee (1972) over the same period showed a 
preponderance of male attenders due to the 
concentration of the surrounding working 
population. 

There was an overall increase in referrals of 
organic illness with probable psychogenesis, and 
no doubt this reflects the increasing awareness of 
psychosomatic illnesses. There was an increase in 
referrals of endocrine disorders and a decrease in 
alimentary and skin disorders, which may reflect 
changes in staff. 

There was an increase in alcoholism and drug 
addiction. In 20 per cent of the overdose cases 
there had been abuse of alcohol or drug addic- 
tion. This percentage may be unusually high 
because the drug dependency out-patient clinic 
at Guy's started on the same date as the present 
study began. 

Schizophrenia was not a common diagnosis. 
This is in sharp contrast with the diagnosis made 
in the casualty department at Guy's over the 
same period, when schizophrenia was the second 
commonest diagnosis. 

There has been an increase in admissions to 
the local psychiatric hospitals. This may be due 
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to (a) local social factors, as St. Olave's Hospital 
(a local general hospital in the Guy's group) 
opened a day hospital in 1960 and psychiatric 
wards in 1964, and (b) the opening of the 
intensive care unit, at the same time as this 
study began. The latter contributed to the 
increase in the number of overdose patients 
referred, who were later transferred to their 
respective catchment area hospitals. 


SUMMARY 


A comparison has been made between 
psychiatric referrals from the general wards over 
a recent period of one year and a five-year 
period from 1955-60. The findings are as 
follows: 

(1) There has been a vast increase in suicidal 
attempts. 

(2) Referrals have doubled and therefore the 
amount of work has doubled. 

(3) If suicidal attempts are excluded there has 
been very little change in the pattern of referrals. 
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British Psychiatric Ward Treatment Environments 


By RUDOLPH H. MOOS 


INTRODUCTION 

During the past two decades the psychosocial 
environments of psychiatric wards have become 
of increasing concern. Different investigators 
have described the importance of the therapeutic 
milieu of such wards and have implied that 
treatment environment strongly influences treat- 
ment outcome. At first there were detailed 
observations and naturalistic descriptions indi- 
cating the importance of ward social structure 
in facilitating or hindering treatment goals 
(Stanton and Schwartz, 1954; Caudill, 1958). 
Then came a variety of different types of ward 
programmes designed to use the ward environ- 
ment as an important treatment modality 
(Jones, 1953; Cumming and Cumming, 1962; 
Fairweather, 1962). These different approaches 
present quite different specific recommenda- 
tions about the most effective types of treatment 
environments; however, they do all agree on one 
essential point: that the immediate psychosocial 
environment in which patients function is an 
important determinant of the outcome of the 
treatment process. 

This emphasis on the psychosocial or treat- 
ment environment of psychiatric wards has 
resulted in recent efforts to measure various 
aspects of ward environments through the 
development of systematic assessment tech- 
niques. For example, Kellam, Schmelzer and 
Berman (1966) developed a Ward Information 
Form assessing several relatively easily 
observable dimensions related to ward atmo- 
sphere (e.g. bizarre behaviour, aggressive 
behaviour, adult status) ; Ellsworth et al. (1969) 
constructed the Perception of Ward scales, 
which are oriented toward measuring patient 
and staff perceptions of and attitudes toward 
their ward programmes; Almond, Kenniston 
and Boltax (1968) have attempted to assess the 
dominant value orientation of ward pro- 
grammes; and Jackson (1969) has developed a 


Characteristics. of Treatment Environments 
scale consisting of 72 statements describing the 
conditions of the immediate environment of the 
patient in a mental hospital. 

Moos and Houts (1968) have developed a 
Ward Atmosphere Scale (WAS) which assesses 
a ward’s psychosocial treatment environment as 
perceived by both patients and staff; this 
empirically differentiates between different in- 
patient wards, shows high profile stability over 
a period of several months, and is related to 
both objective ward characteristics such as size 
and staffing (Moos, 19714) and to the reactions 
which patients and staff have to the ward, 
e.g. general satisfaction and morale (Moos and 
Houts, 1970). The Scale has recently been 
standardized on a large national American 
reference group sample of 160 psychiatric wards 
(Moos, 1971b). 

The purpose of this study was to investigate 
whether the WAS could be applied in British 
psychiatric wards. The specific questions in- 
volved the, extent to which items would be 
relevant to-British patients and staff, the extent 
to which the psychometric properties of the 
Scale would be replicated, and the extent to 
which the Scale would actually empirically 
differentiate among British ward environments. 
The general purpose was to further develop the 
WAS so that it could be utilized for comparison 
both among British and between British and 
American treatment programmes. 


METHOD 

The theoretical rationale and initial develop- 
ment of the WAS on American wards is 
described by Moos and Houts (1968). In brief, 
items were obtained by observers on psychiatric 
wards from both popular and professional books 
about ward programmes, and from interviews 
with patients and staff who had been on 
different wards. The 206 item Form A was 
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reduced to a 130 item Form B by identifying 
items which actually significantly discriminated 
among wards for patients and staff, and which 
had overall items splits as close to 50/50 as 
possible. The 130 item Form B was later 
reduced to the final 99 item Form C by utilizing 
item intercorrelations, item to subscale correla- 
tions, and subscale intercorrelations across two 
different random samples of patients and two 
different random samples of staff. 

This final American Form C of the WAS* 
consists of 99 items on ten content subscales. 
These subscales show good test-retest reliability, 
high profile stability for wards over time, high 
subscale internal consistency, and significant 
discrimination among American wards for both 
patients and staff. Each of the ten subscales 
measures the emphasis on one dimension of 
ward atmosphere. Brief definitions of each of 
the ten Form C subscales are given in Table I. 

The Involvement, Support and Spontaneity 
subscales are conceptualized as measuring 
relationship variables. These three dimensions 
assess the extent to which patients tend to 
become involved in the ward, the extent to 
which staff support patients and patients tend 
to support and help each other, and the extent 
to which there is free and open expression within 
these relationships. Thus these dimensions 
assess the types and intensity of personal 
relationships between patients, and among 
patients and staff, which exist on the ward. 

The next four subscales, ie. Autonomy, 
Practical Orientation, Personal Problem Orien- 
tation and Anger and Aggression are con- 
ceptualized as treatment programme variables. 
Each of these subscales assesses a dimension 
which is particularly relevant to the type of 
treatment programme the ward has initiated 
and developed. Autonomy assesses the extent to 
which patients are encouraged to be self- 
sufficient and independent and to take résponsi- 
bility for their own decisions. The subscales of 
Practical Orientation and Personal Problem 
Orientation reflect two of the major types of 
psychotherapeutic treatment orientations which 
are currently in use on psychiatric wards. The 


* Copies of the WAS and scoring key are availabie from 
the author. 


BRITISH P8YCHIATRIG WARD TREATMENT ENVIRONMENTS 


TABLE I 


Ward Atmosphere Scale (WAS) 
Description of subscales 
1. Involvement: measures how active patients are 
in the day-to-day functioning of 
their programme. 


2. Support: measures the extent to which 
patients are encouraged and 
supported by staff and other 
patients. 

3. Spontaneity: measures the extent to which the 
programme encourages patients 
to act openly and express their 
feelings openly. . 

4. Autonomy: assesses how self-sufficient and 
independent patients are en- 
unset to be in making their 
own decisions. 

5. Practical assesses the extent to which the 

orientation: patient’s environment orients 
him towards preparing himself 
for release from the programme. 

6. Personal measures the extent to which 

problem patients are encouraged to be 

orientation: concerned with their personal 
problems and feelings and to seck 
and understand them. 

7. Anger and measures the extent to which a 

aggression: patient is allowed and en- 
couraged to argue with patients 
and staff, to become openly 
angry and to display other 
aggressive behaviour. 

8. Order and measures how important activity 

organization: planning and neatness is in the 
programme. 

g. Programme measures the clarity of goal 

clarity: expectations and rules. 


10. Staff control: assesses the extent to which the 
staff determines rules and the 


strictness of the rules. 





Anger and Aggression subscale is also con- 
ceptualized as assessing a programme variable— 
since the amount and extent of emphasis on the 
expression of aggression is usually related to 
psychotherapeutic values of staff, i.e. whether 
or not it is considered beneficial to openly express 
angry feelings. These four subscales appear to 
assess the major dimensions along which psy- 
chiatric treatment programmes vary. 

The last three subscales of Order and Organi- 
zation, Programme Clarity and Staff Control are 
conceptualized as assessing system maintenance or 
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administrative structure variables. These di- 
mensions are system-oriented in that they are all 
related to the purpose of maintaining the ward 
system and keeping it functioning in an orderly, 
organized, clear and coherent manner. 

The 130 item Form B of the WAS was 
administered to both patients and staff on 36 
British psychiatric wards; before this was done, 
extensive observations and information had 
indicated that, except for some minor changes 
in wording (e.g. ‘complain’ for ‘gripe’, ‘tidy’ for 
‘clean’, etc.), the American form of the Scale 
was easily understandable by the subjects and 
seemed directly relevant to British ward treat- 
ment environments. 

The 36 wards in this reference group sample 
were picked in order to obtain a total sample in 
which the breadth and variety of different kinds 
of ward treatment programmes and different 
types of institutions would be represented. The 
36 wards were drawn from eight different 
British hospitals, and included three different 
psychiatric wards in general medical hospitals, 
several wards in four different university teach- 
ing hospitals, and wards in other both small and 
large psychiatric hospitals including hospitals 
in both urban and rural areas. A specific attempt 
was also made to include wards on which there 
were different types of treatment programme 
orientations. For example wards in the sample 
ranged from those in which there was essentially 
no milieu orientation to wards in which patients 
and staff together made most all of the decisions 
about the ward programme in large community 
meetings. 

Both the size (number of patients) and staffing 
of the wards were quite varied, the median size 
being slightly over 20 patients (range from 7 to 
77) and the median number of full-time day 
staff about 4 patients per staff member (range 
from 0-9 to over 30). 

An initial meeting was usually held with staff 
on each ward in order to explain the procedure. 
So far as possible, the WAS was then given to 
both patients and staff in one large meeting, 
although often it was necessary to hold separate 
meetings for patients and staff. To each of the 
statements in the WAS the person who takes the 
test is asked to answer ‘false’ if he believes it is 
/ mot generally characteristic of his ward. 
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The total number of patients and staff tested 
on the 36 wards was 450 and ago respectively. 
Approximately 60 per cent of the patients 
approached were both willing and able to take 
the test adequately. Almost all of the day staff 
and most of the afternoon staff on each ward 
completed the test adequately. 

The first question was whether the psycho- 
metric properties of the subscales would be 
replicated in this sample. Item intercorrelations, 
item to subscale correlations and subscale 
intercorrelations were therefore calculated sepa- 
rately for the total patient and the total staff 
samples. The results were almost identical to ` 
those which had been previously obtained on 
the four American random samples. Average 
item to subscale correlations for patients ranged 
from a minimum of -36 for Autonomy to a 
maximum of :52 for Order and Organization, 
and for Staff they ranged from +40 for Autonomy 
and Clarity to *53 for Order and Organization. 

Table II shows the internal consistencies 
(Kuder-Richardson) of each of the ten Form G 
subscales for both patients and staff. Internal 
consistencies were calculated following Stern 
(1970), using average within-ward variances for 
the items. The results indicate that all of the 
internal consistencies for both patients and staff 
are adequate, except possibly for the Sponta- 
neity and Autonomy subscales for patients. 


Tase II 


Internal consistencies for ten WAS subscales 
(N = 36 British wards) 








WAS subscales Patients Staff 
Involvement .. T 2 “77 -86 
Support .. eis 2^ y 69 *65 
Spontaneity  .. P ste *5I “74 
Autonomy E T sis -48 -70 
Practical orientation .. Ri -67 -73 
Personal problem orientation . . 73 -73 
Anger and aggression .. BE -73 -79 
Order and organization hå “B81 : 86 
Programme clarity — .. sh -66 -60 
Staff control  .. io 2i -72 -69 





The next question was whether the ten sub- 
scales would significantly differentiate among 
the 36 wards. The results of one-way analyses of 
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variance indicated that all ten subscales 
differentiated significantly (P < -o1) among 
the 36 wards for patients, and all ten also 
differentiated significantly (P<-o1) for nine of 
the ten subscales among the 36 wards for staff. 
Thus all ten of the subscales discriminated 
among British psychiatric ward environments 
for both patient and staff perceptions. 

Next, the ten subscale scores were inter- 
correlated separately for the patient and staff 
sample. These intercorrelations, which are 
shown in Table III, averaged only -23 for 
patients and -25 for staff. Only one correlation 
in each subset was -50 or above, accounting 
for only 25 per cent of the variance. Thus it 
appears that the ten subscale dimensions 
measure rather distinct, albeit correlated, 
characteristics of British ward environments. In 
general the psychometric properties of the ten 
subscales were very similar in the American 
and the British samples. 

Data on several of the dimensions of the 
Ward Information Form (WIF) were also 
obtained on each of the 36 wards. The WIF 
elicits data on ward size and staffing, and in 
addition obtains data on disturbed behaviour 
and on adult status (Kellam, e£ al., 1966). 

The score for disturbed behaviour is based on 
the number of patients on the ward who exhibit 
a variety of ‘sick’ behaviours during a 30-day 
period. These include incontinence, smearing 
faeces, talking to voices, having to be dressed, 
fed and/or bathed by the staff, lying or sitting on 
the floor, damaging or destroying property, etc. 
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The adult status dimension assesses the degree 
to which patients on the ward are allowed to 
*maintain basic symbols of adulthood'. Data are 
gathered on ward policy variables, such as 
whether or not patients have free access to the 
bedrooms, lavatories and showers, the extent to 
which patients may smoke at any time, whether 
or not in-coming or out-going mail is censored, 
and the extent to which patients regulate the 
use of various items on the ward, such as 
television, radio, telephone, books and maga- 
zines, games tables, etc. Thus the WIF obtained 
data on the ecological variables of size and 
staffing, the patient behaviour variable of 
disturbed behaviour and the ward policy 
dimension of adult status. This made it possible 
to investigate the extent to which these variables 
were related to ward treatment environment as 
perceived by both patients and staff. 

The ten WAS subscales means were inter- 
correlated with the 4 WIF dimensions over the 
36 wards separately for patients and staff. The 
results indicated that as size increased and 
staffing decreased (these two variables inter- 
correlated -83), patients perceived significantly 
less emphasis on Spontaneity and significantly 
more emphasis on Staff Control, whereas 
staff perceived significantly less emphasis on 
Support. Spontaneity and Anger and Aggression. 
These results are generally similar to those found 
on American wards. 

An important finding was that neither size 
nor staffing correlated significantly with either 
disturbed behaviour or adult status. Further- 


Taare III 
WAS subscale intercorrelations for patients (N = 450) and staff (N = 290) 











Subscale I 2 3 4 5 6 7 8 9 10 
I. Involvement .. -54 -27 21 "43 -28 —-09 -47 "35 —-08 
2. Support +50 -36 '25 *43 32  —'10 48 “49 —:18 
3. Spontaneity -46 -43 +23 ‘17 -46 18 -04 "22 — "31 
4. Autonomy ; e 144 +32 "40 19 "2I "13° —-OI 18 —-26 
5. Practical orientation .. +39 +38 -28 14 22 ‘03 "32 -37 03 
6. Personal problem 
orientation .. 2785 *82 -48 -39 -16 "34 -00 “21 — 16 
7. Anger and aggression *I9 "I5 "AI 25 *I2 *42 —'44 —-07 —-:06 
8. Order and organization -22 '13. —:08 —:05 S9 —':17 —:934 *33 "04 
g. Programme clarity "35 "36 25 “18 "24 08 —-05 30 — +02 
10. Staff control .. ‘07 —:01 —-22 —-28 "15 Il "45 "I9 *07 





——— 
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more, neither disturbed behaviour nor adult 
status correlated significantly with any of the 
ten WAS subscales for either patient or staff 
perceptions. Thus treatment environment as 
perceived by patients and staff was to some 
extent related to the ecological variables of 
size and staffing, but in this sample of 36 wards 
was unrelated to either the extent of disturbed 
behaviour shown by patients or.the amount of 
adult status given to patients. 

In one additional analysis, patient and staff 
mean scores were inter-correlated over the 36 
wards for each of the ten subscales in order to 
provide information on the extent to which 
` patients and staff agreed in their perceptions of 
the relative emphasis on each of the dimensions 
over wards. These correlations were significant 
(P < -or) for seven of the ten subscales, 
indicating that in general patients and staff did 
perceive the relative amounts of emphasis on 
these dimensions similarly. The exceptions were 
the dimensions of Involvement, Support and 
Programme Clarity. 

The means and standard deviations of each of 
the ten Form C subscales for the British reference 
group sample of 36 wards are given in Table IV. 
Staff generally tend to perceive greater emphases 
on the presumed ‘positive’ dimensions of ward 
atmosphere. This is exactly the same result that 
was found with American patients and staff. 


Profile examples 
Each of the 36 wards obtained feedback about 
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their WAS results. Ward profiles which compared 
average patient and average staff scores were 
constructed. Average patient scores on each of 
the ten subscales were standardized around the 
mean score for the 36 wards; standard scores 
were then calculated for each subscale. for the 
average patient and staff perceptions on each 
ward. Two examples may serve to show in 
concrete form the type of information which 
may be obtained: 

Fig. 1 shows the WAS profile for ward 612. 
This was a small (total number of patients was 
16) heavily staffed ward which treated mainly 
adolescents, and which emphasized group and 
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Taste IV 
Means and standard deviations of WAS Form C subscales for British reference group sample 
Patients Staff 
Number (N = 36 wards) (N = 36 wards) 
of 

Items Mean SD Mean SD 

Involvement .. I2 5:94. 1°45 6:47 1'99 
Support v 10 6:03 1:18 6:97 1°06 
Spontaneity .. te 9 4°79 0:86 5:80 I'09 
Autonomy .. sa 10 4'84 0:93 5:48 I'TII 
Practical orientation : 10 5:46 1:03 6-70 1:29 
Personal problem orientation 9 4°21 0°95 5:25 I*07 
Anger and aggression 9 4°30 1°28 .5'35 1:57 
Order and organization 10 6:43 1°65 6-63 1-78 
Programme clarity .. IO 5:38 1'05 TUI o-86 
Staff Control ns IO 3:96 1:26 2:40 0:92 
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community meetings. The patients felt that 
there was approximately average emphasis on 
both Involvement and Support, but substantially 
above-average emphasis on Spontaneity, i.e. on 
encouraging patients to act openly and to 
express their feelings freely. Patients also felt that 
there was substantially above-average emphasis 
on being self-sufficient and independent and on 
their being encouraged to make their own 
decisions (Autonomy), on being concerned 
with and/or seeking to understand their feelings 
and personal problems (Personal Problem 
Orientation), and on the extent to which they 
were allowed and encouraged to argue and 
openly display angry behaviour with other 
patients and with staff. On the other hand, 
patients felt that there was substantially below- 
average emphasis on preparing themselves for 
release from the hospital (Practical Orientation). 
On the administrative structure variables, 
patients felt there was substantially below- 
average emphasis on both Order and Organiza- 
tion and Staff Control and approximately 
average emphasis on Programme Clarity. 

In general, staff showed substantial agree- 
ment with the patients about the treatment 
environment characteristics of this ward. Staff 
did feel that patients were more active and 
energetic in the day-to-day functioning of their 
ward; they also felt that they, the staff, were 
more helpful and supportive towards patients 
than the patients thought they were (Involve- 
ment, Support). On the other hand, patients 
and staff agreed exactly on the amount of 
emphasis on Spontaneity. 

Patients and staff also agreed quite closely on 
the amount of emphasis on the four treatment 
programme variables, the staff perceiving very 
substantially above-average emphasis on Auto- 
nomy, Personal Problem Orientation and 
Anger and Aggression, and moderately below- 
average emphasis on Practical Orientation. 
Finally, patients and staff also closely agreed 
about the extent of emphasis on two of the 
three administrative structure variables. In the 
opinion of the staff, there was substantially 
more emphasis than the patients thought on 
what to expect on the day-to-day routine of the 
ward and on the explicitness of the ward rules 
and ward procedures. 
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Examples of specific items on which over 80 
per cent of both patients and staff on this ward 
agreed include: ‘Patients say anything they 
want to the doctors’, ‘Patients are encouraged 
to show their feelings’, ‘Patients here are en- 
couraged to be independent’, ‘The staff dis- 
courages criticism’ (false), ‘Patients are expected 
to share their personal problems with each 
other’, ‘Staff are mainly interested in learning 
about patients’ feelings’, ‘Patients often criticize 
or joke about the ward staff’, ‘On this ward, 
staff think it is a healthy thing to argue’, and 
finally ‘Staff sometimes argue with each other’. 

Feedback about this profile was given in a 
joint patient-staff meeting, and a long discussion 
of the characteristics of the profile ensued. Both 
patients and staff generally felt that the profile 
accurately characterized the ward, and that 
further discussion about the specific patient-staff 
differences on Involvement, Support and Pro- 
gramme Clarity was warranted. In addition, 
there was discussion about the advisability of 
increasing the relative emphasis on Practical 
Orientation perhaps by more discussion about 
the future and by setting and working toward 
concrete realistic goals, including eventual 
release from the ward. 

Fig. 2 shows a somewhat different WAS 
profile for ward 623. This was a somewhat larger 
(about 30 patients in all) ward which was not as 
heavily staffed. Patients on this ward perceived 
the emphasis on each of the three relationship 
dimensions to be moderately above average. 
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They felt that they generally spent their time 
constructively, had some pride and involvement 
in the ward, that the staff was generally 
supportive, and that there was moderate em- 
phasis on their acting openly and expressing 
themselves freely. 

On the other hand, patients felt that there 
was no specific emphasis on any of the four 
treatment programme variables, with the 
possible exception of a mild emphasis on 
discussing and understanding their personal 
problems. Patients did feel that the emphasis on 
all three of the administrative structure variables 
was above average. They particularly perceived 
an emphasis on Order and Organization, and 
they also felt that they generally knew what to 
expect on the ward and that the ward rules and 
procedures were relatively clear and explicit. 

Staff perceived the degree of emphasis on the 
relationship variables similarly to patients; how- 
ever, they perceived relatively greater emphasis 
on all four of the treatment programme variables 
than did the patients. The patient-staff dis- 
crepancy was particularly marked on Autonomy, 
indicating that staff felt that they strongly 
emphasized self-sufficiency and independence on 
the part of the patients, whereas the patients 
disagreed. Finally the staff agreed with the 
patients that two of the three administrative 
structure variables were relatively highly empha- 
sized, although in their opinion the emphasis 
on Programme Clarity was greater and the 
emphasis on Staff Control substantially less 
than the patients thought. 

Contrasting item examples on which over 
80 per cent of patients and staff on this ward 
agreed included: *Most patients follow a regular 
schedule each day’, "This is a very well organized 
ward’, ‘The staff make sure that the ward is 
always neat’, ‘The staff set an example of 
neatness and orderliness’, and ‘Patients are 
rarely kept waiting when they have appoint- 
ments with staff’. The contrasting item examples 
give a very specific flavour of the differences in 
treatment environments on these two wards. 

WAS feedback on this ward was given at a 
special meeting of the nursing staff. They felt 
that the profile did in general accurately 
characterize their ward treatment environment, 
but there was some surprise that the patients 
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did not perceive greater emphases on some of the 
dimensions, particularly Autonomy and Pro- 
gramme Clarity. Discussion ensued on the 
relationship between Autonomy and Staff 
Control and ways in which the staff could more 
effectively emphasize patient independence and 
self-responsibility. 

The main point is that these different ward 
treatment environments have quite different 
effects on different types of patients (Moos and 
Houts, 1970). 


DISCUSSION 


The psychometric characteristics of the WAS 
are virtually identical in American and British 
samples of patients and staff. The subscales 
show moderate to high internal consistency, 
generally low intercorrelations, and significant 
discrimination between ward programmes for 
both patient and staff perceptions. Thus the 
scale should be useful in systematic comparisons 
among different British and possibly between 
American and British programmes. 

There are several possible applications of this 
type of ‘social systems analysis’ of the treatment 
environment of psychiatric wards. First, there is 
simply the possibility of making objective and 
repeatable descriptions of different types of 
social environments. Once the psychosocial 
elements of treatment environments are ade- 
quately dimensionalized and assessed, the 
differential impact of various treatment environ- 
ments upon different types of patients may be 
studied. Environmental factors which may 
relate to favourable or unfavourable treatment 
outcomes for specific groups of patients may be 
identified. In this connection, Moos and 
Schwartz (1972) have shown that the WAS 
subscales of Spontaneity, Practical Orientation 
and Staff Control relate to ward dropout and 
ward release rates. 

Secondly, regular assessment of ward treat- 
ment environments may serve a valuable 
monitoring or ‘quality control function. The 
extent of congruence between idealized views 
ofa treatment programme and perceptions of its 
actual operation may be determined. Similarly, 
the extent of agreement between patients and 
staff and among various groups of staff can also 
be determined. Congruence or incongruence 
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between groups and/or between actual and ideal 
treatment environment may be an important 
factor in effective ward operation and may also 
point up specific directions in which change 
should occur. In this connection a version of the 
WAS (Form 1) which asks patients and staff 
about their ideal ward programmes is available 
(Moos, 1971b). 

Third, repeated measures of social Systems 
over time provide the opportunity for self 
analyses at both the individual ward and the 
hospital levels. Regular feedback of these data 
may provide a way to monitor the evolution and 
function of a ward system over time, and may 
assist in identifying changes in performance, 
including the spotting of crises, and in helping 
to bring about desired changes in programme 
goals. In this connection, Pierce, Trickett and 
Moos (1972) successfully utilized the WAS in 
helping staff to change their treatment environ- 
ment in ways which were more consonant with 
their own stated goals. 

The question ofthe placement of an individual 
patient when that patient is discharged from the 
hospital is also important. The recent inde- 
pendent development of a parallel scale, The 
Community-Oriented Programmes Environ- 
ment Scale (COPES), which assesses the 
treatment environments of transitional psychi- 
atric programmes, such as day hospitals, 
sheltered workshops, community care homes, 
etc., now makes it possible to compare directly 
the treatment environments of hospital and out- 
of-hospital programmes (Moos and Otto, 1971). 
This may make it possible to provide systematic 
information about the type of treatment 
environment into which a patient should be 
placed after discharge from hospital. 

Usually psychiatric wards and hospitals have 
been compared in terms of readily observable 
indices, such as the number of patients, the 
number of staff, whether doors are open or 
locked, whether or not there are community 
meetings, etc. The results obtained here, in 
direct corroboration of the American results, 
indicate that there is an entire range of addi- 
tional dimensions which differentiate among 
wards and which must be taken into account 
in developing adequate descriptions of ward 
environments. Both ecological dimensions, such 
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as size and staffing, and psychosocial treatment 
dimensions, such as involvement, autonomy 
and programme clarity must be assessed in 
order to obtain more complete characterizations 
of ward treatment environments. Lastly, tech- 
niques like the WAS may help make it possible 
to carry out cross-cultural comparisons of 
psychiatric programmes on psychosocial treat- 
ment dimensions in addition to the more usual 
comparisons which are made in terms of more 
objective ecological dimensions. 
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ABSTRACT 


Follow-up of Patients Recommended for Therapeutic Abortion 


By N. A. TODD 


INTRODUCTION 

A survey has already been presented (British Journal 
of Psychiatry, November 1971) of all patients seen by 
the senior psychiatric staff of Leverndale Hospital 
and the Victoria Infirmary, Glasgow, with a view to 
termination of pregnancy for the period of two years 
following the implementation of the Abortion Act, 
ie. from April 1968 to April 1970. During this time 
116 patients were seen, of whom 71:5 per cent were 
recommended for termination. Follow-up of cases not 
so recommended showed that one-third obtained 
abortion elsewhere; the rest apparently made a 
reasonable adjustment to their situation. 


METHOD 


Follow-up has now been made of the 83 patients 
recommended for termination, from one to three 
years after the initial consultation. This was done by a 
short questionnaire sent to the general practitioners 
concerned or to other referring doctors. The questions 
asked were whether termination had actually been 
carried out, the method employed, and whether 
sterilization had been performed. The doctors were 
also asked whether, in their opinion, there had been 
any adverse effects, either psychiatric or social, of the 
termination, and for a brief description of these 
together with any further comments they wished to 
make. 


RESULTS AND COMMENT 


Seventy-cight replies were obtained. 

Termination was not carried out, despite the recom- 
mendation, in four cases. This outcome had been 
previously known to the psychiatrists in only two of 
the cases. Three of these patients were beyond the 
fourth month of pregnancy. In two cases the psychi- 
atric outcome was thought to be satisfactory, in another 
it was unsatisfactory, and the condition of the fourth 
was unknown. A further two patients could not be 
traced, but it was thought that the termination had 
probably been carried out. 

Twenty patients required abdominal hysterotomy, 
a greater number than had been anticipated from the 
apparent duration of pregnancy. 
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Sterilization was carried out in 19 cases, having 
been recommended in 22. In a further three cases the 
patient’s husband was sterilized. 


PSYCHIATRIC AND SOCIAL OUTCOME 


In 63 of the 69 (91:3 per cent) cases definitely 
known to have had abortions, and available for 
follow-up, no adverse sequelae were reported, nor 
were any qualifying remarks made. In four cases the 
psychiatric state was found to be unsatisfactory. 

One chronically neurotic patient was depressed 
and self-reproachful, expressing regret for the termi- 
nation. 

In two cases the unsatisfactory state was thought to 
result from a continuation of the severe and intractable 
social stresses which had originally led to the recom- 
mendation for termination. One patient was hypo- 
chondriacal, the other was depressed and had taken a 
non-fatal overdose. 

The fourth patient had been well after the termina- 
tion, and her depression appeared to be related to 
later adverse events in her life. 

The neurotic patient who reproached herself for" 
the termination appears to illustrate the findings of 
Ekblad (1955) that the more disturbed patients with 
apparently strong psychiatric grounds for termination 
are also those most at risk of suffering adverse effects 
from it. It is possible also in this group that a psychi- 
atric opinion is most genuinely needed. À poor out- 
come may also sometimes be expected when there is 
severe and continuing social stress. In all these cases, 
however, it could be argued that the outcome might 
have been even worse if the pregnancy had continued. 

The other main issuc is of further pregnancies, 
which raises the question of whether the termination 
may have been unnecessary. There were seven 
examples of this, but in five the termination was 
thought to have been probably helpful in spite of the 
later pregnancy, which usually occurred in more 
favourable circumstances. Two young single girls, 
one of them a high-grade mental defective, became 
pregnant again very soon afterwards, and for these 
the operation might be considered to have been 
*wasted', in that they apparently failed to learn from 
their previous experience. Possibly this may bc a 
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particular problem with young single girls and antici- (only 39 per cent were recommended in the under 


pation of it may have been a factor in the relatively 20 age group, compared with 79:5 per cent in the 
low rate of terminations among them in this series. over 20 age group). 


Norman A. Todd, M.B., Ch.B., M.R.Q.P.E., M.R.C.Psych., Gonsullant Psychiatrist, Leverndale Hospital and. the 
Victoria Infirmary, Glasgow 


(Received 7 October 1971) 
Further details of cases will be supplied to correspondents on request. 
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The Death of a Profession 
By J. I. JANSEN 


Psychiatric Social Work as a profession with 
its tradition, training and culture rooted in 
the Hospital Service, will in all probability 
soon cease to exist. It would appear that the 
imminent decease of this profession is not 
generally known or understood. This account, 
an expression of much personal regret, is also 
an attempt to give a background to the current 
situation. It pays tribute to the medical pro- 
fession, without whom the Psychiatric Social 
Workers would never have acquired their 
specialization and expertise. It has been in 
hospitals and other allied settings that the 
Psychiatric Social Workers have practised their 
professional skills and had the opportunities to 
keep abreast of clinical progress and new 
approaches to mental health, so essential to 
teaching new generations. 

The Psychiatric Social Worker is nearly 40 
years old, in the prime of life, healthy enough 
until 1969 when his future, vis 4 vis the new 
Social Work Act, was first debated. It was only 
three years ago at the Mental Health Con- 
ference that an eminent doctor stood to deliver 
his paper at the Church House in Westminster 
and opened his speech with the following well- 
chosen words: ‘A Psychiatric Social Worker is 
a rare bird, and it is a privilege if one should 
choose to alight beside you.’ 

Professor Lewis has made passing reference to 
Psychiatric Social Workers in a text-book 
on Psychiatry, describing ‘some as second- 
rate, others mundane, but a good P.S.W. as of 
inestimable value to the Psychiatrist’. It was 
also remarked that, on the whole, Psychiatrists 
tended to get the P.S.W. they deserved! How 
did this species of social worker, psycho- 
analytically orientated, clinically experienced 
in mental illness, come into being? There is 
a widely held misconception that this branch 
of the profession is a mutation of the Hospital 
Almoner/Medical Social Worker. This is not 
historically correct. Hospital Almoners were 
introduced into voluntary hospitals to assess 


financial needs, i.e. who could afford to pay for 
treatment, and to arrange with other charities 
for such things as convalescence and transport. 
The Almoners formed their own Institute in 
1926 and have since added many services to 
their practical function. In 1954, professional 
training gave the status of Medical Social 
Worker, and she too has her casework skills. 

It was in the r9go's that the Psychiatric 
Social Worker was born, the ‘natural’ child of 
Psychiatrist and Social Worker, having a mutual 
need to share some of their skills in treating the 
mentally ill and their relatives. Ten experienced 
social workers were invited to go to the United 
States to undertake a training which was later to 
form the basis of all future psychiatric social 
work in this country. It was the first, and for 
many years the only, training which allied the 
background knowledge of social work with 
psychoanalytical concepts. The first to include 
the involvement and exploration of ‘self? in 
relation to one's clients and the clinical experi- 
ence of working with mentally ill patients 
within the disturbing setting of a closed Mental 
Hospital (and in Child Guidance Clinics). It 
was an exhilarating experience to be one of the 
early members of this emerging profession, to 
be taught by Profesor Aubrey Lewis (an 
education on its own), to acquire psychiatric 
skills which were themselves in the process of 
much growth and new concepts in the early 
post-war era, and to share these with Psychi- 
atrists on terms of mutual understanding. This 
profession could hardly be called a career in its 
first years, as it held no structure for material 
advancement. In the °40’s Psychiatric Social 
Workers were glad to accept posts with the 
London County Council for as little as £250 a 
year, albeit that they might have a good degree, 
L.S.E. Diploma and other professional experi- 
ence behind them. 

The nature of the Mental Health Course, the 
careful selection of candidates, the high standard 
of supervision and many other factors contri- 
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buted to a very slow pattern of development. 
The demand for Psychiatric Social Workers 
began to exceed the supply in the 1950's. New 
areas of work opened up in the Public Health 
Department of the London County Council, 
and later, the London County Council and 
Middlesex led the field in employing P.S.W.’s 
as Community Workers. Psychiatric Social 
Workers were also infiltrating into Prisons and 
Approved Schools. Their functions were ex- 
tended to many allied spheres, as their skills 
became more widely recognized. These were 
often used in an advisory capacity to other 
professions, staff and institutions. 

In the 50's and 60's new trainings, such as 
the Generic Course and the Advanced Case 
Work training began to use many of the con- 
cepts originally embodied within the P.S.W. 
training, thus giving greater depth to all kinds 
of casework. In the mid-50’s, the Hospital 
Service in England suffered from other com- 
petitive areas of work. This was not the case 
in Scotland, as the Local Authority offered no 
senior posts and had no appointment for a 
Psychiatric Social Worker, or indeed, a Mental 
Health Officer, at an administrative level, right 
up to the time of the Social Work for Scotland 
Act, 1968. Consequently, a fairly consistent level 
of well-qualified Psychiatric Social Workers 
have manned Scottish Hospitals. The Crichton 
Royal has held an honourable name. The Royal 
Edinburgh Hospital Group, a hospital with an 
international teaching reputation, has to this 
date 21 social workers. These social workers 
are an essential part of the Hospital teams, but 
they serve the community no less than the 
hospital. Their work includes the after-care of 
discharged patients, and out-patients. There is 
neither the time nor the expertise in the Local 
Authority to cover this work. The scene in 
England and Wales, in spite of better career 
opportunities in Local Authority, also presents 
some well-staffed hospitals, the stronghold of 
teaching placements; and these retain teachers 
and clinical workers with their contribution of 
skills especially identified with the Hospital 
Service. 

So, in three decades, Psychiatric Social 
Workers were born and prospered and shared 
their skills and many remained in hospitals and 
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clinics, the original place of their conception. 
They were rewarded poorly financially, but 
recognized by their colleagues for their specialist 
knowledge. 

Now the profession has received its death 
sentence as surely as if the Judge had donned 
his black cap, or a lethal dose of radiation had 
penetrated its ranks, for the malady will only 
slowly become apparent. No one likes to talk of 
terminal illness and many pretend there is still 
a choice, but is there? 

The Social Work Act for Scotland, 1968, did 
not include Psychiatric Social Workers in the 
Local Authority Departments of Social Work. 
The Act passed more recently in England and 
Wales has included the Hospital Social Workers. 
The integration of Hospital P.S.W.’s with Local 
Authority is still supposed to be under review 
but already changes have begun to take place 
and the whole question has strong political 
overlays. The P.S.W. in Hospital is in a minority 
among his colleagues, even among P.S.W.’s 
themselves. There are many who have long ago 
left the Hospital Service to teach in Universities, 
who have much interest in seeing all social 
workers under the Director of Social Work. 

All qualified social workers are now repre- 
sented by the British Association of Social 
Workers. In their publication Social Work 
Today the Editor quotes an unnamed Hospital 
Working Party as advising the end of an inde- 
pendent Hospital Social Work Service. The 
Editor infers that all Hospital Social Workers 
agree with the Party Whips in this matter. 
Some Hospital Social Workers are well known 
to disagree completely with this viewpoint, but 
they are very much in the minority. Hospital 
Social Workers with long experience of the 
Hospital Service know that they have a unique 
area of specialism in their work. It is a medical 
clinical background with its direct treatment 
implications which sets them apart and makes 
the continuation of a separate service a ‘must’ if 
the profession is to survive. 

There seems an indecent haste to make a 
start on the proposed realignment of psychi- 
atric social work. In Scotland on 13 November, 
the very day the British Association of Social 
Workers’ representatives were sitting in delibera- 
tion in Perth, to consider the views of their 
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colleagues in hospitals, the first Local Authority 
appointment was advertised in Dundee. This 
post was for a Hospital Group Head Social 
Worker who would be appointed on a Principal 
Social Worker salary under the Director of 
Social Work; would be paid by the hospital and 
have some loyalties to the University. This is 
certainly a mixed marriage. Perhaps it will be 
a happy alliance, but one can predict that 
many others will be as reluctant as that of the 
Express cartoon depicting Britannia being 
pushed reluctantly to the altar with Heath 
to be joined in wedlock to the Common 
Market. 

An alternative fate in some of these arranged 
alliances may not be ‘marriage’ but merely 
permission to serve the Director as a mistress 
and bound to fulfil many of the Department's 
basic chores. This would seem inevitable if the 
Director is to adhere as many do, to the principle 
that ‘one social worker should meet the needs 
of one family’. The prospect of absorption in 
Departments of Social Work is not attractive, 
even with a Local Authority Salary replacing 
the Whitley Scale and possible secondment 
back to the hospital pro tem. 

Three years ago Psychiatrists in Edinburgh 
expressed concern to the Rowntree Committee 
on behalf of Hospital Social Workers, and 
received some reassurance. Sadly, this has been 
short-lived! Can the Psychiatrist do very much 
to save the Hospital Psychiatric Social Worker ? 
The coming restructuring of the Health Service 
has complicated the issue. He has fathered two 
other offspring, who as yet are young; the Social 
Therapist and the Community Nurse. There is 
jealousy and rivalry from these new siblings, 
and some doctors could feel it to be a solution if 
the children met outside in Area Health Boards 
or Health Centres, and the older children left 
home altogether? 
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The Medical Profession may be lulled into a 
state of false security, superficially there could 
seem to be no change in well-staffed hospitals, 
as Psychiatric Social Workers may well be 
allowed to remain for a time. In areas where 
hospitals have never had P.S.W.’s, they may 
even feel they have gained by having a closer 
liaison of some kind with a Local Authority 
Social Worker. But the eventual seeds of self- 
destruction will have been sown. How can one 
stress the dangers? It must be repeated that to 
plant a specialist in a Local Authority which 
does not recognize specialism (many Directors 
loudly proclaim this policy) is a kind of genocide, 
as a start. To expect the training of Psychiatric 
Social Workers to continue without the cross- 
fertilization on which it has been raised in the 
past, is impossible; one culture alone is in- 
evitably barren and sterile. The Psychiatric 
Social Worker will now be totally transplanted 
to foreign soil from which he will not be able to 
return to regenerate himself, or recreate 
successive generations. He will have lost his 
fundamental identity with the Hospital Service 
and be condemned forever to voyage from the 
Local Authority to the Health Centre in a 
kind of limbo. One can easily imagine that as 
time progresses this will be one of the least 
attractive areas of work, with its split loyalties. 
Therefore it must be stated that if this pro- 
fession leaves the Hospital Service, the Psychi- 
atric Social Worker, as he has been known in his 
Short life-time, is doomed. His standards of 
work will be gradually extinguished and the 
profession as a whole faces extinction. 

There is, of course, always the hope of a 
last minute stay of execution? The Medical 
Profession may suggest new principles for 
employing those who wish to use their psychi- 
atric experience in Hospitals and the coming 
Health Gentres. 


J. I. Jansen, a.a.p.s.w., Group Head Psychiatric Social Worker, Royal Edinburgh and Associated Hospitals 
Department of Psychiatric Social Work, Ths Andrew Duncan Clinic, Morningside Terrace, Edinburgh 
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Modified Narcosis, ECT and Antidepressant Drugs: 
A Review of Technique and Immediate Outcome 


By C. J. S. WALTER, NITA MITCHELL-HEGGS and WILLIAM SARGANT 


INTRODUCTION 


The renewed use of modified forms of narcosis, 
generally given together with ECT and anti- 
depressant drugs, arose from a series of observa- 
tions made during attempts to treat a group of 
chronically tense patients. These patients, the 
majority of whom had been diagnosed as 
‘chronic tension states’, had been referred to 
the Department of Psychological Medicine at 
St. Thomas’ Hospital for assessment regarding 
their suitability for modified leucotomy. Birley 
(1964), in a follow-up study of previous patients 
with ‘tension states’ treated by leucotomy at 
St. Thomas’ Hospital, had found that many 
developed clear-cut attacks of depression follow- 
ing the operation. This suggested to one of us 
(W.S.) that such ‘tension states’ might have 
been masked depressive illnesses, in whom the 
underlying diagnosis had been missed. Conse- 
quently it was decided that in the future such 
patients should be treated with suitably long 
courses of ECT, together with one or both 
groups of antidepressant drugs, before any 
question of recommending leucotomy arose. 
As a result, a considerable number of these 
patients were greatly improved and no longer 
required a leucotomy. Others, however, be- 
came more tense and distressed during treatment 
with ECT and drugs; modified narcosis, there- 
fore, was given in addition, to allow the full 
course of ECT to be completed. It was then 
that another of us (C.W.) observed that patients 
who were treated with combined narcosis, ECT 
and antidepressants appeared to respond more 
favourably; and were much less upset by the 
treatment, than those receiving ECT and anti- 
depressants alone. In a preliminary report 
published in 1966, Sargant, Walter and Wright 
described a group of 73 patients with 'chronic 
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tension states, of whom 67 per cent had 
improved markedly with further treatment of 
their underlying depression. It was noted that 
15 of the 37 patients treated with ECT and 
antidepressants alone still required a leucotomy, 
while in the group treated with modified 
narcosis in addition to ECT and antidepressants 
the operation was needed in only 3 of the 36 
patients. It appeared, therefore, that the 
addition of narcosis to drugs and ECT greatly 
improved the recovery rate. 

In the present paper, we report a series of 
important clinical observations made during the 
treatment of the now very large group of patients 
who have received courses of modified narcosis, 
generally combined with ECT and anti- 
depressant drugs, in the Department of Psycho- 
logical Medicine at St. Thomas’ Hospital, and at 
Belmont Hospital. This first paper deals with the 
description of treatment technique, and the 
immediate outcome in a group of 484 such 
patients, treated during the seven years from 
1962 to 1968. A second paper will cover a long- 
term follow-up of a group of such patients, 
treated between 1962 and 1964. It should be 
emphasized that almost all of the patients 
had failed to respond to a great variety of 
treatments given previously in many cases 
during very long illnesses. A large number of 
them, finally, had been referred by other 
psychiatrists to St. Thomas’ Hospital for 
consideration for leucotomy. 


Modified narcosis 


The alleviation of mental anguish through 
induced. sleep is probably one of the oldest 
therapeutic practices in medicine. Early pub- 
lished reports cite various agents as beneficial 
in inducing sleep and in bringing desired relief 
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from symptoms. Liébault (1866) claimed benefit 
in anxious and agitated patients through sleep 
induced by hypnotherapy; Griesinger (1861) 
reported on the treatment of melancholia with 
ether and chloroform; Clouston (1883) em- 
ployed chloral hydrate. McLeod (1900) also 
claimed recoveries in mania, following the 
administration of large doses of bromide. It 
was not, however, until Klási published his 
reports (1921, 1922) that narcosis was recog- 
nized as an important therapeutic measure. He 
discussed the use of narcosis in a group of 
mainly schizophrenic patients, who were deeply 
sedated with Somnifen (a barbiturate), together 
with hyoscine and morphine; the treatment, 
however, carried the high mortality rate of 
4:8 per cent. A spate of reports followed in 
the next twenty years (Müller, 1925; Palmer, 
1937) and all workers used a variety of drug 
combinations, with barbiturates as the basic 
component. 'Though treatment lasted less than a 
fortnight, serious complications were frequent 
(Palmer and Paine, 1932), until the need to 
provide adequate food and fluids during the 
treatment was realized and considerably lessened 
its risks. 

During World War II narcosis was employed 
on a large scale in the treatment of the acute 
battle neuroses. The technique became safer and 
more standardized and, though used less fre- 
quently after the war, narcosis was sometimes 
combined with ECT in the treatment of severe 
depression with agitation (Sargant and Slater, 
1944; 1963). 

The introduction of chlorpromazine revolu- 
tionized the concept of controlled sedation in 
disturbed psychiatric patients. The first reports 
of its use came from French workers, and the 
extensive literature was summarized by Ey and 
Faure (1957). As already mentioned, the use of 
modified narcosis was revived on a larger scale 
in our wards to enable severely tense patients 
to receive full courses of ECT, in addition to 
antidepressant drugs, in an effort to avoid 
leucotomy. Because of the interesting results 
obtained with chronically tense and depressed 
patients, this treatment was extended to 
schizophrenic states, obsessional neuroses and 
other illnesses, generally in patients of good 
or adequate previous personality. 


MODIFIED NARCOSIS, ECT AND ANTIDEPRESSANT DRUGS 


METHOD 


By the term ‘modified narcosis’ we mean, 
therefore, a treatment technique in which an 
attempt is made to induce many extra hours of 
sleep through the use of drugs, while the 
patient is confined to bed for a minimum period 
of seven days. Modified narcosis must be 
distinguished from shorter periods of heavy 
sedation and from the prolonged administration 
of large doses of chlorpromazine alone, as in the 
treatment of anorexia nervosa or schizophrenia. 


The patients 

The in-patient notes of all patients admitted 
during the seven years from 1962 to 1968 to 
the psychiatric ward of St. Thomas’ Hospital, 
at the Royal Waterloo Hospital, and to forty 
beds under the supervision of W.S. at Belmont 
Hospital, were examined. Patients whose treat- 
ment conformed to the above criteria for 
modified narcosis were selected for study. 
Detailed information was obtained in these 
patients regarding the source of referral, course 
of the illness, symptoms, diagnosis, previous 
treatment and premorbid personality. Details 
of all treatments during the key admission were 
noted, and an assessment was made of clinical 
outcome, both global and symptomatic. The 
data were collected retrospectively for the first 
five years by C.W. and for the last two years 
by N.M.-H. and C.W. The rating scale used 
to assess outcome of treatment was as follows: 
I: Symptom-free; I1: Much improved (minimal 
residual symptoms); III: Improved (marked 
residual symptoms) ; IV : Unchanged; V : Worse. 
The inter-rater agreement on the five point 
scale of clinical outcome was high (n = 44; 
84 per cent agreement; misclassification occur- 
red between classes I and II, and less frequently 
between III and IV). 

The 484 patients who formed this series 
presented at the time of treatment with an 
average duration of symptoms of 7:2 years; 143 
having been ill for ten years or more. Their 
ages ranged from 16 to 73 years and most of the 
patients had received a wide spectrum of pre- 
vious treatments (Table I): Three hundred and 
seventy-one (77 per cent) had received courses 
of ECT, 135 (28 per cent) had had combined 
antidepressants, and 64 (13 per cent) had under- 
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gone a previous leucotomy operation. No fewer 
than 221 (46 per cent) of the patients had been 
referred to one of us (W.S.) by other consultant 
psychiatrists for a second opinion, which was 
mainly concerned with the question of whether 
a modified leucotomy operation was indicated 
(Table I). In all the diagnostic groupings, apart 
from schizophrenia, women predominated. 

The 484 patients represented a total of 
679 courses of modified narcosis, as 130 of 
them had received two or more courses. The 
duration of modified narcosis was usually 
between 3 and 8 weeks. In one case, however, 
sleep, antidepressants and spaced ECT were 
successfully given for over five months. In 89 
further instances modified narcosis was main- 
tained for over two months. During these 
longer periods of treatment the narcosis was 
lighter than usual and patients were allowed to 
get up for longer periods. The mean durations 
of the first and subsequent courses of narcosis 
and the additional treatments given during 
narcosis are shown in Table II. While under 
modified narcosis, 96 per cent of the 484 
patients were treated with ECT and 80 
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per cent of patients received combined anti- 
depressants. 


Treatment technique 

The patients should be in good physical 
health. Ideally they should be nursed in a 
single room, or in a larger quiet room, where 
several patients may be given treatment simul- 
taneously. Under less favourable circumstances, 
however, even the corner of a main ward may 
be used, especially if screened, and the dosage 
of drugs may be suitably increased to counteract 
the disturbing effect of noise. Good nursing 
supervision is essential for the well-being of the 
patients. 

Drugs used: The aim of treatment is to induce 
sleep for the greater part of each day. Drugs 
are given six hourly, but the size of each dose, 
within certain prescribed limits, is left to the 
judgement of the senior nurse, who may vary it 
according to the patient’s level of consciousness, 
food and fluid intake, and blood pressure. Thus, 
chlorpromazine, which is the chief drug used in 
this form of modified narcosis, may be prescribed 
as 100 to 400 mg., six hourly, and when the 


TABLE I 
Characteristics and previous treatment of the 484 patients 











Characteristics Previous treatment 
Mean Number 
duration referred Combined 
Mean of by anti- 
Diagnosis N age symptoms other ECT depres- Leucotomy 
(in psychi- ants 
years) atrists 
Agitated depression and chronic tension 
states = ae 57. 4255 5:9 28 48 I9 9 
Non-agitated depression .. .. 138 39:4 5:6 48 109 51 10 
Phobic anxiety states 30 36:7 9:2 21 22 7 4 
Chronic anxiety states g 38-0 9*I 26 29 14 6 
Obsessional neurosis is e .. 8I 34:9 8-9 47 59 25 16 
Hysterical conversion and Personality .. 18 937-1 6-9 6 15 2 2 
Schizo-affective psychosis and schizo- 
phrenia S e 55 ++ 74 2972 6-5 23 60 4 12 
Intractable pain .. js s .. I4 42:3 6:7 6 5 2 I 
Primary unreality gs xs oe IT ict 12°4 6 10 5 2 
Personality disorder pz -. I9 39:0 8:5 IO 14 6 2 
Totals . 484 221 371 135 64 
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TABLE II 


Mean duratiors of first and subsequent courses of modified narcosis, and the numbers of patients 
who in addition received ECT, combined antidepressants and insulin 





Diagnosis N 


Agitated depression and chronic tension states .. 57 





Non-agitated depression .. : 198 
Phobic anxiety states — .. * .. = .. 30 
Chronic anxiety states — .. 2M ES .. 42 
Obsessional neurosis vs EM m S081 
Hysterical conversion and personality .. .. 18 
Schizo-affective psychosis and schizophrenia .. 74 
Intractable pain .. = zs "E .. 14 
Primary unreality - 1 E ipod 
Personality disorder - i^ ies .. I9 

Totals . 484 


Additional treatments 








modified narcosis (Numbers of patients 
(in weeks) who received these) 
Subse- Combined 
First quent ECT anti- Insulin 
course courses depressants 
44 4*5 51 46 n 
48 3:8 135 123 18 
4°7 9:1 28 26 5 
4*6 4:6 38 37 4 
54 5:9 80 72 9 
5:6 4-0 18 17 5 
5:5 5'4 73 32 17 
45 4:5 13 13 I 
4'4 6:3 II 8 o 
44 5:4 16 13 8 
463 387 78 





patient is observed as being well sedated or 
drowsy the lower dose is given, the higher dose 
being reserved for the patient when he is not 
sleeping, or is agitated. The blood pressure, 
which is recorded with the patient both supine 
and erect, is taken before the drugs are given, 
and the dose may be further adjusted in the 
presence of significant hypotension. Chlorpro- 
mazine has been used as the main sedative 
almost exclusively in our series because of its 
strong tranquillizing properties and its minimal 
‘hangover’ effects. Its hypotensive effects present 
no real problems, as the patients are nursed 
lying flat and are allowed out of bed only at set 
intervals and under supervision. Occasionally, 
chlorpromazine may give rise to skin irritation 
or rashes; should this occur it is discontinued 
and replaced by promethazine or promazine, 
and, if the patient’s clinical state demands it, 
the narcosis is allowed to continue. 

A short-acting hypnotic is administered con- 
currently with the chlorpromazine; in the early 
years under review, amylobarbitone sodium 
(100-400 mg., six hourly) was most commonly 
used as the adjuvant hypnotic. Its advantages 
are its powerful hypnotic action and calming 
effect on tense patients. Daily administration of 
barbiturates, however,.leads to increased con- 


fusion during treatment, and withdrawal symp- 
toms are common, even with gradual termina- 
tion of narcosis. Too rapid a withdrawal may 
lead to restlessness, irritability and even with- 
drawal fits, especially if the narcosis has been 
a prolonged one. Recently it has also been found 
that simultaneous administration of barbiturates 
tends to interfere with the metabolism of tri- 
cyclic antidepressant drugs (Hammer et al., 
1967). Consequently, sedatives other than 
barbiturates came to be used as hypnotics in 
modified narcosis. 

Elixir of chloral hydrate (5-20 ml., six 
hourly) has been used as the adjunct hypnotic, 
but although effective in helping to induce rapid 
sleep this drug often produces irritation of the 
mouth and throat and epigastric discomfort. 
Dichloralphenazone (Welldorm;  650-1,950 
mg., six hourly) and triclofos (500 mg., six 
hourly) were found to be marginally more 
effective, with fewer side effects. They were, 
however, more liable to give rise to a slight 
degree of confusion ‘after prolonged use. 
Methaqualone (150-600 mg., six hourly) has 
also been used. It potentiates, and is itself 
potentiated by chlorpromazine, and this often 
leads to undue dryness of the mouth, cracking 
of lips and an increase in the hypotensive side- 
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effects of treatment. Although the narcosis so 
induced is, initially at least, ‘smoother’, the 
dose of methaqualone has to be increased as 
treatment progresses in order to maintain 
sedation. It is best administered in the higher 
dosage for the first day or two of narcosis, and 
can be reduced when the patient is sleeping 
soundly; a consistent increase is not usually 
required until the beginning of the third week 
of narcosis. Mandrax (each tablet containing 
methaqualone 250 mg. and diphenhydramine 
25 mg., given as I to 3 tablets, six hourly) is 
a powerful and rapidly acting hypnotic, and as 
such has been used most frequently as the 
adjuvant hypnotic during the last two years 
under review. In addition to the possible dis- 
advantages of methaqualone, it not infrequently 
gives rise to confusion, especially in those over 
forty, and very occasionally it produces genera- 
lized skin irritation with an extensive rash. It is 
noticeable, however, that there are many fewer 
unpleasant withdrawal symptoms at the end of 
treatment than with the barbiturates. Nitra- 
zepam (5-20 mg., six hourly) has been found to 
have the fewest side effects, but it has a less 
sustained hypnotic effect than Mandrax, and 
therefore has been used less frequently. 
Constant adjustments of drug dosage are 
important to enable the patient to obtain long, 
safe periods of light sleep, from which he can 
be fairly easily aroused for meals and regular 
nursing attention. Initially, patients may remain 
asleep for up to 20 hours daily, but towards the 
end of the second week on narcosis the time 
spent sleeping usually falls, and the patient 
remains in bed sedated and drowsy, between 
frequent shorter periods of sleep. Very disturbed 
patients have required large doses of chlor- 
promazine (up to 600 mg., six hourly) or the 
addition of another drug, such as haloperidol or 
promethazine; alternatively, two hypnotics have 
been used together with chlorpromazine. When 
unusually light sleep is desired, diazepam alone 
(30-40mg., six hourly) has been found most useful. 
Nursing care: Nursing care is of great import- 
ance, and routine care must be given every six 
hours. A strict record is kept, to include tem- 
perature, pulse, respiration and blood pressure. 
Also essential are care of the mouth and teeth, 
attention to toilet requirements, supervision of 
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adequate fluid and food intake, and exercise. 
Fluid intake must be most carefully recorded, 
and patients are required to take at least 2 litres 
during each 24 hour period. If too drowsy, the 
patient may need to be fed by the nurse while 
still in bed; usually, however, narcosis should be 
sufficiently light for patients to take their meals 
sitting at the bedside. In our experience there 
has never been need to force-feed or tube-feed a 
patient on narcosis. If a patient is not taking a 
full diet of three meals a day, or is not drinking 
sufficiently, the dosage of all drugs must be 
reduced and the narcosis is lightened, in order to 
avoid complications. Walking, with nursing 
assistance, to meals and toilet ensures vital 
exercise. Because of the continuous drug 
regimen, visiting is best restricted to once or 
twice weekly during the first weeks and should 
never last much longer than half an hour daily. 
Patients are encouraged not to smoke and are 
allowed to do so only in the presence of a nurse. 
Any patient with a history of chest infections 
should receive prophylactic physiotherapy. 

Relative lack of exercise, large doses of chlor- 
promazine and the regular administration of 
antidepressants (particularly tricyclics) may 
induce constipation; patients should therefore 
receive regular aperients. More recently, to 
guard against the insidious onset of abdominal 
distension, whether caused by urinary retention, 
impaction of faeces or paralytic ileus, it has 
become our practice to measure patients’ 
abdominal girths daily. Enemata must be given 
as required and daily if necessary, in order to 
avoid serious complications. If a suspicion of 
incipient paralytic ileus arises, all drugs are 
immediately discontinued, fluids are admini- 
stered intravenously, and gastric suction, via 
a Ryle’s tube, is commenced. 

Additional treatments: In our series of patients, 
concurrently with modified narcosis, other 
treatments were regularly given. These have 
been the administration of both types of anti- 
depressants, either singly or in combination, 
and the use of ECT, modified insulin and, 
rarely, abreactive procedures. Superficial 
supportive psychotherapy may also be given 
throughout the treatment. Originally, the 
majority of patients were given both groups of 
antidepressants (MAOIs and tricyclics) during 
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modified narcosis but lately, because of abdo- 
minal complications, we have used only the 
MAOI during narcosis and have recommenced 
the tricyclic as soon as the treatment is com- 
pleted. Where combined antidepressants were 
employed, the MAOIs were given in divided 
doses in the day-time and the tricyclic com- 
pounds in one dose, at night. These combina- 
tions were usually of phenelzine (45 mg. daily) 
with amitriptyline (100-150 mg. daily), or, less 
frequently, with trimipramine (100-150 mg. 
daily). Iproniazid, initially, and  Parstelin 
(tranylcypromine and trifluoperazine), mainly 
in the last three years, were also given with one 
of the same two tricyclic antidepressants. 

The usual drugs given in narcosis are supple- 
mented by Multivite tablets, or vitamin capsules 
to prevent the development ofangular stomatitis. 
Orphenadrine (50-100 mg. t.d.s., or six hourly) 
is also given as prophylaxis against drug-induced 
parkinsonism. 

Patients on modified narcosis usually receive 
ECT twice or three times a week, and the 
sedative drugs are omitted on the morning that 
this is to be given. The morning dose of these 
drugs is also omitted for those patients who are 
given modified insulin therapy whilst on narcosis. 

Drug withdrawal: Each patient is seen by the 
doctor regularly, daily if possible, and the 
progress of his mental state is elicited during 
the waking hours. Once it has been decided to 
terminate modified narcosis, care is taken to 
withdraw drugs gradually. They are ‘tailed-off” 
over a period of four to seven days, the length 
of this withdrawal period depending on the 
dosage of drugs which had been used, and on 
the duration of treatment. Too rapid a with- 
drawal may lead to avoidable tension, irritability 
and even fits, especially if barbiturates have been 
used. In certain patients, for the duration of this 
‘tailing-off’ period, we have given phenobarbi- 
tone (30 mg. daily), especially if the withdrawal 
of drugs has had to be hastened for any reason. 


Indications for the treatment 

It must be stressed that the combined treat- 
ment of modified narcosis, ECT and anti- 
depressant drugs has generally been reserved for 
those patients who have failed to respond to 
other methods of treatment, or, less frequently, 
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for those in whom subjective or objective distress 
made immediate relief of anguish desirable. One 
of the major advantages of modified narcosis is 
the rapid symptomatic relief which it brings 
before the other treatments concurrently used 
begin to act. It is also indicated in some patients 
who, because of fears which may be due to their 
illnesses or to their personalities, are unable to 
withstand the stresses of an adequate course of 
ECT. Actively suicidal, depressed or deluded 
patients may also be more easily managed in 
open wards as a result of this ‘total treatment’ 
approach. 


RESULTS 
Immediate outcome following treatment 

The results of first treatments only are shown in 
Table III and indicate that patients with 
agitated depression and ‘chronic tension states’ 
achieved recovery or marked improvement in 
79 per cent of cases (Improvement ratings I and 
II). This group is closely followed by the phobic 
patients and non-agitated depressives, both with 
recovery or marked improvement rates of over 
70 per cent. Patients with chronic anxiety also 
improved markedly, 55 per cent being rated 
Symptom free or Much improved; in their case, 
however, the improvement usually was not 
long-lasting. The recoveries or marked improve- 
ments achieved by the patients presenting with 
severe obsessional illness (43 per cent) and also 
by those suffering from long-standing schizo- 
phrenia and schizo-affective disorders (41 per 
cent) were encouraging. Less favourable results 
were obtained, however, with patients suffering 
from hysterical symptoms, intractable pain, 
unreality states, and personality disorders. 

The clinical outcome of repsated courses of 
modified narcosis is illustrated in Table IV, and 
shows an unexpectedly hopeful trend. The 
results suggest that patients who relapse after 
marked initial improvement, or patients who 
fail to respond to the initial course of modified 
narcosis, may still be helped by a second or 
subsequent course of treatment. This appears 
to be particularly so for patients with chronic 
anxiety, agitated depression and non-agitated 
depression. The results for all courses of modified 
narcosis are summarized in Table V. 

Patients’ sex, civil status, social class, educa- 
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Taste III 
Immediate clinical outcome following modified narcosis; first course only 
(N = 484) 
Improvement ratings 
Diagnosis N 
I II III IV NC 
Agitated depression and chronic tension states . . 57 23 22 9 3 o 
Non-agitated depression .. 138 48 54 28 8 o 
Phobic anxiety states 30 8 15 4 3 o 
Chronic anxiety states 42 9 14 II 8 o 
Obsessional neurosis - 25 is 8 19 23 27 16 3 
Hysterical conversion and personality .. 18 2 4 8 4 o 
Schizo-affective psychosis and schizophrenia 74 II 19 26 17 I 
Intractable pain .. - vs is 14 I 3 6 4 o 
Primary unreality II o 3 3 5 o 
Personality disorder 19 I 2 9 7 o 
"Totals . 484 II5 159 ISI 75 4 
I—Symptom free. IV—Unchanged. 
II—Much improved. V—Worse. 
III—Improved. 
Taste IV 
Immediate outcome following modified narcosis 
Results for second and subsequent courses of modified narcosis 
(N = 190 patients; 195 individual courses) 
Number of Improvement ratings 
Diagnosis treatment 
courses I II ni IV V 
I mamm 
Agitated depression and chronic tension states . . 20 5 7 3 5 o 
Non-agitated depression .. 2 es oF 35 3 18 14 o o 
Phobic anxiety states A 7 2 I I 3 o 
Chronic anxiety states 20 4 9 4 3 o 
Obsessional neurosis T T wh 34 3 9 12 10 o 
Hysterical conversion and personality .. 8 I 3 4 o o 
Schizo-affective psychosis and schizophrenia 52 4 II 17 20 o 
Intractable pain .. me as m 4 I o I I I 
Primary unreality II I I 2 7 o 
Personality disorder 4 o I 2 I o 
Totals 195 24 60 60 50 I 
I—Symptom frec. TV—Unchanged. 
II—Much improved. V—Worse. 
III—Ímproved. 


tional background and duration of symptoms 
did not appear to influence the immediate 
clinical outcome significantly. The presence of a 
good or adequate previous personality, such as 
delineated By Sargant et al. (1966), was found, 
however, to increase the likelihood of a favour- 
able outcome with treatment. 


34 


1. Results in agitated depression and ‘chronic 
tension states’: These patients, though primarily 
depressed, experience a subjective feeling of 
severe tension and inner anguish. They often 
ask for ECT to be discontinued too early 
because they become so anxious during the 
course. Treatment with modified narcosis avoids 
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Taste V 
Immediate outcome following modified narcosis 
Results of all courses of treatment 


(N — 649 modified narcosis treatments in 484 patients) 





Improvement ratings (in per cent) 

















Diagnosis N 
I II II IV V 
Agitated depression and chronic tension states . . 7 36 38 16 IO o 
Non-agitated depression .. s E d 173 30 42 24 4 o 
Pbobic anxiety states 37 27 44 I4 I5 o 
Chronic anxiety states 2I 37 24 18 o 
Obsessional neurosis ww E ee II5 13 27 23 3 
Hysterical conversion and personality .. 26 12 27 26 15 o 
Schizo-affective psychosis and schizophrenia 126 12 24. 34 29 I 
Intractable pain .. is ae ps 18 II 17 39 27 6 
Primary unreality 22 5 18 23 54 o 
Personality disorder 23 4 13 48 35 o 
Totals 679 2I 32 28 18 I 

I—Symptom free. IV—Unchanged 
II—Much improved. V—Worse. 
III—Improved. 


this premature stopping of ECT and is parti- 
cularly helpful in these patients, as shown by 
the excellent overall response rate of 74 per cent, 
in our series (Improvement ratings I and II; 
Table V). This result indicated that such 
chronically tense patients can be helped, despite 
the almost six year mean duration of illness of 
those in the present study. They were mostly 
treated with courses of narcosis of four to five 
weeks duration, together with ECT 2 or 3 times 
a week, and antidepressant drugs. 

After narcosis is terminated these patients’ 
drugs must be adjusted very carefully, as, unless 
due care is taken, they are particularly prone to 
relapse within the first weeks. They should be 
maintained on antidepressants for at least six 
months and given further ECT if they show 
signs of relapse, before considering a second 
course of modified narcosis treatment. - 

2. WNon-agitated depression: These patients 
formed the largest group (N = 138) and all 
showed features of obvious depression, either 
endogenous or reactive. During narcosis 98 per 
cent also received ECT and 89 per cent com- 
bined antidepressants (Table II), yet 79 per 
cent had previously received courses of ECT 
without gaining improvement (Table I). These 
patients required fractionally shorter courses of 


narcosis than the agitated depressives (Table II), 
and disorientation was not as frequent as in 
some of the other groups. Some of them became 
confused at times, but this appeared to have no 
prognostic significance. The confusion may have 
been due to dehydration and possible gastro- 
intestinal upset, and not to the accompanying 
ECT, as it was usually associated with constipa- 
tion or bouts of diarrhoea. The response rate 
was 72 per cent in this group of patients 
(Improvement ratings I and II; Table V). 

3. Phobic anxiety states: The patients in this 
group presented with severe and often incapaci- 
tating symptoms. Their duration of symptoms 
was, on average, nine years; a third of them, 
however, had experienced their symptoms for 
over ten years, and no less than 70 per cent of 
them had been referred for consideration of 
leucotomy. Again, in addition to exerting its own 
effect on phobias (an effect previously reported 
by Clapp and Loomis in 1950, with deep 
narcosis alone), modified narcosis allows these 
patients to face ECT when, as often occurs in 
severe cases, secondary depressive symptoms are 
present. Treatment of the depressive component . 
facilitates future management of the phobic 
patient, even though not all the fears disappear. 
The initial course of treatment does not usually 
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exceed five weeks, and subsequent courses have 
usually been even shorter. During narcosis 
phobic patients may become hallucinated to- 
wards the end of the third week; this however, 
is not an unfavourable feature. Despite long 
illness, the rate of marked improvement in our 
series was high, at 71 per cent (Improvement 
ratings I and II; Table V). 

4. Chronic anxtety states: In this group the 
duration of symptoms was on average nine 
years, and narcosis was usually continued for 
almost five weeks. Without narcosis these 
patients are usually unwilling to receive ECT 
in adequate numbers, but 9o per cent of our 
patients received ECT during narcosis (Table 
II), and the mean number of treatments given 
was 13. Patients of this group may become very 
restless if sedation is reduced, or delayed, for any 
reason. The response rate in these patients was 
only 58 per cent (Improvement ratings I and II; 
Table V), but the fact that they had been ill 
for an average of 9 years made treatment well 
worthwhile. Good prognostic factors are a good 
previous personality and short duration of 
symptoms. 

Clinically these patients may be difficult to 
distinguish from the ‘chronic tension states’ 
(Kelly and Walter, 1969). In these cases, 
however, anxiety appears to be primary, and a 
depressive component, which is so often present 
in long illnesses, is secondary. It is probably the 
depressive component which responds to com- 
bined treatment with modified narcosis, ECT 
and antidepressants. Anxiety is reduced only 
as long as the patient remains on tranquillizers 
and antidepressant medication, such as phenel- 
zine, after coming off narcosis. 

5. Obsessional neurosis: Eighty-one patients 
finally formed this group. The unexpected 
remission of symptoms produced in some of the 
early severely afflicted cases encouraged us to 
treat many subsequent cases with the combined 
regime, before considering leucotomy. The 
mean duration of incapacitating obsessional 
symptoms was almost nine years, and 58 per cent 
of the patients had been referred for considera- 
tion of leucotomy. Narcosis ranged in duration 
between three and thirteen weeks, with an 
average of five and a half weeks, and 80 of the 
81 patients also received ECT (Table II). This 
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group of patients often became disorientated 
and markedly amnesic, especially during the 
longer courses of treatment. We gained the 
clinical impression that the development of 
confusional and amnesic symptoms aided re- 
covery; occasionally, therefore, we deliberately 
induced these. f 

Patients aged less than 45 appeared to do best, 
and those obsessional patients who showed 
anxiety about their rituals also tended to show 
a greater degree of improvement. An overall 
marked improvement rate of 40 per cent (Im- 
provement ratings I and II; Table V) in such 
a severely and chronically ill group of patients 
is encouraging, even though relapses were 
common. Relapse most often occurred when 
the memory fully returned and a number of 
these patients were helped by further courses of 
treatment (Table IV). 

6. Hysterical conversion phenomena and hysterical 
personality: There were only 18 patients in this 
group, of whom 14 were female. Narcosis was 
continued for an average of five and a half weeks, 
but there was surprisingly little evidence of 
confusion. Patients with constitutional hysterical 
personalities were not helped, but those with 
conversion phenomena gained complete relief 
from these whilst under narcosis. The improve- 
ment, however, was not usually maintained (39 
per cent response rate; Improvement ratings I 
and IT; Table V). Occasionally a long-standing 
hysterical illness remitted dramatically during 
modified narcosis; in these cases the patient was 
generally of a good previous personality and the 
hysteria was most likely to be a depressive 
equivalent, the depression being masked by the 
hysterical presenting picture. Abreactions given 
during modified narcosis occasionally helped 
patients with conversion phenomena. 

7. Schizo-affective disorders and schizophrenia: 
These patients were as a group younger than 
the others yet they gave, on average, a six and a 
half year history of illness, a duration which 
would usually indicate a very poor prognosis in 
schizophrenic states. There was a wide scatter 
in the duration of individual courses of modified 
narcosis, with an average of five and a half 
weeks treatment. The presence of affective 
features, a later onset of illness and an induced 
disorientation during treatment were all favour- 
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able features. Once again, the response rate in 
these chronically ill patients was unexpected 
(36 per cent; Improvement ratings I and IT; 
Table V). Over thirty years ago, however, 
Serejski and Feldmann (1937) reported 50 per 
cent recovery rates in chronic schizophrenics, 
using deep narcosis only. The effect of modified 
narcosis may be similar to that of insulin coma 
therapy (Ackner et al., 1957), and the use of 
insulin therapy combined with ECT has, in the 
past, produced good results (Sargant and 
Slater, 1963). 

8. Intractable pain: Few of these_ patients 
derived lasting benefit from treatment, but 
secondary depression was helped. In two 
patients severe and persistent head pains, not 
previously helped by modified leucotomy, 
finally resolved with modified narcosis treat- 
ment; in one of them after an illness of 12 years 
duration. Recovery or marked improvement 
occurred, however, in only 38 per cent of the 
18 patients in this group (Table V). 

9. Primary unreality: The results were dis- 
appointing in this condition, though a number 
of patients experienced some intermittent relief 
during narcosis. Persistent unreality, not helped 
by previous leucotomy, did not respond to 
subsequent modified narcosis. 

10. Personality disorders: The female patients 
were prone to impulsive outbursts and self- 
mutilation, while the males tended to be 
dependent and submissive. Few patients of this 
group obtained lasting benefit from treatment, 
though a number of them were easier to manage 
whilst on narcosis. The average duration of 
narcosis was four and a half weeks, and most of 
these patients were disinclined to accept treat- 
ment for longer periods. However, the only 
patients who appeared to benefit (17 per cent; 
Improvement ratings I and II; Table V) had 
remained on modified narcosis for periods in 
excess of six weeks. 


Side effects and complications 

Most of the patients had, in the past, received 
antidepressants, either singly or in combination, 
without clinical benefit. The relative absence of 
side-effects and serious complications during 
modified narcosis, apart from intestinal ones, 
might be explained, therefore, by the suggestion 
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that both clinical response and unwanted effects 
are related to the plasma levels of an anti- 
depressant, and to each other (Walter, 1971). 
The most common side-effect of combined 
antidepressants, as previous reports have sug- 
gested (Gander, 1965), was gain in weight. 
Obstinate constipation, leading to ileus, rarely 
occurred, and can generally be avoided by 
careful attention to the bowels. 

Modified narcosis, ECT, and at times anti- 
depressants, had to be discontinued or inter- 
rupted on 21 occasions; 14 times because of 
chest or throat infection and 7 times because of 
bladder or bowel distension. Abdominal disten- 
sion arose only when trimipramine or ami- 
triptyline was given during narcosis; a causal 
relationship is thus probable. On four occasions 
patients developed withdrawal fits while coming 
off the narcosis regimen; on all four occasions 
sodium amytal had been given regularly to 
induce narcosis. Three patients developed 
lower limb deep vein thrombosis during 
modified narcosis. There were four deaths 
during the 679 courses of treatment, but no 
suicides. One patient died as a result of acute 
haemorrhagic enterocolitis, after six weeks 
modified narcosis and while on amitriptyline 
and phenelzine. The second patient died three 
days after narcosis had been terminated; narcosis 
had lasted for a fortnight and she died of peri- 
tonitis complicating her known ulcerative colitis. 
The third patient died as a result of inhalation 
of vomit; she had become severely constipated 
and developed paralytic ileus during the fifth 
week of narcosis (using chlorpromazine and 
Mandrax) whilst on Parstelin and trimipramine. 
The fourth patient died during his second course 
of modified narcosis, at the end of the third week 
on chlorpromazine, promethazine and Man- 
drax, and while also on phenelzine and trimi- 
pramine; the cause of death was again inhalation 
of vomit following paralytic ileus. As a result of 
these complications close attention is now given 
to the state of the bowels during modified 
narcosis. Severe constipation, which might lead 
to ileus, is best avoided by regular administra- 
tion of aperients, and if necessary daily enemata 
are given. Combined antidepressants are no 
longer given during modified narcosis and 
tricyclics are rarely used. 
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DrsaussroN 


A full discussion of the results obtained from 
combined treatment with modified narcosis, 
ECT and antidepresants will appear in a 
further paper on this subject. This second paper 
will also describe a detailed long-term follow-up 
ofa group of patients treated by these means. 

It should be emphasized that the results 
described in the present paper are based on the 
treatment of a group of patients pre-selected, in 
most cases, by virtue of the length and severity 
of their symptoms, and generally by their 
failure to respond to other methods of treatment 
tried either by other psychiatrists or by ourselves. 
The actual contribution of the modified narcosis 
to the outcome of the treatment is difficult to 
establish quantitatively. In most cases, however, 
the treatments which were employed whilst the 
patient was on narcosis, such as ECT and anti- 
depressants, had been tried previously without 
the addition of narcosis, often more than once 
and without success. 

The bibliography compiled by Williams and 
Webb (1966) contains many descriptions of the 
use of narcosis in psychiatric and psychosomatic 
conditions, and almost all report some favour- 
able features of treatment. This might suggest 
that the treatment is applicable to a condition 
common to all psychiatric illnesses, or that 
narcosis is acceptable as a means of offering 
other, less reassuring treatments to patients, 
without causing them undue distres. Our 
observations suggest that it is the subjective 
feeling of anguish which is alleviated through the 
use of the tranquillizing drugs, and that this, 
usually rapid, reduction of inner tension allows 
other therapeutic measures, such as ECT and 
antidepressant drugs, to act more effectively. 


SUMMARY 


I. The literature regarding the use of sleep 
treatments in psychiatric practice is briefly 
reviewed and the development of a modified 
form of narcosis, usually given together with 
ECT and antidepressant drugs, is described. 
The initial use of the treatment as a means of 
avoiding leucotomy in patients with 'chronic 
tension states’ is discussed, as is the extension of its 
use to patients suffering from long-standing 
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schizophrenic states, severe obsessional neuroses 
and other chronic illnesses. 


2. The treatment technique in this renewed 
form of modified narcosis is described, and the 
immediate outcome of 679 courses of combined 
treatment in 484 severely and chronically ill 
patients (of whom 46 per cent had been referred 
by other psychiatrists for a second opinion) is 
discussed. 

3. More than 70 per cent of patients suffering 
from ‘chronic tension states’, depression, or 
phobic anxiety states were rated as Symptom 
free or Much improved following the first course 
of combined treatment. Encouraging results 
were also obtained in patients with severe 
obsessional neuroses (43 per cent rated as 
Symptom free or Much improved) and those 
with long-standing schizophrenia or schizo- 
affective states (41 per cent). Those with chronic 
anxiety achieved recovery or marked improve- 
ment in 55 per cent of cases following the first 
course of treatment, but this was not usually 

4. A second or subsequent course of combined 
treatment given to patients who relapsed or 
failed to respond initially was particularly 
helpful in those suffering from depression (agi- 
tated and non-agitated) or chronic anxiety. 


5. Less favourable results were obtained in 
the groups of patients with hysterical symptoms, 
intractable pain, primary unreality and per- 
sonality disorders, although a few were helped 
considerably by the treatment and the ward 
management of those who were severely dis- 
turbed, or very anxious, was facilitated. 


6. Sex, civil status, social class, educational 
background and duration of illness did not 
influence the immediate outcome of treatment; 
an adequate previous personality, however, 
enhanced the likelihood ofa favourable outcome. 


7. It is suggested that modified narcosis may 
act, at least in part, by rapidly reducing feelings 
of anguish and hence allowing other therapeutic 
means to act more effectively. 
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Changes During Weeks in Effects of Tricyclic Drugs 
on the Human Sleeping Brain 


By D. L. F. DUNLEAVY, VLASTA BREZINOVA, IAN OSWALD, A. W. MACLEAN 
and M. TINKER 


The tricyclic antidepressants are established 
in therapy but not in mode of action. Effects on 
mouse or rat brain of single and relatively enor- 
mous doses provide the basis for theories. Yet it 
may be inferred that the clinical use of tricyclic 
antidepressants relies upon an induction of 
brain changes on a time-scale of weeks. Studies 
of tricyclic drug actions upon human brain 
physiology are as scanty as are easily- 
measurable human brain functions. Electro- 
physiological techniques, however, can con- 
veniently be applied during one principal 
brain-state, namely sleep, when there is a 
relative freedom from uncontrollable extraneous 
variables. 

We have applied techniques of this kind over 
periods of many weeks, not so much to investi- 
gate the effects of tricyclic drugs on particular 
functions during sleep as to study the time- 
course of any effects, so that inferences could be 
made about the nature of underlying events. 


METHOD 


The long-term nature of the work made 
possible the study of only small numbers of 
persons, who were all healthy young male 
adults. Two nights of sleep under full laboratory 
conditions were first discarded. Then four or 
five baseline nights of recording, while placebo 
tablets continued were followed by up to 14 
nights of recording spread over four weeks of 
regular administration of 75 mg. of the drug at 
21.00 hours nightly and then up to 15 nights of 
further records during three to five weeks of 
regular placebo: administration. Imipramine, 
desipramine, chlorimipramine, doxepin, iprin- 
dole and trimipramine were studied. In the 
case of trimipramine, absence of drug effect on 
the measured variables led to the post-drug 
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observations being limited to two consecutive 
nights, but additional single-dose studies of 
150 mg. were made on six subjects. 
Participants in the study were required to 
abstain from alcohol and to lead a regular life 
throughout. Prior to sleep silver disc electrodes 
containing electrode jelly were fixed above and 
below the outer canthi to record eye movements 
(EOG), in frontal and parieto-occipital midline 
positions to record electroencephalogram (EEG), 
and submentally to record muscle tension 
(EMG). Lights-out was at approximately 23.30 
h. and they were woken at 07.45 h. All-night 
recordings of EOG, EEG and EMG were made 
at 15 mm./sec. and tbe records later scored in 
20 sec. epochs in terms of sleep stages (Recht- 
schaffen and Kales, 1968). The amounts of 
each sleep stage, the number of shifts between 
them, and the hour by hour distribution of 
events within the sleep period were computed. 


RESULTS 


Two measured variables were strongly affec- 
ted by some of the drugs and contrasted with 
one another in their time-courses. Paradoxical 
(REM) sleep duration was decreased by four 
of the drugs: the difference from baseline was 
less by the fourth week, and a rebound increase 
of several weeks’ duration followed drug with- 
drawal. On the other hand an effect of the drugs 
on a measure of intra-sleep restlessness showed 
no decrease with time and no rebound. 


Paradoxical sleep : Change with time 

Imipramine, desipramine, chlorimipramine, 
and doxepin all reduced the duration of para- 
doxical sleep. The effect was immediate, being 
marked in the first three hours of the first drug- 
night's sleep. Fig. x shows that the effect of 
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Fic. 1.—Effect of chronic administration and withdrawal of imipramine, 75 mg. each evening, on paradoxical (REM) 
sleep duration as a percentage of the whole night’s sleep. During the rebound period paradoxical sleep sometimes starts 
early in the night and is especially increased in the carly part of the night, as indicated at the top of the figure. 


imipramine decreased slightly during 27 days of 
drug, with a rebound increase above baseline 
after withdrawal. The rebound appeared not 
quite to settle to the baseline again within the 
following three weeks. 

Fig. 2 reveals a very similar picture for desi- 
pramine, with initial suppression, gradual 
recovery towards baseline, rebound excess and 
then decline to baseline in four weeks. 

Fig. 3 shows a similar but initially more 
powerful effect of chlorimipramine, a partial 
recovery in 27 days, and a rebound which 
appeared to last between three and four weeks. 

Fig. 4 shows similar, though less striking, 
phenomena for two men who received doxepin 
for 28 days. Iprindole and trimipramine, how- 
ever, had no apparent effects on paradoxical 
sleep (Figs. 5 and 6) even when the intra-night 
distribution was examined. 

In order to determine whether the apparent 
diminution with time in the degree of para- 


doxical sleep suppression was significant Spear- 
man's rank-difference correlation (Guilford, 
1956) was used to examine changes in the 
percentage paradoxical sleep in relation to 
successive all-night recordings during drug 
administration. The difference from the personal 
baseline mean was determined for each recorded 
night. The mean of these latter values was 
obtained where two or three subjects had been 
recorded, as on, for example, the first drug 
night, and so on for each succeeding day of the 
drug month when one or more subjects had 
attended. These means were ranked to obtain 
the correlation with successive days and a 
significant correlation was found for imipramine 
(p = 0:407, N = 22, p < 0:05), desipramine 
(p = 0:668, N = 15, p < -or), chlorimipra- 
mine (p = 0-806, N = 15, p < -or) and 
doxepin (p = 0:467, N = 19, p < +05). There 
was no significant correlation for iprindole or 
trimipramine. 
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Fic. 3.—Chlorimipramine appears initially more powerful. 
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Fic. 5.—Iprindole. 


Intra-sleep restlessness: no change with time 

The frequency of spontancous shifts into stage 
1 sleep (drowsiness) or wakefulness from other 
stages of sleep provides a measure of intra-sleep 
restlessness and was increased in every case 
during imipramine, desipramine and chlorimi- 
pramine administration, falling again upon 
withdrawal (Fig. 7). However, a consistent effect 
of this kind was not seen with iprindole, and 


both doxepin and trimipramine appeared, if 
anything, associated with reduced intra-sleep 
restlessness (Fig. 8). 

The mean number of shifts in the first six 
hours of sleep on placebo nights was calculated 
for each individual, and the number of shifts on 
each recorded placebo, drug and withdrawal 
night was expressed as a percentage of that mean. 
The means of the percentages for the placebo 
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Fig. 7.—Imipramine, chlorimipramine and desipramine increased intra-sleep restlessness, as indicated by the number of 

shifts to stage 1 sleep or wakefulness from any other stage of sleep in the first six hours of accumulated sleep. The mean 

baseline score for each person is shown as 100 per cent. The mean scores in the first two weeks on the drug, the second 

two weeks on the drug, and in the first two withdrawal weeks are expressed as percentages of the baseline mean. Standard 
deviations are indicated. 
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Fic. 8.—Intra-sleep restlessness calculated as in Fig. 7 for iprindole, trimipramine and doxepin. 


period, the first and second fortnights on the 
drug, and the first withdrawal fortnight were 
computed for each individual and are indi- 
cated in Figs. 7 and 8. The four mean per cent- 
ages concerned were ranked and utilized for a 
Friedman two-way analysis of variance by 
ranks (Ferguson, 1959). The effects of imipra- 
mine ( y? = 8:20, p < :05) and of desipramine 
(x? = 12:20, p < -01) were significant, unlike 
iprindole (xs = 1:8, n.s.), when these drugs 
were compared with the placebo baseline and 
withdrawal periods. 

In the case of the drugs for which only two 
subjects were studied the composite-rank method 
of Wilcoxon (Guilford, 1956) and the individual 
raw data were used. Doxepin was associated 
with a significant difference for the two men 
between the placebo period and first drug 
fortnight (p < -o2) and between the placebo 
period and the second drug fortnight (p < -o1). 
In the case of chlorimipramine the difference 
between the drug and placebo reached signi- 
ficance (p < ‘02) only in the case of the second 
drug fortnight of one subject (A.P.). Trimi- 
pramine effects were not significant. 

Though aware of the limitations imposed by 
the small number of subjects we nevertheless 
compared drugs in respect of the number of 
shifts to stage 1 or wakefulness under the three 
conditions using a chi square test. Imipramine 
versus doxepin gave x? = 17°41, df. = a2, 


p < -‘oo1. Imipramine versus trimipramine, 
x? = 16-62, d.f. = 2, p < -oor. Chlorimipra- 
mine versus doxepin, y? = 18-88, df. — 2, 
p < ‘ool. 

One man, R.T., had trimipramine first and 
then, some months later, imipramine 
16°34, d.f. = 2, p < -oor. Another, L.N., had 
imipramine first and some months later, 
trimipramine, y? = 6:34, d.f. = 2, p < +05. 
Several months later still he had doxepin, which, 
when compared with imipramine, gave x? = 
11:23, d.f. = 2, p < -o1. Another, A.P., had 
chlorimipramine and later desipramine, while 
J.S. had iprindole and later doxepin: neither of 
these pairings showing significant differences. 

Spearman’s rank-difference correlation tests 
revealed no significant correlation between the 
successive days of the drug month and the 
deviation from the placebo mean in any instance 
except with desipramine, where p = 0-774, 
N = 15, p < ‘02 (two-tail test), indicating in 
this instance an increase of effect with time on 
the drug. 


Other results 


As trimipramine had caused no observable 
effects only two withdrawal nights were studied, 
and then three nights later 150 mg. trimipra- 
mine was given. Four other men had at least two 
throwaway nights and then a baseline night, 
followed by a night on 150 mg. trimipramine. 


2 = 
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"The mean paradoxical sleep duration for the 
six men on the most recent baseline night was 
'20-:9 per cent and on trimipramine 150 mg. 
was 20-8 per cent. Shifts to stage 1 or awake 
‘gave a mean of 15:6 in the first six hours of 
‘sleep on baseline nights and 15-0 on trimipra- 
mine. These differences are not significant. 

Chlorimipramine alone among the drugs 
wholly abolished paradoxical sleep in two of the 
men (the third man having only 0:6 per cent on 
his single drug night). An unusually high level 
of submental muscle tone was present through- 
out sleep and, on the first night on chlorimipra- 
mine, A.P. and G.C. had 3-7 per cent and 11-3 
per cent of anomalous sleep resembling para- 
doxical sleep in its low voltage, non-spindling 
EEG with rapid eye movements, but accom- 
panied by sustained high muscle tension. On 
their second drug night however they had zero 
paradoxical sleep and no sleep of the anomalous 
kind. G.C. had a few minutes of the anomalous 
sleep on five later nights on chlorimipramine. 

When the various drugs reduced paradoxical 
sleep stage 2 sleep increased instead. Stages 3 
and 4 sleep were not consistently affected by 
any of the drugs, although rather high values 
occurred sporadically in the first few nights on 
imipramine and chlorimipramine. 


DiscussIon 


Effects on sleep 

The effects of many drugs on paradoxical 
sleep duration have now been reported. A few 
stand out, and these are the mood-influencing 
drugs. On the one hand is reserpine, a mood- 
depressor with the rare property of increasing 
human paradoxical sleep (Hartmann, 1966; 
Hoffmann and Domino, 1969) and, on the other, 
the mood-elevators such as amphetamine deri- 
vatives (Lewis, 1970), mono-amine oxidase 
inhibitors (MAOIs) (Akindele et al., 1970), and 
some of the tricyclic drugs. The three latter 
groups include compounds exceptionally power- 
ful in reducing paradoxical sleep duration. 

British and American groups have inde- 
pendently proposed that delayed suppression of 
paradoxical sleep by MAOIs is linked in time 
to delayed mood elevation (Akindele et al., 
1970; Wyatt et al., 1971). The present study at 


once indicates that such a relationship would 
not be true of tricyclic antidepressants like 
trimipramine, with no action on sleep in clinical 
doses, or chlorimipramine, with an immediately 
maximal effect. The effect of imipramine, desi- 
pramine and chlorimipramine in suppressing 
paradoxical sleep is consistent with reports of 
acute or short-term studies of imipramine by 
Ritvo et al. (1967) and Hartmann (19682), of 
amitriptyline by Hartmann (1968b) and of 
desipramine by Zung (1969). The absence of any 
such effect on the part of iprindole or trimipra- 
mine is consistent with the data from rats by 
Baxter and Gluckman (1969) and Khazan and 
Brown (1970). The chlorimipramine results in 
cats of Baldy-Moulinier et al. (1969), are con- 
sistent with our own in man. The anomalous 
sleep pattern seen briefly with chlorimipramine, 
in which high muscle tone was noted together 
with rapid eye movements during sleep, has also 
been reported after prolonged treatment with 
phenelzine (Akindele et al., 1970). The result 
with doxepin might have been different, and 
like that with imipramine, if a larger dose had 
been used. 

The increased intra-sleep restlessness, an effect 
found with amphetamine derivatives (Oswald 
et al., 1968; Lewis, 1970), is a reminder that 
some pharmacologists have characterized tri- 
cyclic antidepressants as ‘stimulants’. Offermeier 
and Potgieter (1969) found no effect of tricyclic 
antidepressants on spontaneous motility of mice, 
but after MAOI pre-treatment chlorimipramine 
especially, but also imipramine, caused a large 
increase in activity whereas desipramine was 
much less effective. Doxepin is reputedly a 
sedative tricyclic antidepressant and decreases 
spontaneous motility of mice (Wohlfarth- 
Ribbentrop and Schaumann, 1969). Our results 
suggest that it also reduces spontaneous restless- 
ness in man. Stille (1968) states that tricyclic 
antidepressants will decrease locomotor activity 
of mice, but that there is an increase in motor 
excitability so that they readily squeak and 
jump, and the latter seems relevant to our 
human observations. 


Brain amines 
Many have inferred links between brain 
amines and mood. Tricyclic antidepressants 
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interfere with active transport mechanisms for 
the uptake of 5-hydroxytryptamine (5-HT), 
noradrenaline (NA) and dopamine into neu- 
rones. Despite wide variations in this respect 
between drugs that appear clinically equal, it 
is these mechanisms that have been assumed to 
cause mood elevation. Can we see consistency 
between our observations and other tricyclic 
drug effects? 

Despite our small numbers, certain things 
stand out. Trimipramine and iprindole had no 
action on paradoxical sleep duration, whereas 
chlorimipramine reduced paradoxical sleep to 
zero and was more powerful than any of the 
other drugs (including, one may deduce from 
Hartmann, 1968b, amitriptyline). —Chlori- 
mipramine is much the most powerful in block- 
ing 5-H T uptake into mouse neurones (Carlsson, 
1970) and into human platelets (Todrick and 
Tait, 1969) whereas trimipramine is very weak 
(Todrick and Tait, 1969). Unfortunately this 
simple relation with 5-HT uptake breaks down 
at once because iprindole is as potent as 
imipramine in blocking 5-H uptake into 
nerve terminals (Wise and Ruelius, 1968) and 
yet, like trimipramine, did not measurably 
alter sleep. Carlsson et al. (1969) report that 
secondary amines, e.g. desipramine, are more 
effective in blocking NA uptake into mouse 
neurones, and the tertiary amines, e.g. imipra- 
mine, in blocking 5-HT uptake. Our sleep data, 
however, leave nothing to choose between 
imipramine and desipramine while doxepin 
and trimipramine, both tertiary amines, were 
each in their own ways markedly different 
from both imipramine and desipramine. 

Koella (1967) and Jouvet (1969) have pro- 
posed a role for 5-HT in promoting sleep. The 
fact, therefore, that chlorimipramine is highly 
potent in blocking 5-HT uptake, and hence in 
increasing the supposed availability of 5-HT 
to receptors, assorts oddly with the intra-sleep 
restlessness chlorimipramine causes. Imipramine 
and chlorimipramine but not desipramine slow 
neuronal 5-HT turnover (Meek and Werdinius, 
1970; Schuberg et al., 1970). Akindele et al. 
(1970) suggested paradoxical sleep was linked 
to 5-HT synthesis and Hery et al. (1970) 
regarded 5-HT and its synthesis as a trigger. 
On the basis of such arguments imipramine and 


chlorimipramine, through slowing 5-HT synthe- 
sis, should have actions on paradoxical sleep 
quite different from desipramine—but we found 
no such difference, indeed chlorimipramine was 
the odd one out, so that the theories of 5-HT 
control of sleep must seem less tenable. 

It is evidently impossible to correlate contem- 
porary pharmacological data, our observations 
of human brain functions, and clinical responses. 
The time characteristics 

The disappointing state of affairs just outlined 
leaves us with three conclusions: 

1. There are differences between tricyclic 
drugs, whether one considers neuronal amine 
mechanisms of the mouse, or cerebral electro- 
physiology of man. A dose of desipramine 50 
times greater is needed to match chlorimipra- 
mine’s 5-HT uptake blockade (Carlsson, 1970). 
There is a gradation in effect on paradoxical 
sleep, from chlorimipramine through doxepin 
to trimipramine. Had we used 50 times the dose 
of trimipramine perhaps we might have seen 
a positive effect. 

2. Tricyclic drugs, in some doses, can alter 
some brain functions in a manner that reflects 
the concentration of the drug—unchanging over 
weeks, and ceasing when the drug ceases, as with 
intra-sleep restlessness. Our results, it may be 
objected, suggested a smaller effect in the 
first two weeks of drug than in the second and 
indeed a significantly positive correlation with 
successive days was found for desipramine. 
The first two withdrawal weeks also appear 
not quite back to baseline, but both these 
features can be understood in terms of the 
four or five days needed to build up or eliminate 
tissue concentrations. ` 

3. Tricyclic drugs, in some doses, can alter 
other brain functions in ways that change with 
the passage of weeks. Tolerance phenomena and 
withdrawal abnormalities are visible in Figs. 1—4. 
Tolerance implies the creation, and withdrawal 
phenomena the persistence, of new neuronal 
constituents. Inhibitors of protein synthesis will 
prevent both tolerance and withdrawal pheno- 
mena with other drugs, presumably by pre- 
venting the creation of new neuronal proteins 
that would otherwise have appeared under the 
influence of the drug (e.g. Way et al., 1968). 
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The long life-span of many cerebral proteins 
(e.g. one protein found only in brain has a 
half-life of 16 days; Cicero and Moore, 1970) 
can at once be seen to suit the long life-span of 
the new brain components created with tricyclic 
drugs and which, as in Figs. 1-4, evidently 
required several weeks to be replaced through 
processes of turnover. 

Schildkraut e£ al. (1970) found imipramine 
caused abnormalities in release of NA from rat 
cerebral neurones and that the effect was less 
after 10 days of administration, and lost after 
three weeks. They proposed that their results 
could *help to explain why antidepressant effects 
are observed clinically only after long-term 


treatment with imipramine’. We may think the - 


same of our observations of the human brain. 

Our principal conclusion is therefore that 
tricyclic drugs can slowly change human 
cerebral neurones and that, among the com- 
ponents so changed, are some having life-spans 
of several weeks. 


SUMMARY 


The time-courses of two effects of tricyclic 
drugs on the human brain are contrasted. 
Imipramine, desipramine, chlorimipramine and 
doxepin 75 mg. reduced paradoxical (REM) 
sleep duration, chlorimipramine being most 
powerful and doxepin least. The effect lessened 
significantly during a month of regular admini- 
stration and a rebound followed which lasted 
up to a month. Imipramine, desipramine and 
chlorimipramine increased intra-sleep restless- 
ness and this effect did not diminish with time 
nor show a rebound. Doxepin reduced intra- 
sleep restlessness. Neither iprindole 75 mg. nor 
trimipramine 75 or 150 mg. caused these effects 
on sleep. 

It is concluded that some tricyclic drugs can 
have both of two types of effects on the human 
brain. One type is independent of duration of 
administration. The other is a time-changing 
effect brought about through the slow modifica- 
tion of unknown cerebral components that can 
be deduced to have a life span of 3-4 weeks. 
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On the Slowness of Action of Tricyclic Antidepressant Drugs 


By IAN OSWALD, VLASTA BREZINOVA and D. L. F. DUNLEAVY 


It is widely believed that tricyclic anti- 
depressants such as imipramine bring little 
benefit for ten days, that three or four weeks are 
needed to be sure, and that five or six weeks 
are needed to get the patient really back to 
health. Why should it take so long? Is it even 
true? If true it seems remarkable that such a 
challenge should have been largely ignored by 
theorists content to rest their arguments upon 
acute experiments with animals. 

If one examines the result of clinical trials, 
delay in improvement is not always apparent. 
Improvement appears at once in the Medical 
Research Council (1965) trial of imipramine. 
However, these hitherto untreated patients 
were started at once on the ‘treatment’, whether 
imipramine or blanks. In order to distinguish 
the effect attributable, not to the milieu, but 
to the drug, it would be necessary to note the 
time-course of any differences between the blank 
and the drug groups. Fig. 1 has been prepared 
from the M.R.C.’s published histograms, based 
on 63 imipramine-treatment and 61 blank- 
treatment patients, by taking the week-by-week 
percentage difference since time zero for the 
two groups, with weighting for the slight male- 
female divergences. Fig. 1 indicates that at first 
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Fra. 1.—Imipramine-placebo difference (Medical Research 
Council, 1965). 


the imipramine group fared worse than the 
blank-treatment group and did not pull ahead 
till the second week. 

Some clinicians gradually increase the dosage 
of imipramine, but in the M.R.C. trial full 
dosage of 150 mg./day was reached on the 
second day so that this factor cannot explain the 
lag in response. 

Plasma levels of the drug are always low 
compared with tissue levels, but equilibrium is 
assumed. The published information would 
indicate that the plasma concentration rises on 
constant dosage as in Fig. 2, which is based 
primarily on the reports of Hammer et al. (1967) 
about desipramine and of Ásberg et al. (1970) 
about nortriptyline, but is also consistent with 
a number of other less detailed studies. Fig. 2 
indicates that the time-course of depression 
relief is quite different from the time-course of 
plasma concentration. 

Dexamphetamine is rapidly absorbed and 
elevates mood at once (Jonsson, 1969). Imipra- 
mine plasma levels rise to a peak in the first three 
hours after a first dose (Walter, 1971) and act 
powerfully on the human brain within that time 
(Dunleavy et al., 1971). Yet, unlike ampheta- 
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Fic. 2.—Plasma-tissue concentration of tricyclic drug. 
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mine, imipramine does not suddenly elevate 
mood. It has, however, been proposed that the 
actions of both are mediated by an inferred 
increase of noradrenaline (NA, norepinephrine) 
available to supposed receptors of some cerebral 
neurones, although other authors have favoured 
serotonin (5-hydroxytryptamine or 5-HT) in 
the case of tricyclic drugs. The responsible 
mechanism is held to be the property of tricyclic 
drugs in preventing active transport mechanisms 
for the uptake of the amine into the cell, so 
leaving more amine ‘available’ to post-synaptic 
receptors. 

The blockage of uptake mechanisms is an 
almost immediate phenomenon, whether in 
vitro (e.g. Callingham, 1967; Todrick and Tait, 
1969) or in vivo, and in the latter case is un- 
changed ‘after three weeks of imipramine 
administration to the rat (Schildkraut et al., 
1970). If mood is not at once elevated the 
theory would seem inadequate. 

In research into the time-course of the actions 
of tricyclic anti-depressants on the human brain 
we have noted some actions which continue 
unchanged with time, and others from which we 
concluded that tricyclic drugs can slowly 
change human cerebral neurones and that 
among the components so changed are some 
having a life-span of 3-4 weeks (Dunleavy et al., 
1972). 

The tricyclic drugs are not alone in this 
second feature. When a drug ‘loses its effect’, it is 
not the drug that changes but the brain. Drug 
tolerance tends to be thought of as a neutralizing 
phenomenon, but should be better seen as one 
example of neuronal creative processes impelled 
by drugs. 

There are other-slow changes contributing to 
the mood state and occurring during imipramine 
administration. 


Experiment on slow subjective changes 

A self-rating visual analogue mood scale 
(Oswald et al., 1971), similar to that of Zealley 
and Aitken (1969), was used with 12 normal 
male and female young adults who made a mark 
each evening at a point along a 10 cm. line in 
order to indicate how they had felt in their 
spirits during the day. The line ran from, “Most 
depressed ever’ to, ‘Most cheerful ever’. Each 
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Fic. 3.—Imipramine effects on mood of normal subjects. 


evening they took three tablets which were 
either blank or imipramine 25 mg. The blanks 
were taken for 7-14 days by different individuals, 
then i imipramine for 21 days. In the first week ob 
imipramine they indicated that "they felt 
depressed in mood (Fig. 3), the fall being signi- 
ficant (t = 2-82, p < -:02) using a t test for 
paired observations (Guilford, 1956). By the 
third week, however, their self-rated mood had 
returned to normal, there being no significant 
difference between these scores and those of the 
baseline week, but a significant difference from 
the first drug week (t = 2°57, p < +05). 

Patients who have started imipramine fre- 
quently complain of feeling worse, their com- 
plaints customarily being subsumed under ‘side- 
effects’. Worsening in how the depressed patient 
feels has been observed using self-rated mood by 
Zealley and Aitken (personal communication) 
in the case of patients receiving imipramine, who 
became significantly worse in the first week, 
compared with patients treated by protriptyline. 
The groups approximated each other once 
again after two weeks. In clinical trials care is 
usually taken to exclude side-effects, when 
considering how the patient feels, and to con- 
tinue to give weight to such features as diurnal 
variation, a phenomenon to which the patient 
himself may not attach much weight. 
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Therapeutic benefit as a summation of effects 

The lessons of Fig. 3 are incorporated in Fig. 4, 
in which it is: assumed that, from the third or 
fourth day, potentially therapeutic tissue levels 
have been achieved, and that therapeutic effects 
then begin but are rate-limited by the rate of 
turnover of long-life neuronal components. 
The M.R.C. trial result might then, with some 
liberties, be interpreted as a summation of a 
steady therapeutic effect with an initial un- 
pleasant effect. The neuronal changes under- 
lying tolerance in Fig. 3 would involve shorter- 
life components than those changed to pradus 
imipramine’s therapeutic effect. 

The therapeutic neurone-modifications in- 
duced by tricyclic drugs would have to be 
impelled by some action of the drug that did 
not suffer decline through time. The existence 
of time-unchanging and time-changing effects 
on the rat's cerebral amine mechanisms have 
been illustrated by Schildkraut et al. (1970), as 
Fig. 5 displays. 

As exponents of the amine-available-to-the 
receptors viewpoint they suggest that the 
observation of a time-changing effect of imipra- 
mine on the rat's brain *may help to explain 
why antidepressant effects are observed clinically 
only after long-term treatment with imipramine'. 


We may accept this and believe it equally true: 


of our parallel observations (Dunleavy et al., 
1972) of time-unchanging and time-changing 
effects on the human brain, as illustrated in 
Fig. 6. In the human we can, moreover, state 
with confidence that the life-span of some 
neuronal modifications induced by tricyclic 
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Fic. 4.—Imipramine-placebo difference as a summation 
of two kinds of effects. 
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Fic. 5.—Imipramine: Rat brain (Schildkraut et al.). 


drugs is about a month, because of the duration 
of rebound in Fig. 6. The same rebound dura- 
tion was reported by Lewis and Oswald (1969) 
in studies of patients who had taken overdoses 
of tricyclic drugs. 

We do not need to believe that the variables 
measured by Schildkraut et al. necessarily relate 
to the therapeutic action of the drug: nor those 
that we have measured—trimipramine did not 
have such actions (Dunleavy et al., 1972), yet is 
a recognized antidepressant. Even so the work 
of Schildkraut et al., and our own, may illustrate 
a concept, namely, that tricyclic drugs can 
simultaneously produce some effects that do not 
change with time and others that do. 


Modifying the neuronal components 

How might one visualize time-changing 
effects of drugs? 

Some groups of brain-stem neurones contain 
amines in quantity, and a NáA-containing 
neurone is taken as a contemporarily popular 
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Fic. 6.—Imipramine: Human brain. 
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example-in Fig. 7. Much of the NA is within 
granular vesicles that are formed in the cell 
body and then travel away from it along the 
axon to nerve terminals at about 1 mm. per hour. 
The vesicles contain a variety of proteins as well 
as NA and, eventually, it is believed, the 
contents are expelled into the synaptic cleft, 
conveying thereby some information from the 
cell body. The vesicles are ceaselessly formed 
and, in the cat central nervous system, have an 
average life-span earlier calculated as five weeks 
(Haggendal and Dahlstrém, 1969) and later 
revised to three weeks (Hággendal, 1970). If 
three weeks is the average, some should last for 
a shorter period, and some would presumably 
survive over a month. j 

In Fig. 7 we may visualize how a tricyclic 
drug might alter the synthetic processes in the 
cell body so that new components, as they were 
formed (in this example, the vesicles), could be 
of a slightly different composition, probably in 
their protein constituents, so that given a 
sufficient concentration of drug all the new 
vesicles might be of a modified kind. After one 
week only a minority would bear the tricyclic 
‘tag’ but by three weeks the majority would do 
so, and by five weeks this would be true of 
almost all. If the drug then disappeared some of 
the modified vesicles would persist for a month, 
closely paralleling the duration necessary to 
explain the human rebound phenomena (Fig. 
6). Obviously an inadequate dosage or indivi- 
dually rapid metabolism would alter the scheme. 

Itshould be explained that the rebound would 
appear because among the characteristics of the 
modified constituents would be opposition to 
some of the drug's immediate effects (i.e. 
producing tolerance). After the drug's with- 
drawal the modified constituents would manifest 
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CELL BODY VARICOSITY 
Fig. 7.—Diagram of the concept that vesicles are con- 
tinually manufactured in the cell body of noradrenergic 
neurones and, in the central nervous system, pass at about 
1 mm. per hour along the axon to varicosities and terminals. 
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Fic. 8.—The vesicles are believed to average a three-week 
life-span so that some would perish earlier and a few persist 
for over a month. Among the neuronal components that 
might be synthesized differently under the influence of 
imipramine are the vesicles and their contents. The 
diagram indicates, as an example, how new-style vesicles 
would predominate after three weeks and how, after five 
weeks, all would have been manufactured under the 
influence of imipramine. 

their actions unrestrained by the drug and so 
the rebound would be visible until slow turnover 
of long-life neuronal protein led to replacement 
of the modified constituents by more normal 
ones. The modifications opposing the immediate 
effect of the drug on per cent REM sleep in 
Fig. 6 would, of course, not be identical with 
those responsible for the therapeutic action. 
They would, however, have in common the 
principle of slow neuronal change. 

The example given in Fig. 8 is in line with 
contemporary interests in amine-containing 
neurones, and the time-scale is just right, but it 
must be emphasized it is not presented as the 
answer to what happens in relief of depression. 
Quite different protein-dependent long-life 
systems in the cell, possibly even the postulated 
receptor apparatus, might be modified by tri- 
cyclic drugs. The most active region for synthesis 
of proteins is in the cell body, and it seems 
probable that the cell body would be the chief 
target for time-changing drug effects, with the 
synapse presumably being the drug-target as far 
as, for example, the time-unchanging effects of 
Figs. 5 and 6 are concerned. Other proteins 
move much more slowly along the axon from 
the cell body than do the vesicles, as slowly as 
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1 mm./day (Livett et al., 1968), and this could 
provide yet another mechanism in the slowness 
of neuronal modification in response to drugs. 

The examples of slow brain processes given 
above may attune us to thinking in concepts 
that could underly the slowness of response to 
tricyclic drugs. 

SUMMARY 

Tricyclic drugs almost immediately affect the 
brain but relief from depression takes several 
weeks. Theories of the drug's action ignore this 
and rest upon acute experiments. The results of 
the 1965 Medical Research Council trial of 
imipramine are reassessed and in the imipra- 
mine-placebo difference it is noted that improve- 
ment began after two weeks. Rate of rise of 
plasma and tissue concentrations cannot explain 
the clinical time-course. 

Imipramine 75 mg. daily made 12 non- 
depressed volunteers rate themselves as de- 
pressed in the first week, but not in the third. 
This action, plus a steadily mounting ‘thera- 
peutic? mechanism, could partly explain the 
lag to clinical improvement from depression. 

In human and rat brains there are effects of 
tricyclic drugs that (1) change gradually with 
weeks and others that (2) remain constant with 
weeks. The former imply synthesis of modified 
long-life, protein-containing components of 
neurones. Among neuronal amine mechanismsare 
some known to have life-spans of about a month, 
and in man experimental evidence indicates that 
some tricyclic drugs cause synthesis of modified 
cerebral components having a life-span of the 
same duration. The therapeutic effects of tri- 
cyclic drugs could therefore proceed through 
mechanisms of this kind. 
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ABSTRACT 


Ketamine (‘‘Ketalar”): A Safer Anaesthetic for ECT 


By C. L. BREWER J. R. T. DAVIDSON and S. HEREWARD 


Ketamine (‘Ketalar’), a recently introduced 
phencyclidine derivative, is a dissociative anaesthetic 
agent with a number of unique and useful properties. 
Its most important advantages are the relatively good 
preservation of the swallowing and cough reflexes, 
and its rapid absorption following intramuscular 
injection. In addition, it has little depressant effect 
on respiration, while blood pressure is usually raised 
(Morgan et.al., 1971; Bovill et al., 1971). It also has 
the effect of increasing muscular tone, thus preventing 
airway obstruction by the tongue. 

The principal disadvantage of ketamine is its 
tendency to cause unpleasant emergence phenomena 
during recovery, such as hallucinations and frighten- 
ing dreams. This may explain its almost total neglect 
as an anaesthetic agent for modified ECT, in spite of 
its other desirable characteristics. Only one report, 
in Italian (Orecchia et al., 1969), describes its use for 
this purpose, but only by the intravenous route. 
'The obvious advantages of an intramuscular anaes- 
thetic for ECT prompted us to carry out a small pilot 
study, comparing intramuscular and intravenous 
ketamine with intravenous thiopentone as an induc- 
tion agent. We were also interested to know whether 
the incidence of emergence phenomena would limit 
its usefulness in psychiatric patients, although Albin 
and Dresner (1969) have shown that no long-term 
psychic effects follow its use in non-psychiatric 
patients. 

MATERIAL AND METHODS 


A total of 28 patients (11 male, 7 female) were 
admitted to the trial, all in-patients of the Department 
of Psychiatry, University of the West Indies. The 
most frequent diagnoses were depression and schizo- 
phrenia. All received psychotropic drugs con- 
comitantly. The mean age of the group was gt': 
years, with a range of 18 to 67. 

The dosage of the two agents was standardized 
thus: intravenous ketamine 2:2 mg./kg., intra- 
muscular ketamine 4:4 mg./kg., intravenous thio- 
pentone 4:5 mg./kg. To facilitate absorption hyalase, 
1,500 units, was given with each intramuscular 
injection of ketamine. Subsequent dosage was 
adjusted as necessary. 

Because ketamine tends to increase cardiac activity, 
patients with a diastolic pressure of above 100 mm. 
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were excluded from the trial. Altogether, 86 anaes- 
thetics were administered as follows: 38 intravenous 
ketamine, 24 intramuscular ketamine and 24 intra- 
venous thiopentone. Following induction of anaes- 
thesia, succinylcholine and atropine were given and 
bilateral ECT administered. 


RESULTS 


The mean induction times, measured from the 
start of injection to onset of anaesthesia were: 
intravenous ketamine 1:5 minutes (range 0:5—5 
minutes), intramuscular ketamine 3-6 minutes 
(range 1:75-8 minutes). Accurate measurements of 
thiopentone induction were not taken in every case, 
but all were rapid. No patient appeared unduly 
distressed during ketamine induction. The intra- 
muscular injection was painless. 

For technical reasons, the recovery time could not 
be accurately measured in every case. However, 
there appeared to be little difference between intra- 
venous ketamine and intravenous thiopentone. With 
intramuscular ketamine the mean time was 27 
minutes, with a range from 10-105 minutes. It is 
important to record that in most cases, patients 
anaesthetized with ketamine maintained an adequate 
airway in the supine position, that it was unnecessary 
to turn unconscious patients during recovery and 
that Guedel’s airways were not needed. The saving 
in time, effort and strained backs is obvious. 

No hallucinatory or other emergence phenomena 
followed ketamine anaesthesia. The oldest patient in 
the series was confused after each electroplexy (2 
with intravenous ketamine, 2 with intravenous 
thiopentone), but especially after the last, induced 
by ketamine, when he had a transient dysarthria. 
It was felt that these manifestations were more a 
function of age and of the electroplexy. Several 
patients noted minor visual disturbances following 
ketamine, which persisted for an hour or two after 


regaining consciousness. 


Drcussion 
Our findings indicate that the emergence pheno- 
mena which may follow ketamine anaesthesia in 
other situations are not a problem in anaesthesia for 
ECT. This supports the conclusions of Orecchia et al., 
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and the explanation may be the tendency to produce 
hallucinations or dreams is in some way inhibited, 
either by the ECT seizure or by the psychotropic 
drugs which most patients are receiving. 

The rapid and effective anaesthesia following 
intramuscular ketamine plus hyalase is a welcome 
and important finding. Intramuscular anaesthesia 
can greatly facilitate the induction of frightened or 
hostile patients, and it solves the problem of the 
patient who has poor veins. 

Despite the apparent advantages and safety of 
ketamine, it must not be forgotten that it is a potent 
anaesthetic, and the precautions normally observed 
for unconscious patients must not be totally relaxed. 
Taylor and Towey (1971) have shown that preserva- 
tion of the protective reflexes is not absolute. How- 
ever, the absence of respiratory depression may make 
ketamine especially suitable for patients with pulmo- 
nary disease, while its sympathomimetic activity 
may be helpful in asthmatic patients. This same 
property probably makes concurrent administration 
with MAO-inhibitors inadvisable, although no 
reports of adverse interactions with these drugs exist. 

Thus ketamine appears to be generally suitable for 
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anaesthesia prior to ECT, and merits further study. 
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The Eysenck Personality Inventory Scores in a Group 
of Psychiatric Patients 


By ABRAHAM VERGHESE and ANNAMMA ABRAHAM 


The Eysenck Personality Inventory (E.P.I.) 
was developed by Eysenck and Eysenck (1964) 
to measure two dimensions of personality— 
extraversion (E) and neuroticism (N). This 
personality questionnaire has been extensively 
used in clinical practice and psychosomatic 
research. In our own department we have been 
using the E.P.I. as a tool in some psychosomatic 
investigations, which have been reported in 
various journals (Verghese, 1970, 1971; Ver- 
ghese et al. (1971a), (1971b). 

The purpose of this paper is to describe an 
investigation in which the E.P.I. was given to a 
group of psychiatric patients. 


MATERIAL AND METHOD 


The E.P.I. was given to an unselected group 
of 117 psychiatric patients treated at the 
Department of Psychiatry, Christian Medical 
College, Vellore, during the years 1969 and 
1970. This group consisted of all patients who 
knew English well enough and who stayed 
back for treatment. There were 59 schizophrenic 
and 58 neurotic patients. À group of 95 students 
and staff was also included in the study for 
comparison. Both the schizophrenics and the 
controls belonged to the same age group, but 
the neurótic group was older than the other 
two. The patient groups did not differ in educa- 
tional level and socio-economic status. The 
questionnaire was filled up before any treatment 
was started. Of the 117 patients, only 29 were 
available to repeat the test. 


RESULTS 
Table I shows the N and E scores in the three 
groups. The E scores were similar; but the N 
scores differentiated the normal group from the 
two groups of psychiatric patients. The mean N 
score of the schizophrenic group was less than 


that of the neurotic group to a statistically 
significant extent. Age and sex did not have any 
influence on the E.P.I. scores. 

Table II shows the E.P.I. scores before and 
after treatment. The N scores fell after treatment, 
but the E scores did not show much change. 


TABLE I 
E.P.I. scores in a group of psychiatric patients 




















No. N E 
Schizo .. .. 59 12:040 5:6 11°44 3°7 
Neurotic .. 58 1152+47 12:10 372 
Normal .. .. 95 9:64 4:6 12:40 9372 
Significant Normal v. Neurotic 
differences (P < 0'01) 
Normal v. Schizo 
< 0'05) 
Schizo v. Neurotic 
(P < 0:05) 
Tase II 
E.P.I. scores before and after treatment 
Before After Significant 
No. treatment treatment differences 
N 29 136454 g9ick58 P< 0:05 
E 29 1383+32 118-3: NS 
COMMENTS 


One of the findings of this investigation is that 
the N scores effectively discriminate normal 
persons from psychiatric patients, and also 
schizophrenic from neurotic patients. The fact 
that the N scores effectively differentiate normal 
persons from psychiatric patients has been 
reported by other investigators (Eysenck and 
Eysenck, 1964; Knowles and Kreitman, 1965). 
Our study shows that the N scores also differ- 
entiate schizophrenics from neurotics. This is in 
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agreement with the observation of Eysenck and 
Eysenck (1964) that the N scores differentiate 
neurotics from psychotics. Knowles and Kreit- 
man (1965), however, reported that in a group 
of psychiatric patients they studied, the N 
score did not differentiate neurotics from schizo- 
phrenics; a similar observation was made by 
McGuire et al. (1963) using the Maudsley 
Personality Inventory. : 

The other finding of this study is that the N 
scores tend to fall after treatment when the 
psychiatric symptoms are reduced; but the E 
scores do not show much change. Thus the E 
scores have a consistent tendency to be more 
stable than the N scores. This is in agreement 
with the findings of Knowles and Kreitman 
(1965) and with our own observation on candi- 
dates for the M.B.B.S. course (Verghese et al., 
1971a). Only 29 out of the 117 patients were 
retested, since the other patients were not off 
medicines at the time of retesting. The patients 
who were retested were not deliberately selected. 
It can be argued that the fact that the majority 
of patients were not retested makes the inter- 
pretation of the retesting findings difficult, but 
in the group of patients who were retested the 
N scores were found to be less stable than the E 
Scores. 


SUMMARY 
An investigation making use of the Eysenck 
Personality Inventory, conducted in the Depart- 


THE EYSENCK PERSONALITY INVENTORY SCORES IN A GROUP OF PSYCHIATRIC PATIENTS 


ment of Psychiatry, Christian Medical College, 
Vellore, is described. The E.P.I. was given toa 
group of schizophrenic patients, a group of 
neurotic patients and a normal group. It was 
found that the N scores discriminated the normal 
from the patient groups; they also discriminated 
the schizophrenic group from the neurotic 
group. When the E.P.I. was repeated on a 
small group of patients after the completion of 
treatment, the N scores fell, while the E scores 
did not show much change. 
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Plasma Magnesium and Calcium Levels in Depressive Psychosis 


By G. J. NAYLOR, LAURA W. FLEMING, W. K. STEWART, 
H. B. McNAMEE and D. LE POIDEVIN 


INTRODUCTION 

There have been reports of the association of 
alterations in the divalent cation content of 
plasma with depressive illness. Coirault and 
colleagues (1959) found increased ionized 
calcium levels despite decreased total plasma 
calcium concentration in patients recovered 
from depression. More recently, Frizel and 
colleagues (1969) have reported normal plasma 
jonized and total calcium levels both before and 
after recovery from depression. 

Increased total plasma magnesium concentra- 
tions have been reported both during and after 
depressive illness (Cade, 1964), but others 
(Frizel et al., 1969) have found decreased total 
plasma magnesium levels during depression, 
increasing with recovery. 

This paper reports the results of estimations 
of plasma and erythrocyte total magnesium and 
plasma total calcium concentrations in patients 
with depressive psychosis studied before and 
after treatment with drugs other than lithium. 


METHOD 

Six physically healthy female patients suffer- 
ing from manic-depressive psychosis, depressed 
type (I.C.D. 296.2), were studied under meta- 
bolic ward conditions. Only two of the patients 
(A.O. and M.G.) had a history of manic attacks. 

Samples of fasting venous blood were taken 
on four consecutive mornings when the patient 
was depressed, and again when recovered. 
During the two periods of blood sampling no 
patient recelved any antidepressant therapy, 
and other drug therapy was kept constant. 
Total magnesium concentrations in plasma and 
lysed whole blood were measured by atomic 
absorption spectrophotometry (Fleming and 
Stewart, 1966). Erythrocyte magnesium con- 
centrations were calculated, using the formula 
described by Bruyn and colleagues (1965). 
Total plasma calcium concentrations were 


measured by the complexometric method of 
Beale and Bostrom (1963), using ‘Corinth-Ca’ 
as indicator. 


RESULTS 

The Table shows the mean and standard 
deviation for total plasma magnesium con- 
centrations for each patient, together with the 
overall mean for the depressed group as a 
whole compared with the mean obtained for a 
concurrently estimated group of 20 Dundee 
blood-donors (g males and 11 females, age range 
19 to 65 years). Only one of the six patients 
had overtly low plasma magnesium levels, i.e. 
outwith the 95 per cent confidence limits. As a 
group, the depressed patients, before treatment, 
had a mean plasma magnesium concentration 
(1:70 + 0:11 mEq. per litre) which was not 
significantly different from that of the normal 
blood donors (1:76 + 0:09 mEq. per litre). 
Only one patient showed a significant increase 
in plasma magnesium levels after treatment 
(P < 0-02), and she was one of the two with 
notably lower than normal levels before treat- 
ment. As a group, there was no significant 
change in magnesium levels following treatment, 
and the after-treatment mean plasma magne- 
sium level was not significantly different from 
the normal level. 

The corresponding erythrocyte magnesium 
concentrations are shown in the Table. The 
mean erythrocyte concentration for the pre- 
treatment depressed patients as a group was 
not significantly different from that of the 
normal blood donors, 4:96 + 0:56 compared 
with 5:00 + 0:47 mEq. per litre, respectively. 
There was no significant change after treatment 
in any of the patients individually or in the 
whole group. 

There was no significant difference between 
the mean total plasma calcium concentrations of 
the depressed patients and the mean concentra- 
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TABLE I 
Dietary intake Mean plasma total Mean erythrocyte total ‘Mean plasma total 
mEq./day Interval magnesium concentrations magnesium concentrations calcium concentrations 
Age between mEq./l. + S.D. mEq./l. + S.D. mEq./l. + S.D. 
Name yrs. Cal- Magne- estimations 
cium sium (weeks) Depressed Recovered Depressed Recovered Depressed Recovered 
JW. 38 10%7 46 5 I'60-ko:0: 1:55:L0:06 4:324-0:07 4:23-L0:09 4°60+0:07 4°53+0-04 
S.M. 45 201 7'5 14 1'54:L0:04 1:75k0:10* 4:92+0°31 4:87-Lo:21 4:96:0:06 4:774:0:04* 
W.W. 56 15:0 6-0 3- 1:72:L0:06 1:73:ko:08 4°5040'10 4:62+0-12 4554-0: 11 4°62+0°05 
A.O. 62 22:5 TU 7 1'73:b0:01 1°73+0-°06 5:54-E0:22 5:64-ko:40 4:284-0:07 4'424-0:04* 
M.G. 41 28-0 8:1 9 1°82+0:06 1:82+0-12 — — 4°85+0-04 4:564-0-07* 
LA. 69 20:7 6:4 6 1:7830:05 1*70+0°05 5:50:Lo:29 5:95-0:33 4:48-Lo:14 4:44-L0:06 
Mean I'70cko:i1 1:71:b0:09 4:96+0:56 4-94-k0:56 4:52--0:20 4°54-+0°13 
Normal 1:764-0:09 5: BE 47 4°59-+0-16 
* Significant change P < 0-02. 
tion of 56 normal blood donors, either before REFERENOES 


or after treatment (see Table). However, looking 
at the individual patients, the two with the 
lowest plasma calcium levels showed a significant 
increase after treatment (P < 0:025 and P < 
The patient with the 
highest plasma calcium level showed a signi- 
ficant decrease after treatment (P < o-oor). 
As a group there was no significant change in 
plasma calcium with recovery. There was no 
correlation between plasma total magnesium 
and calcium concentrations either before or 


O:oer respectively). 


after treatment. 


CONCLUSION 


The possibility that depressed patients have 
on average blood calcium or magnesium levels 
significantly different from normal has not 
been established by our results, particularly as 
there was no difference in our series before and 


after treatment. 
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Prothiaden is an anti-depressant which not 
only treats depression, but also relieves the 
“anxiety so often associated with depressive ill- 
ness. À recent study* has shown Prothiaden to 
be superior to amitriptyline in the treatment of 
depressive disorders, and to be much better 


e. tolerated. With Prothiaden, your depressed 
ot a en patient will have a lot more good days than 
bad ones. More of your patients willrecover. 


breaks the web of depressive illness 


e. *Psychopharmacologia, 1971, 19, 151 
Prothiaden is dothicpin hydrochloride m capsules of 25 mz 
Fullinfoimation 15 available from al 
The Crookes Laboratories Ltd., Basingstoke. Hants. fa 
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Highly effective A Rapidly acting 


‘Protriptyline is a more stimulating ... and it is concluded that the increased 
antidepressant and is most useful in mildly speed of action of protriptyline compared 
depressed anergic patients, usually with that of most other tricyclic 
middle-aged and older.’ À antidepressants gives it a definite 


Practitioner, 1970, 205, 307 (Sep) therapeutic advantage.’ l 
Clin. Trials J., 1970, 7, 423 (Nov) 


CONCORDIN 


Protriptyline hydrochloride’ MSD 
to give your depressed patient early encouragement 


Supphed as 10 ma ("Concordin'- 10) and 5 my c" Concordin - 5) tablets, 
Detailed information is available to physicians on request. 
Æ denotes registered trademark, 


D Merck Sharp & Dohme Ltd, Hoddesdon, Hertfordshire Telephone Hoddesdon 67123 
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The ‘Gaslight Phenomenon’ Reappears 
A Modification of the Ganser Syndrome 


By CHARLES G. SMITH and KENNETH SINANAN 


In 1969 Barton and Whitehead reported two 
cases in which there ‘were definite plots to 
remove an unwanted and restricting relative 
by securing admission to a mental hospital, and 
one case of an old lady admitted to a mental 
hospital following induced faecal incontinence. 
The old lady was considered a nursing home 
nuisance and she was given purgatives regularly. 
Inevitably she had some ‘accidents’ and these 
were used as an excuse for removing her to 
hospital. They labelled such attempts “The 
Gaslight Phenomenon’, inspired by Patrick 
Hamilton’s play Gaslight which was first 
produced in London in 1939 and later formed 
the basis for a film.* Their survey of the 
literature uncovered few recent reports of such 
manipulations. 

Without the emphasis of Barton and White- 
head’s report the following cases might have 
passed unnoticed. We feel that it is time to 
stress again the presence of this phenomenon, 
and, as this report shows, it is not unique to 
psychiatric hospitals. Some non-essential details 
have been altered to prevent identification of the 
patients or their families. i 


Case 1 . 

Mrs. K., age 72, had two admissions to a general 
hospital in 1970 for investigations of blackouts which 
occurred infrequently. 

Her husband, some years her junior, managed a 
small store and protested considerable inconvenience 
with his wife's ‘illness’. His exaggerated history secured 
her admission. He claimed that she needed him in 
constant attendance and this jeopardized his job 
and the apartment that went with it. To protect his 
employment, and expressing concern for his wife, he 


* In the play the conspiracy is of a more devilish nature; 
the victim is actually induced to believe that she is ‘going 
mad’, and her consequent distress goes to strengthen the 
impression that she is mentally ill. 


arranged, through a doctor new to the case, her third 
admission, this time to a geriatric service in a general 
hospital. That service handled many similar 'social 
admissions. An admission history discrepancy led to 
a psychiatric referral. The patient claimed that she 
had two sons and three daughters, all living abroad. 
Her husband said they had no family. The referral 
letter questioned whether the patient's account 
represented delusional material or was in fact true. 
'This set an investigation in motion which revealed 
the following unhappy details. 

Six months before her admission the husband 
befriended a younger woman, and out of sympathy for 
her plight, she being homeless and depressed, he 
offered her temporary shelter. This lady was divorced 
and had some experience of working in nursing homes. 
'The patient accepted and liked her and was inclined 
to believe her new friend's interpretation of her 
symptoms. The friend seemed quite alarmed at 
relatively trivial symptoms, e.g. she once worried that 
leg pain represented a clot which could travel to the 
heart; and, surrounded by these alarming responses, 
the patient became more and more hypochondriacal 
and gratefully accepted the offer of a hospital bed and 
investigation. 

The ‘friend’ looked after the husband, cooking, 
cleaning and handling the family finances. An inti- 
mate relationship was denied, but undoubtedly the 
opportunities for this were increased with the wife in 
hospital. More sinister perhaps were the reports 
which the husband sent to his children (the patient’s 
claim of two sons and three daughters was true). In 
letters he led them to believe that mother had 
leukaemia, and he even hinted at making funeral 
arrangements. On contacting the first hospital 
directly, a son was informed that mother was in very 
good condition for her years and the only thing 
delaying her discharge was the husband’s concern 
about losing their apartment. His employer when 
contacted later denied that this was a possibility. 
He had noticed no deterioration in the husband’s 
work or his attendance at work, and since his job was 
not at risk his living quarters were secure. 

The family, when eventually seen, attributed most 
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or all of the obvious scheming to the intruder. The 
husband was regarded as unsophisticated and unable 
to plot in such detail. He had been interviewed in a 
non-accusatory way and he showed no obvious 
psychiatric illness. In retrospect it seems that he was 
an unwitting accomplice, torn between infatuation 
with the younger woman and remaining loyalty to 
his wife. The ‘friend’ disappeared as the net closed in 
on the central character, and husband and wife were 
re-united. They may not live happily ever after. 


Dublin has its share of social problems. It is 
not unusual for women with large families, 
an alcoholic or psychopathic husband and 
sub-standard housing to present at psychiatric 
clinics. Understandably they have mixed symp- 
toms, they attend chronically and seldom show 
much response to treatment attempts. 


Case 2 z 

Mrs. O’N. is 29 and married 10 years. She has six 
children. Her husband is psychopathic and he uses 
alcohol abnormally. At the age of 20 he spent six 
months in prison for assault, and more recently he 
has been fined for stealing. Mrs. O’N’s father was 
admitted to a psychiatric hospital for the first time at 
the age of 65 from a general hospital where he was 
being treated for a stroke. With persisting confusion 
and incontinence a transfer was requested. A younger 
brother has had three psychiatric admissions with a 
diagnosis of mental retardation and personality 
disorder. 

Mrs. O’N. was admitted to the same psychiatric 
hospital in October 1969. During the day, without 
any warning, she became confused, paranoid about 
neighbours and tearful. Within hours of admission 
she was semi-comatose, with a temperature of 103-4, 
a pulse rate of 140 and pretty obvious signs of 
pneumonia. She was transferred to a general hospital 
where she recovered uneventfully. Psychiatric assess- 
ment there uncovered no illness and particularl 
schizophrenia was excluded. Her unhappy home 
circumstances came to light, and she was offered 
supportive follow-up in the psychiatric out-patient 
clinic of the general hospital. During her illness her 
children were placed in care, and shortly after her 
discharge an attempt was made to treat her husband's 
alcoholism. He urgently requested in-patient care, 
and this was arranged. (A year later, in drink, he 
admitted that he planned the admission crisis to avoid 
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paying £25 rent arrears.) Following his discharge, a 
new phenomenon appeared during joint interviews 
by social worker and psychiatrist. He was accusing 
his wife of madness. During rows that were witnessed 
he would say: “Tell the doctor about the apparitions 
you saw’; ‘They (neighbours) all call her mad Mary’; 
"Tell him about your father and brother in the mental 
(hospital)—tell him that’; ‘She’s sick, doctor’; ‘You'll 
be eating your plum pudding in the mental (hospi- 
tal)’. He threatened to have her certified, and using 
these rather sadistic tactics he was.able to distress her 
and alarm the treatmént team. She insisted in separate 
interviews that his allegations were false, and at no 
stage, despite enormous pressure from him, did she 
show evidence of psychotic illness. She reasoned that 
her husband wanted the children in care and her in 
hospital to allow him greater freedom to drink even 
more. 

It was apparent to the treatment team that he 
was trying to induce illness in his wife. For two years 
she has survived his attempts. She is afraid to leave 
him, knowing that he would follow her, and legal 
separation is difficult to arrange, particularly for the 
poor. 


Discussion 


Almost certainly the Gaslight Phenomenon 
goes unrecognized more often than not. We feel 
that these case histories, while perhaps dramatic 
almost, are unusual only in degree. More 
subtle and disguised attempts to get rid of a 
spouse or relative by labelling him or her 
mentally ill or demented do occur, and hope- 
fully this presentation will remind colleagues to 
believe patients’ statements unless there is 
corroborative evidence to the contrary. Aware- 
ness of the syndrome should help towards an 
early diagnosis. 
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Tardive Dyskinesia: Its Relation to Neuroleptic 
and Antiparkinson Drugs. By Isranm S. 
TUREK, A. A. KunrAND, T. E. HANLON and M. 
Boum. 

This study examines the relationship between 
extrapyramidal symptom display and drug usage 
through the longitudinal observation of various 
subsamples of psychiatric hospital patients initially 
manifesting symptoms of tardive dyskinesia. Utilizing 
drug-free and drug control groups, drug usage was 
systematically varied over four study phases (totalling 
44 weeks) designed to isolate the effects of neuroleptic 
and antiparkinson drug discontinuance and the 
doubling of neuroleptic drug dosage levels. De- 
pendent variables include open and blind ratings of 
actual and filmed motor behaviour in the orofacio- 
lingual region. Results are in agreement with previous 
clinical reports of increased symptom manifestation 
with neuroleptic drug discontinuance. The specific 
antiparkinson drug used failed to reduce symptom 
manifestation, and dosage and symptom severity 
were unrelated in the particular subsample studied. 
Ibrahim S. Turek, M.D., 

Maryland Psychiatric Research Center, 

Baltimore, Maryland 21228, U.S.A. 


Picture Arrangement: A Measure of Frontal 
Lobe Function? By J. MoFm and J. A. 
‘THOMPSON. 

Analysis of the results of 143 adult patients with 
circumscribed cerebral lesions on the Picture Arrange- 
ment subtest of the Wechsler scales shows significantly 
lower means for those with right-hemisphere than 
with left-hemisphere lesions. Counting the number of 
pairs of pictures on this test which were left in- 
correctly in the presented order shows that this error 
was infrequent with left-hemisphere lesions, but with 
right-hemisphere lesions occurred significantly more 
often with frontal than with non-frontal lesions. 

It is suggested that this tendency to leave pictures 
in the presented order reflects a specific inability to 
correct a response in spite of evidence that it is 
wrong, which is maximal with right frontal lesions; 
and that this may account for aspects of the ‘frontal 
lobe syndrome’ in cognitive terms. 

J. McFie, M.D., M.R.C.Psych., 

West London Hospital Department of Psychiatry, 

2 Wolverton Gardens, 

London, W.6. 


A Case of Movement Epilepsy with Agora- 
phobia Treated Successfully by Flooding. 
By R. T. Pwo. 

A patient with movement induced seizures who 
had developed agoraphobia was treated by flooding 
in fantasy followed by practice. Indirect measures of 
arousal indicated a lowering of his general level of 
anxiety after the treatment. The agoraphobia was 
greatly improved and concomitantly the seizures 
decreased markedly in frequency. 

The possible implications of the present observation 
are briefly discussed in relation to the broader 
context of the interaction between emotional disturb- 
ances and fit frequency. 

R. T. Pinto, M.R.C.P., M.Phil., M.R.C.Psych., 
Senior Registrar, Professorial Unit, 

The Maudsley Hospital, 

Denmark Hill, 

London SE5 8A4. 


The Management and Nature of Depressive 
Illnesses in Late Life. By F. Posr. 

Two samples of depressive patients over the age of 
60 were compared. Both were admitted to the writer's 
care, the first around 1950 and the second around 
1966. Modern methods of management applied early 
in the illness by family doctors and out-patient clinics 
led to the more recent sample containing a larger 
proportion of patients with persistent illnesses and 
other unfavourable features. The beneficial effects of 
the more varied, frequent, and persevering psychiatric 
treatment of this sample were for this reason obscured. 

In the case of the 1966 series, two types of after-care 
were compared, one permissive, the other one more 
rigidly prescribed and for this reason not satisfactorily 
carried out. It was concluded that the routine use of a 
follow-up clinic staffed by the hospital and supported. 
by social workers was the best that could be offered in 
the majority of cases. 

In terms of the clinical pictures presented, patients 
could be allocated to a severely psychotic, to a neurotic 
depressive, or to an intermediate group. These 
groupings were not, however, differentiated by 
constitutional predisposition, frequency of external 
precipitation, or long-term outcome. Previous phobic- 
obsessive propensities, and to an even greater extent 
previous deviations from healthy personality function- 


ing in many areas, were least often associated with 
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severely psychotic and most frequently with neurotic 
depressions. The results of this investigation favour a 
view according to which the phenomena observed 
in every depressive attack are uniquely shaped by the 
constitutiona] status of the patient at the time of the 
attack, by the emotional significance of preceding 
events, and especially by existing strengths and 
weaknesses of personality structure. 

F. Post, M.D., F.R.C.P., F.R.C.Psych., 

Maudsley Hospital, 

London, S.E.5. 


The Role of Thiamine Deficiency in the Aeti- 
ology of the Hallucinatory States Compli- 
cating Alcoholism. By E. E. BracksTock, 
D. H. Gatun, G. Hiacms and B. C. Gray. 


Fifteen alcoholic patients with recent hallucinations 
and fifteen non-hallucinated alcoholics were studied. 
Two biochemical tests were used in an attempt to 
assess thiamine deficiency in the patients. These were 
the well-established pyruvate tolerance test and the 
recently introduced red cell transketolase assay. The 
salient findings in this study were that abnormalities of 
red cell transketolase activity were found in two 
ballucinated patients and one non-hallucinated 
patient; abnormalities of the pyruvate tolerance test 
were found in six hallucinated patients and five non- 
hallucinated patients. These findings do not indicate 
that thiamine deficiency can be definitely implicated 
as a major factor in the aetiology of alcoholic hallu- 
cinatory states. Liver function was also studied in 
these patients. Other aspects of the aetiology of these 
hallucinatory ‘states, including alcohol withdrawal, 
are discussed. 

E. E. Blackstock, M.B., B.Ch., D.P.M., 
University Department of Psychiatry, 
Warneford Hospital, 

Oxford. 


À Checklist for the Diagnosis of Schizophrenia. 
By B. M. AsrnacuaN, M. Harrow, D. ADLER, 
L. BRAUER, A. SaHwartz, C. SCHWARTZ and 
G. TUCKER. 

The diagnosis of schizophrenia represents a clinical 
decision based upon the presence of an agreed 
symptom complex. A symptom checklist and scoring 
system (New Haven Schizophrenia Index, or 
N.H.S.L.) have been devised based upon a number 
of commonly seen clinical features. The N.H.S.I. 
was utilized on a sample of 672 cases (422 case 
records carrying the schizophrenic diagnoses from 
six different treatment settings; 100 case records 
selected to confuse the diagnosis of schizophrenia 
from one treatment setting; 150 active acutely ill 
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patients of whom 39 were diagnoscd as schizophrenic, 
from three different settings.) The N.H.S.I. formalizes 
a clinical stereotype of what is commonly called 
schizophrenia for diagnostic purposes. It consistently 
and accurately distinguished those diagnosed as 
schizophrenic from those with non-schizophrenic 
diagnoses, 87-6 per cent of those diagnosed as 
schizophrenic were correctly labelled ‘schizophrenic’ 
in the N.H.S.L; 15-6 per cent of those acutely 
disturbed patients who were not diagnosed as 
schizophrenic scored for it on the N.H.S.J. The 
checklist is easily utilized by clinicians or trained 
non-clinician raters. It is readily adapted to com- 
puter analysis, and can present a simple index which 
identifies a group of patients so that the quality of 
care they receive and their treatment course and 
prognosis can be examined. It can be used to ensure 
greater diagnostic unity in research studies across 
populations with social class or cultural differences. 
Boris M. Astrachan, M.D., 

Professor of Glinical Psychiatry, 

Vale University School of Medicine, 

34 Park Street, 

New Haven, Connecticut 06508, U.S.A. 


Undiagnosed Psychiatric Illness, Part II. Follow- 
up Study by Jay L. Liss, Amos WzLNER and 
Er: RonBiNs. 


This follow-up study concerned 115 patients, a 
sample of a previous chart review study of in-patients 
who were discharged as undiagnosed, i.e. in-patients 
who at the time of discharge did not have a definable 
psychiatric illness. The purposes of the study were: 
(1) to confirm what has already been shown in the 
chart review study that a group of undiagnosed 
patients consisted of a variety of established psychi- 
atric disorders and was not homogeneous. (2) The 
most efficient way to arrive at a diagnosis was by 
structured rather than conventional narrative inter- 
view. A concordance between the chart review 
diagnoses and follow-up diagnoses supports the two 
above conclusions. 

Ninety-five per cent of the patients were followed 
up. Using the same rigorous diagnostic criteria for 
research 79 (72 per cent) of the patients had the 
same diagnosis at the follow-up study as the chart 
review diagnosis (Group 1). Seven patients (6 per 
cent) had a follow-up diagnosis different from the 
chart review diagnosis (Group 2). Fourteen patients 
(13 per cent) who were undiagnosed when their 
chart was reviewed met the criteria for a diagnosis at 
follow-up (Group 3). Nine patients (8 per cent) who 
by criteria would not have been undiagnosed on chart 
review were undiagnosed at follow-up. 


SYNOPSES OF PAPERS AWAITING PUBLICATION 


In the 86 patients in Groups 1 and 2 in 92 per cent 
the diagnosis was the same for both chart review and 
follow-up diagnosis. 

Thus the results above show that the follow-up 
study confirms our findings of the chart review study 
that a group of undiagnosed psychiatric patients 
can be assigned to established psychiatric disorders if 
a structured rather than a conventional narrative 
interview is used to arrive at a diagnosis. 
jay L. Liss, M.D., 

Department of Psychiatry, 

Washington University School of Medicine, 
4940 Audubon Avenue, 

St. Louis, Missouri 63110, U.S.A. 


Haptoglobin Types in Alzeimer's Disease and 
Senile Dementia. By W. Or DEN VELDE and 
F. C. Sram. 

The serum haptoglobin types were investigated in 
60 patients with the clinical diagnosis of Alzheimer's 
Disease and senile dementia. The three genetically 
determined haptoglobin types were studied by 
gradient polyacrylamidegel electrophoresis. As com- 
pared with a matched control group an abnormal 
haptoglobin phenotype distribution was found, with 
a significantly increased Hp! gene frequency. This 
was most striking in those patients with early onset 
of the dementia. The significance of this observation 
is discussed, and the probability of immunological 
influences in the aetiology of Alzheimer’s Disease and 
senile dementia is suggested. 

W. Op den Velde, M.D., 

Valeriuskliniek, 

Department of Psychiatry, Free University of Amsterdam, 
Valeriusplein, Amsterdam, 

The Netherlands. 


Intensive Psychotherapy for Acute Psychiatric 
Patients. Theoretical Considerations. By 
Y. Frienp and F. Bruit. 

The theoretical background which serves as a 
basis for intensive psychotherapeutic treatment in the 
Day Hospital is described. Established more than 
three years ago as part of the Tel-Aviv University 
Medical School Mental Health Clinic, the Day 
Hospital serves acute psychiatric patients. The con- 
cepts of Freedom, Anxiety, and Doctor-Patient 
relations, which are basically philosophical, are 
discussed both from a psychological and a therapeutic 
point of view. 

Y. Fried, M.D., 
Mental Health Clinic, 
9 Haizvi Street, 
Ramat Hatayassim, 
Tel-Aviv, Israel. 
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Anticipatory Grief and Widowhood. By Pauta J. 
CrAvrON, James A. Harmas, Wituiam L. 
MaunicE and Er: Ross. 


A group of 81 randomly selected widows and 
widowers whose spouses had terminal illnesses of 
more than five days were followed prospectively for 
one year after the spouses’ deaths. Symptoms of those 
whose spouses had short illnesses (six days to six 
months) were examined and compared to the 
symptoms of those whose spouses had long illnesses 
(seven or more months). It was found that the 
duration of illness was unrelated to the prevalence of 
symptoms these subjects experienced in early widow- 
hood. Those who had suffered anticipatory grief 
during the terminal illness were then compared to 
those who had not. Significantly more of those with 
anticipatory grief than those with none had a 
depressive symptom-complex at one month of 
bereavement. At one year there were no statistical 
differences in depression in the two groups—thus 
those with anticipatory grief fared no better and no 
worse at one year. 

Paula J. Clayton, M.D., 

Assistant Professor of Psychiatry, 
Washington University School of Medicine, 
4940 Audubon Avenue, 

St. Louis, Missouri 69110, U.S.A. 


Suicide in Brighton. S. JacoBsox and D. M. Jacos- 
SON. 


Coroner’s inquests on 170 suicides committed 
during the years 1963-1969 in Brighton were 
examined. Further figures were made available for 
Brighton for the year 1950. A twenty-year assessment 
of suicide trends in Brighton was available. 

A comparison was made between the incidence of 
suicides in England and Wales and those among 
residents in Brighton. These revealed similar trends; 
especially a decline in incidence over the years 
1965-1969. 

Brighton/á incidence is almost twice the national 
incidence. This is attributed to the high proportion 
of elderly in a borough where 18:8 per cent of the 
population are over the age of 65, as compared with 
12 per cent for England and Wales. 

Previous histories before suicide indicated a high 
prevalence of physical illness (29:4 per cent), a high 
prevalence of mental illness (50-6 per cent), a large 
number of complaints of depression (70 per cent) 
and insomnia (60 per cent). 

Closer liaison and co-operation between general 
practitioners and local authority mental welfare 
officers would seem to be essential in order to further 
reduce the incidence of suicide. 
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The necessity for an appraisal of symptoms of 

depression by general practitioners is stressed. 

S. Jacobson, M.Sc., M.B., B.Ch., F.R.C.P.E., M.R.C.P., 

M.R.C.Psych., 

Mid Sussex Postgraduate Medical Centre, 

St. Francis Hospital, 

Haywards Heath, Sussex. 


Deliberate Self-Injury (Attempted Suicide) in 
Patients Admitted to Hospital in Mid- 
Sussex. S. Jacosson and P. TRIBE. 

An investigation of deliberate self-injury 
(‘attempted suicide’) in Mid-Sussex indicates an 
incidence of 112 per 100,000 population in the 
catchment area, with a ratio of women to men of 
2 to 1. The incidence is lower in the rural than in 
urban areas. A closer scrutiny of 254 cases admitted 
to a psychiatric emergency unit in Brighton revealed 
a higher incidence in younger married women, and 
in persons suffering from depressions. Patients were 
frequently handicapped in earlier years by broken 
and disturbed homes. ‘Attempted suicide’ could be 
termed alternatively ‘demonstrative self-injury’, but 
the spectrum of degress of severity would indicate the 
necessity for psychiatric examination of all cases. 
Self-poisoning, especially barbiturates, is the most 
frequent agent resorted to in an attempt to draw 
dramatic attention to a personal difficulty. 

S. Jacobson, M.Sc., M.B., B.Ch., F.R.C.P.E., M.R.C.P., 
M.R.C.Psych., 

Mid-Sussex Postgraduate Medical Centre, 

St. Francis Hospital, 

Haywards Heath, Sussex. 


‘Acute? and ‘Chronic’ Hysteria. By Russet 
Mzargs and THomas HORVATH. 

This study attempts to integrate the findings of 
three important and apparently disparate studies of 
conversion hysteria, Slater’s well-known follow-up 
seemed to suggest that if the diagnosis ‘conversion 
hysteria’ has any temporal stability, it applies to at 
least two groups. On the other hand, Lader and 
Sartorius’ group of conversion hysterics consistently 
showed a psychophysiological deficit which distin- 
guished them from other neurotic groups, suggesting 
the possibility that they belonged to a single group. 
Finally, Guze and his group define a unitary syn- 
drome of ‘hysteria’ in terms of medical history. 

In the present study, 17 patients with a conversion 
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symptom were investigated after remission of the 
symptom. The follow-up period was at least two years. 
They fell into two groups. One group of tt failed to 
habituate to a standard stimulus repeated on 20 
occasions. They were thus similar to the group of 
Lader and Sartorius. They also seemed similar to 
the group described by Guze in that they had suffered 
from many medical disabilities for which a cause was 
not frequently found. In addition, their lives were 
marked by gross occupational, sexual and inter- 
personal inadequacy. The remaining six patients, 
although not ‘normal’, habituated at a normal rate, 
recovered quickly, and showed adequate social 
function. 

The appearance of two such distinct groups is 
discussed in the light of Slater’s study. 
R. A. Meares, M.D., M.A.N.Z.C.P., M.R.C.Psych., 
University of Melbourne Department of Psychiatry, 
Victoria, Australia. 


An Attempt to Use the MMPI as a Predictor of 
Failure in Military Training. By Joun P. 
CALLAN. 

The MMPI was administered to 814 basic trainees 
at the commencement of basic military training. An 
unsatisfactory performance failure hierarchy was 
compiled to include persons discharged as unsuitable 
for military service and four other categories. Thirteen 
per cent fell into the ‘failure’ groups. Their MMPI 
responses were compared with those who satisfactorily 
completed basic training, and 167 items were found to 
differentiate between failures and normals. To test 
item reliability, items were randomized and admini- 
stered to 3,328 unselected trainees at the commence- 
ment of training. 

Following completion of training test predictions 
were compared with actual results. Raw scoring 
correctly identified 96 of 286 failures (true positives) 
but incorrectly identified 729 normals as failures (false 
positives). Weighted scoring was introduced, with 
improved results correctly identifying 12 of 18 dis- 
charges (66 per cent) but incorrectly including 232 
false positives. The MMPI usually identifies psycho- 
pathology with high reliability, but its prediction of 
malperformance in a military setting is poor. The 
reasons for this are discussed. 

John P. Callan, M.D., D.P.M., 

Saint Francis Hospital, 

114 Woodland Street, 

Hartford, Connecticut 06105, U.S.A. 
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ANTIDEPRESSANT DRUGS AND 
EXCESSIVE WEIGHT GAIN 


Dear Sm, 


In their paper, “Treatment of phobic reactions with 
antidepressants! (Journal, April 1970, 116, 387), 
Kelly et al. note that ‘A troublesome problem was 
excessive weight gain due to a craving for carbo- 
hydrates produced by the antidepressants’. 

Excessive weight gain is a well-established side effect 
of tricyclic antidepressants (especially amitriptyline). 
When these drugs are combined with MAO inhibi- 
tors increase in weight can sometimes be extreme 
(Gander, 1965; Dally, 1967; Pare, 1968; Winston, 
1971). Gander has graphically described the typical 
syndrome of intense hunger and a craving for sweet 
foods. This may result in uncontrollable increase in 
weight, often up to 25 kilos or more in a few months. 
However, the same phenomenon has been noted 
with the use of amitriptyline alone (Arenillas, 1964). 
Dally notes that amitriptyline causes the patient to 
feel excessively hungry and he suggests that this is due 
to disturbance of central weight regulating mecha- 
nisms, Although Gander has stressed the need for 
biochemical investigation into this phenomenon the 
cause remains obscure. 

While this property of antidepressant drugs is no 
doubt of value in the treatment of patients who are 
underweight, obesity can be troublesome in some 
cases and may lead to the drugs being discontinued 
prematurely. Exhortations to diet are often of little 
avail, especially if there is an underlying metabolic 
cause for the increased appetite. 

This symptom of excessive hunger combined with 
a craving for carbohydrates suggests a relative border- 
line fasting hypoglycaemia, and one may speculate 
whether it is caused by increased levels of circulating 
insulin. 

One of the most important pharmacological 
properties of the tricyclic antidepressants is the 
inhibition of the uptake of norepinephrine into 
adrenergic cells (Sigg, 1959; Axelrod et al., 1961). 
However, a secondary property is the blocking of 
alpha adrenergic receptors (Hurlimann et al., 1967). 
Thus the total concentration of norepinephrine may 
be increased while at the same time alpha adrenergic 


blockage increases the relative beta adrenergic effects. 

Presumably the addition of an MAO inhibitor, by 
further increasing the norepinephrine concentration, 
will again intensify the beta adrenergic effects. 

In vitro studies on isolated rat pancreas have shown 
that simulation of the beta adrenergic receptor 
increases, and stimulation of the alpha adrenergic 
receptor inhibits insulin secretion (Turtle et al., 1967; 
Malaisse et al., 1967; Malaisse et al., 1967). (Porte 
(1967) has shown that in man any drug that 
increases the alpha adrenergic effects of epinephrine 
or norepinephrine inhibits insulin release, and con- 
versely any drug that increases the beta adrenergic 
effects of epinephrine or norepinephrine stimulates 
insulin release. Therefore we postulate a possible 
peripheral mechanism, by contrast to a central one, 
for obesity; specifically an increase in circulating 


We chose two patients receiving combined anti- 
depressants for an extended period who had gained 
over 24 kilos in weight and one patient whose weight 
gain was much less marked though on similar drugs. 
Assays for fasting serum insulin were performed to 
determine whether the results might be compatible 
with the above hypothesis. 

Patients Nos. 1 and 2 fall between the 84th and 97th 
percentile and patient No. 3 below the 50th percentile 
for fasting serum insulin. 

These results, while limited, suggest a corre ation 
between weight gain and level of fasting serum 
insulin. The raised levels of serum insulin do not in 
themselves imply primary augmented insulin release. 
They could possibly result from increased food intake 
consequent upon interference with the appetite 
centre in the brain (Dally, 1967). 

However, it is more likely that they are the result 
of augmented insulin release by direct action on the 
pancreas by-~ the tricyclic antidepressant via the 
mechanism outlined above. To test this hypothesis 
it would be necessary to demonstrate normal fasting 
insulin levels prior to therapy, and a more definitive 
test for augmented insulin release during therapy 
while the patient’s caloric intake remained constant. 
The purpose of this report is to suggest that further 
study as outlined may prove this hypothesis to be true. 

It has recently been suggested (Schuckit et al.. 
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'TAnLE I 
Results 
Maximum 
Treatment Original weight Fasting 
Patient Maximum daily dose of in weight gain serum 
antidepressants months (kilos) (kilos) Insulin 
I. Tranylcypromine .. 30 mg. 72 24 30 micro U/ml. 
Amitriptyline 100 mg. 
2. Isocarboxazid 15 mg. 50 32 37 micro U/ml. 
Amitriptyline 100 mg. 
3..  Isocarboxazid 15 mg. 10 55 7 6 micro U/ml. 
Amitriptyline 100 mg. 
1971) that the combination of MAO inhibitors with REFERENGES . . 
tricyclic antidepressants may become a routine ARENILLAS, L. (1964). ‘Amitriptyline and weight gain.’ 
Lancet, i, 432. 


regime. Should this happen, the problem of weight 
will become of considerable import, since excessive 
weight gain, if not immediately dangerous, is un- 
desirable and not without serious implications. 
Kline (1969) suggests that since much of the over- 
whelming compulsion to eat occurs at night a 
hypnotic might be given before the hunger sets in. 
This method has certain obvious disadvantages. 
Another possible method of minimizing excessive 
weight gain might be an alteration of the ratio of 
tricyclic antidepressant to MAO inhibitor. When 
patient No. 2 was changed to isocarboxazid 30 mg. 
and amitriptyline 25 mg. she lost 8 kilos in the next 
two months. In patient No. 3 reduction of amitripty- 
line to 50 mg. daily resulted in her weight returning 
to normal. Though she still experienced pangs of 
intense hunger from time to time she was able to 
keep her weight down by diet. 

Since drugs which increase the relative alpha 
(insulin inhibitory) as contrasted to the beta (insulin 
stimulatory) adrenergic effects may prevent obesity 
and vice versa, it is theoretically possible that the 
giving of propranalol or other beta adrenergic 
blocker may prevent the excessive weight gain in 
certain selected cases. However, the safety of such a 
procedure has yet to be determined, and it must be 
pointed out that at present adrenergic augmenting 
psychotropic drugs (including MAO inhibitors) are 
listed as contraindications to propranalol. 

[Serum insulin assays were performed through the 
courtesy of Dr. Richard Guthrie, University of 
Missouri School of Medicine.] 

Frank Winston. 
313 Price Place, 
Madison, Wisconsin, U.S.A. 53705. 
Micnazr L. McCann. 
Dept. of Pediatrics, 
University of Wisconsin School of Medicine, 
Madison, Wisconsin, U.S.A. 53706. 
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COMBINED ANTIDEPRESSANT THERAPY 
Dear Sr, 

I read with interest the letter by Doctors Man and 
Aleem in the January 1972 journal issue, p. 120, in 
which they state ‘great danger indeed exists in 
combining the tricyclic drugs and MAOT's in large 
dosage’. This in reference to a comatose woman who 
had consumed beer and was self-medicating with 15 
drugs including a laxative. 

The only conclusion that I can draw from their 
letter is that the woman must have been one of the 
most unfortunate patients in Michigan. Why this 
‘attractive’, ‘white’, ‘blonde’, ‘schizophrenic’ woman 
should ever have received MAOT's or tricyclic anti- 
depressants or the rest of her smórgasbord is beyond 
me. It is only surprising that she was robust enough 
to tolerate such mammoth amounts of noxious 
material. Why one could conclude 'this is a case of 
toxic psychosis which was the result of taking large 
amounts of MAOI and other psychotropic drugs’ is 
also beyond me. It would seem just as appropriate 
to claim that this was a state of toxic psychosis 
produced by an anti-parkinson agent alone or in 
combination with a barbiturate or any permutation 
of the 13 other drugs. 

My own opinion is that the combination of some of 
the terrible Mid-Western beers and a laxative would 
produce this nearly every time. 

Gzoncs M. Snapson. 
Research Center, 
Rockland State Hospital, 
Orangeburg, 
N.Y. 10962, U.S.A. 


PRISONERS OF XYY CONSTITUTION 
Dear Sr, 

I have read with interest the findings of Griffiths 
(1971) and the subsequent letter of Eysenck and 
Eysenck (1972). It appears from the findings of 
Griffiths and the re-scoring using a different key from 
the Eysencks that the prisoners with an XYY chromo- 
some constitution tend to be introverted both in 
terms of clinical assessment of their life histories and 
by achieving low extraversion scores. 

We have been concerned with prisoners and 
security patients found to have sex chromosome 
abnormalities, and have routinely, where possible, 
administered the Maudsley Personality Inventory 
(MPI). In some cases the lack of intelligence or 
severity of the illness of the prisoner-patient made the 
administration of such a test impossible. 

We have now identified 17 gonosomal abnormali- 
ties in males: 8 with the double Y constitution and 9 
demonstrating the multiple X (one case of 48,5 XYY 
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is considered as multiple X). Of these, 11 completed 
the MPI, and our findings are presented below with 
the earlier findings regarding the general prisoner 
population (Bartholomew, 1963). It would appear 





General 
prisoner Double Multiple 
population Y x 
(N=150) (N=5)  (N-6 
Extraversion: 
Mean score .. .. 15:86 17°40 11°33 
Standard deviation .. 3:78 3:87 2-98 
Neuroticism: 
Meanscore .. 15°25 10°20 12:00 
Standard deviation .. 4:68 2:72 3°95 


Peer ee wrens ei ee ee 
from our findings that ‘in both the double Y and 
multiple X cases there is a not dissimilar neuroticism 
score which is below previously ascertained means for 
male prisoners. It is also apparent that the double Y 
cases have an extraversion score close to the prisoner 
norms, whereas the multiple X. cases tend to be intro- 
verted, being some one standard deviation from the 
prisoner mean' (Bartholomew, 1971). 

The number of cases investigated both by us and 
by Griffiths is, of course, very small, and one cannot 
be over-dogmatic on the basis of a mere 15 subjects. 
What is required is further research to clarify many 
unresolved questions. 

ALLEN A. BARTHOLOMEW. 
H.M. Prison, Pentridge, 
Coburg, Victoria, 3058, Australia. 
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CLUSTER ANALYSIS 
Dear Sm, 

In his recent paper on problems in using cluster 
analysis (Journal, February 1972, 120, 143) I note 
that one of the studies Mr. B. S. Everitt refers to is 
mine (Journal, March 1971, 118, 275). Lest by 
default I should stand convicted of naivety, I must 
point out that the main difficulties he discusses were 
also referred to in my paper. Amongst these are non- 
exhaustiveness of the procedures with risk of sub- 
optimal solutions; uncertainty as to the number of 
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groups; the necessity to condense data and the utility 
of principal component analysis for that purpose; the 
power of the procedures to produce apparent clusters 
in homogeneous data; the resulting necessity for 
cautious conclusions, and further validation. In my 
own study the hierarchical nature of successive 
groupings strongly indicated that they were real 
rather than accidental. Mr. Everitt’s approach to this 
problem (Journal, October 1971, x19, 399) of carrying 
out analyses by several different clustering methods is 
a valuable one, although the limited availability until 
recently of suitable programmes, and the enormous 
amount of computer time that they require, has put it 
out of the reach of most investigators. 

It is important to note, however, that many similar 
criticisms can be levelled at factor analysis, which 
has also been used in studies of classification. For 
instance, many alternative methods of factor analysis 
have been described; criteria for rotations and 
deciding on the number of factors are arbitrary, and 
the choice of alternative solutions is highly dependent 
on subjective interpretation. Many of these multi- 
variate procedures are better regarded as exploratory 
and hypothesis-generating, rather than hypothesis- 
testing. Moreover, factor analysis has a serious dis- 
advantage in this context in that it is based on a 
model of orthogonal and continuous dimensions. 
An individual may score high or low on several factors 
simultaneously, a situation very different from that of 
membership in one of a set of mutually exclusive 
groups. J do not wish to decry the value of a con- 
tinuum view of psychiatric classification in some 
circumstances, but it is still much more often a 
concept of diagnostic groups which underlies clinical 
thinking and research studies. 

It would be a pity if the problems Mr. Everitt 
points out were allowed to obscure the considerable 
advantage cluster analytic techniques have over 
factor analysis in studies secking diagnostic groupings, 
in that they are based on the appropriate model of 
discrete groups. 

E. S. PAYKEL. 
St. George's Hospital, Clare House, 
Blackshaw Road, London, $.W.rz. 


THE PRICE OF BOOKS 
Dear Sm, 

The books of Charles C. Thomas & Co., of 
Springfield, Illinois, are frequently reviewed in the 
British Journal of Psychiatry; one sixth of the reviewed 
books in the past three issues containing reviews 
(November 1971, January and February 1972) 
originated from them. 

To test a casual impression that their books were 
more expensive than the generality of books reviewed, 
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I have compared the average page cost, in cents, to 
the customer, of Thomas’s books with books from 
other publishers. I used the average page cost rather 
than the average book cost, for Thomasmay bemaking 
bigger books. Unpriced books, cheap paperbacks and 
books priced in other currencies than dollars or 
pounds are excluded. The dollar conversion rate 
used was $2.60 (Times 2.3.72). 


Relation 
No. of ^ Average to overall 
books page cost average 
cost 
Charles C. Thomas .. 19 4°40 +26% 
Other publishers’ books 
priced in pounds 
sterling — .. Ne 66 3:2c —95 
Other publisher's books 
priced in U.S. dollars 18 8'5c o% 
Total books .. 103 3:5c 


The table makes it perfectly clear that Charles C. 
Thomas charge a great deal more for their books 
than do other publishers, English or American. 
There may, of course, be a good reason for this 
difference—Thomas, for example, may publish 
worthwhile but recondite work necessitating small 
editions and consequently high production costs per 
book. But books should be cheap and publishers not 
make undue profits from disseminating knowledge, 
and it seemed worthwhile, therefore, to bring this 
cost comparison to the notice of those who buy books 
either for themselves or on behalf of libraries. 

B. M. BARRACLOUOH. 
M.R.C. Clinical Psychiatry Unit, 
Graylingwell Hospital, 
Chichester, Sussex. 


Dear SR, 

In reply to Dr. Barraclough, I would say that he is 
being critical without providing a really thorough 
consideration of many different matters. 

Dr. Barraclough does say that one reason for our 
high prices may be because we ‘may publish worth- 
while but recondite works necessitating small editions 
and consequently high production costs per book’. 
This consideration alone would explain higher retail 
prices, because small editions, with higher costs per 
copy therefore, must necessarily have higher retail 
prices. A publisher cannot produce fifteen hundred 
copies of an edition, or two thousand copies, and 
have a retail price, based on number of pages, com- 
parable to a textbook which may be printed in much 
larger quantities. 

We determine our retail prices by multiplying our 
costs per copy times four and taking the closest 
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25 per cent figure thereto. I believe that most 
publishers price their books on this same basis— 
although some of the publishers of textbooks pro- 
bably usc a multiple of five, thus giving them greater 
margins, the opportunity for sending out quantities 
of complimentary copies to prospective class users. 

We use the multiple of four to cover our manu- 
facturing costs (25 per cent), our overhead costs 
including advertising (30 per cent), our allowances 
for bookstore discounts (20 per cent to 40 per cent), 
our allowance for author royalty (8 per cent to 20 
per cent), and an allowance for books issued for 
complimentary purposes such as for review in 
journals, for copies for the author and in some cases 
for complimentary copies for professors who may 
be in a position to recommend the book for text use, 
and for books which may be unsold or damaged 
(this is an unknown percentage but might well be 
considered at 10 per cent). Adding these percentages, 
you will see that these run from 93 per cent to 150 
per cent of retail price! It is obvious that our costs 
are great. Not all of our books are sold through 
bookstores, but many are. 

With an expanding business, we find that we 
usually have to borrow money to pay our royalties 
promptly each year in January. 

There are other considerations too. I believe that 
if you will compare our books with those of other 
publishers, on the basis of format and typography, 
quality of paper and binding, and the like, our books 
may be somewhat superior in some instances. 

I think it is also important to consider page size. 
Many of our books have a rather large size—such as 
7 X 10, or 84 x rr. Our smallest size is about 
6 x 9. Many publishers have page sizes which are 
less than 6 X 9. 

Many of our books—even in the field of psychi- 
atry—are well illustrated in black and white and 
sometimes in colour. We have quite a number of 
books in this field, at the present time, with rather 
large amounts of colour illustrations. 

I personally don't know very much about the 
policy and procedure of other publishers, but I have 
been publishing books (first working with my father, 
Charles C. Thomas and my mother, N. P. Thomas) 
for over thirty years, and we have always found it 
very important to be sufficiently practical to cover 
our costs of doing business. If we did not do that, we 
certainly could not expand upon our publishing 
programme. We would not be able to pay our 
printing bills or our advertising bills. 

It has not been necessary for us to merge with 
other, large publishers, or to ‘go public'—and the 
consequence is that we have been able to reserve to 
ourselves the decision as to the kind of books which 
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we will publish. We endeavour to do worthwhile 
books, regardless of whether these books are apt to 
have a large sale. We publish many books which we 
know are not going to have a large sale but which we 
feel should be published. This is not to say that we 
do not like to publish textbooks which do have a 
large sale! I am sure that you and your readers are 
aware of valuable books which we have done which 
might well not have been published at all if we had 
not produced them. Ninety-nine per cent of the 
books which we published are produced at our 
expense—without subvention or contribution from 
anyone else. 

'There are a great many considerations in book 
publishing. There are many in book pricing. While I 
have been involved with these matters for these some 
thirty years, I am still learning and am trying con- 
stantly to improve our procedures of production and 
distribution. We hope very much that all of our 
authors and customers will feel that we have and are 
trying to do a good job. 

'Thank you for giving me the opportunity to write 
this letter. 

Payne THOMAS. 
Editorial Office, 
Charles C. Thomas—Publishers, 
735 North Atlantic Boulevard, 
Fort Lauderdale, Florida 33304, U.S.A. 


A CORRECTION 
Dear Sr, 

May I, with due respect, point out an error in 
Dr. Denis Leigh’s review of Professor Oskar Diethelm’s 
book published in the issue of the Journal for March 
p. 351. Dr. Leigh states that *. . . 1,100 of these 
dissertations printed from 1750 to illustrate the 
development of psychiatry'. This, of course, should 
read *. . . before 1750 . . .". 

H. R. Rorrrm. 
Horton Hospital, 
Epsom, Surrey. 


A BOOK ON FAITH-HEALING 
Dear Sm, 

I would like you to publish the following in the 
Correspondence section of The British Journal of 
Psychiatry. 

I am editing a book on the role of faith or religion 
in healing from a physician's standpoint. Those 
interested in writing for this book, please send for 
details to me at the address below. 

CLAUDE A, FRAZIER. 
4-C Doctors Park, 
Asheville, N.C. 28801, U.S.A. 
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